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Preface
This is the first GPE (General Public Edition) of the DSM-UPAX. A GPE edition is provided
for psychiatric nonprofessionals, as well as for psychiatric professionals.
The approach taken in the DSM-UPAX is to provide commentary (annotations) to the DSM-5.
The annotations consist of corrections, of which there are over 753,000, and instructions. The
reason for this approach is that the DSM-5 is used by a large number of psychiatrists.
The annotations appear at the end of each line of the DSM-5 and have the form:
(---------->vector-category)

For example:
(---------->ortho-myasthenia)
(---------->para-thalamus)
(---------->meta-polysomnograpy)
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Annotation Vocabulary
Our annotation vocabulary is context-sensitive; that is, the meaning or precise meaning of a term is
determined by its context.`
Meta, Ortho, Para Vocabulary
meta-aartjan
meta-aashish
meta-abadi
meta-abandoning
meta-abandonment
meta-abashidze
meta-abate
meta-abbreviated
meta-abdomen
meta-abdominoperitoneal
meta-aberration
meta-aberrations
meta-abihty
meta-abila
meta-abnormai
meta-abnormality
meta-abnormally
meta-abolished
meta-abrupt
meta-abruptio
meta-abruptly
meta-abscess
meta-absences
meta-absenteeism
meta-abstain
meta-abstinence
meta-abstinent
meta-abueg
meta-abulia
meta-abulseoud
meta-abuser
meta-abusers
meta-accelerates
meta-acceptability
meta-accoimt
meta-accommodated
meta-accommodating
meta-accompanies
meta-accompaniment
meta-accompaniments

meta-raho
meta-raisiiig
meta-raj
meta-raja
meta-rajendran
meta-rajiv
meta-ramaswamy
meta-rambling
meta-ramifications
meta-ramsay
meta-ranee
meta-ranting
meta-ranvinder
meta-rapee
meta-rapidcycling
meta-rapidity
meta-rapoport
meta-rappaport
meta-rapport
meta-raquel
meta-rarer
meta-rarity
meta-rasmussen
meta-raters
meta-rationales
meta-rationalization
meta-rationalizing
meta-rauenhorst
meta-ravi
meta-rawson
meta-rcxser
meta-rdoc
meta-reacting
meta-reactivation
meta-reactivity
meta-reacts
meta-reaffirming
meta-realizes
meta-reanalysis
meta-reanalyzed

ortho-krista
ortho-kristian
ortho-kristie
ortho-kroenke
ortho-kronenberg
ortho-krueger
ortho-kruse
ortho-krystal
ortho-kuchibhatla
ortho-kufiingisisa
ortho-kufs
ortho-kufungisisa
ortho-kuhl
ortho-kun
ortho-kuny
ortho-kupfer
ortho-kuramoto
ortho-kuru
ortho-kwame
ortho-kyla
ortho-kyofiisho
ortho-kyofu
ortho-kyofusho
ortho-kyofushoaike
ortho-kyomen
ortho-kyphoscoliosis
ortho-laam
ortho-laan
ortho-labia
ortho-lability
ortho-lacerations
ortho-lacey
ortho-lachut
ortho-laci
ortho-lacrima
ortho-lacrimation
ortho-lacunar
ortho-lacunes
ortho-ladson
ortho-lafrance

para-dope
para-doreau
para-doreen
para-dormer
para-dorsal
para-dorsey
para-dosages
para-dosher
para-dosing
para-doubling
para-dougherty
para-douyon
para-downey
para-downy
para-dqb
para-dramaticemotional
para-dramatization
para-dreaded
para-dreamlike
para-drescher
para-dreyer
para-drooping
para-dropout
para-drown
para-drowsiness
para-druginduced
para-drugrelated
para-drunkenness
para-drury
para-dryness
para-dsim
para-dsivi
para-dsmiv
para-dsms
para-dualism
para-duarte
para-dube
para-duffy
para-dulemba
para-dumps
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Meta, Ortho, Para Vocabulary

meta-accomplishing
meta-acculturation
meta-accumulating
meta-accuse
meta-acetylaspartate
meta-aches
meta-achy
meta-acidosis
meta-acknowledging
meta-acknowledgment
meta-acquaintance
meta-acquaintances
meta-acromegaly
meta-actigraphy
meta-activephase
meta-acuity
meta-acutely
meta-acuteness
meta-adaptability
meta-adaptable
meta-addimedical
meta-addipossible
meta-adenotonsillar
meta-adept
meta-adewuyi
meta-adivi
meta-adjacencies
meta-admiration
meta-admonition
meta-adolescence
meta-adoptive
meta-adopts
meta-adrenal
meta-adrenergic
meta-adrenocortical
meta-adrenogenital
meta-adrenoleukodystrophy
meta-adriana
meta-adrianne
meta-adulterants
meta-adulthoocj
meta-adulthood
meta-adulthpod
meta-adultonset
meta-adversities
meta-adversity

meta-reardon
meta-rearing
meta-reassignment
meta-reassurance
meta-reba
meta-rebenstock
meta-rebeta
meta-recede
meta-recency
meta-receptive
meta-receptivity
meta-rechallenged
meta-recidivism
meta-reciprocally
meta-reciprocate
meta-reciprocity
meta-reckless
meta-recklessly
meta-recklessness
meta-reclassified
meta-recoded
meta-recoding
meta-recognizable
meta-recollect
meta-recollection
meta-recollections
meta-reconceptualized
meta-recounted
meta-recov
meta-recoveries
meta-recovers
meta-recreated
meta-recuperation
meta-recupero
meta-recur
meta-recurrently
meta-recurs
meta-redcap
meta-reddy
meta-redline
meta-redo
meta-reductase
meta-reefer
meta-reefers
meta-reemerge
meta-reenactment

ortho-lahaie
ortho-lahey
ortho-lakshmanan
ortho-lalone
ortho-lamotrigine
ortho-lancia
ortho-lancing
ortho-landau
ortho-langstr
ortho-languidness
ortho-languor
ortho-lanugo
ortho-laposa
ortho-lapsing
ortho-laraque
ortho-larceny
ortho-laria
ortho-larkin
ortho-larl
ortho-lassitude
ortho-latelife
ortho-latencies
ortho-lateonset
ortho-laterality
ortho-latinos
ortho-lattices
ortho-launer
ortho-lauriello
ortho-lavid
ortho-lavretsky
ortho-lawless
ortho-laxative
ortho-laxatives
ortho-laypersons
ortho-laziness
ortho-leaden
ortho-leam
ortho-leamed
ortho-lebeau
ortho-leckie
ortho-ledge
ortho-ledical
ortho-leff
ortho-legibility
ortho-lehman
ortho-leibenluft

para-dunbar
para-durational
para-durations
para-dwyer
para-dysarthria
para-dyscalculia
para-dyscontrol
para-dysexecutive
para-dysfimction
para-dysfluencies
para-dysfluency
para-dysfunctional
para-dysfunctions
para-dyskinesia
para-dyslexia
para-dyslipidemia
para-dysmenorrhea
para-dysmo
para-dysmorphia
para-dysmorphic
para-dysmorphology
para-dysmorphophobia
para-dyspareunia
para-dysphagia
para-dysphonia
para-dysphoria
para-dysphoric
para-dysphoriq
para-dyspnea
para-dyspraxia
para-dysreguiation
para-dysregulated
para-dysregulation
para-dysrhythmias
para-dyssocial
para-dyssomnias
para-dysthymia
para-dysthymic
para-dystonia
para-dystonias
para-dystonic
para-dystonie
para-dystrophies
para-dystrophy
para-dzh
para-eariy
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Meta, Ortho, Para Vocabulary

meta-afe
meta-affecnvity
meta-affectionate
meta-affective
meta-affectively
meta-affectivity
meta-affectwity
meta-affiliative
meta-afroz
meta-aftemoon
meta-aftercare
meta-aftereffects
meta-afterimages
meta-afterward
meta-afzal
meta-agenesis
meta-agerelated
meta-aggarwal
meta-aggravate
meta-aggravates
meta-aggravating
meta-aggravation
meta-aggregated
meta-aggressively
meta-aggressiveness
meta-agitated
meta-agitation
meta-agnosia
meta-agonist
meta-agonists
meta-agoraphobia
meta-agoraphobic
meta-agoraphobictype
meta-agrammatic
meta-agranulocytosis
meta-agreeableness
meta-aguilar
meta-ahlskog
meta-ahson
meta-aiixiety
meta-ail
meta-aimety
meta-ainslie
meta-ainway
meta-aiociety
meta-aiodolytic

meta-reentering
meta-reeve
meta-reexperienced
meta-reexperiencing
meta-reexposure
meta-refening
meta-referential
meta-refinements
meta-reflexes
meta-reflexive
meta-reflux
meta-reformulation
meta-refractoriness
meta-refractory
meta-reframing
meta-refute
meta-regier
meta-regimens
meta-regressing
meta-regressions
meta-regressive
meta-regrouping
meta-regurgitated
meta-regurgitation
meta-rehearsing
meta-reiated
meta-reiationship
meta-reiationsliip
meta-reichmuth
meta-reinblatt
meta-reinforces
meta-reinforcing
meta-reinstituted
meta-reis
meta-reivi
meta-rejecting
meta-relapse
meta-relapsed
meta-relapses
meta-relationsliip
meta-relaxants
meta-relived
meta-reliving
meta-reluctance
meta-reminiscent
meta-reminiscing

ortho-lem
ortho-leneigh
ortho-lengthier
ortho-lenient
ortho-lenze
ortho-leombruno
ortho-leoneen
ortho-leonore
ortho-lescent
ortho-lesch
ortho-lesion
ortho-lessened
ortho-lessens
ortho-lethargy
ortho-leukocyte
ortho-leukocytosis
ortho-leukoencephalopathy
ortho-leukopenia
ortho-leukorrhea
ortho-levamisole
ortho-levei
ortho-levenson
ortho-levinson
ortho-lew
ortho-ley
ortho-lia
ortho-liallucinations
ortho-lianzi
ortho-lias
ortho-libido
ortho-lichen
ortho-licit
ortho-lieberman
ortho-lifeless
ortho-lifespan
ortho-lifethreatening
ortho-lifetimes
ortho-ligands
ortho-lighters
ortho-lightheadedness
ortho-liiin
ortho-likhodi
ortho-limbic
ortho-lina
ortho-lindberg
ortho-linearly

para-earlyonset
para-earnshaw
para-eartha
para-eben
para-eccentric
para-eccentricities
para-eccentricity
para-ecchymoses
para-echoed
para-echoing
para-echopraxia
para-eczema
para-edema
para-edginess
para-edinger
para-edna
para-eduvigis
para-edythe
para-eeks
para-efavirenz
para-effacing
para-effluvium
para-effortful
para-efrain
para-egocentric
para-egocentrism
para-egregious
para-ehiring
para-ehrensaft
para-ehrlich
para-ehvayne
para-eichberg
para-eil
para-eilniefgmg
para-eisner
para-ejaculate
para-ejaculating
para-ejaculations
para-ejaculatory
para-ejected
para-elaborated
para-elapsing
para-elated
para-elation
para-electrocardiographic
para-electrocardiography

DSM-UPAX

9
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meta-airflow
meta-airstream
meta-airw
meta-airway
meta-aita
meta-ajay
meta-ajfect
meta-akaka
meta-akathisia
meta-akenings
meta-aki
meta-akinesia
meta-akman
meta-alanine
meta-alarcon
meta-alarmed
meta-alastair
meta-albana
meta-alcoholinduced
meta-alcoholrelated
meta-alcohpl
meta-alcoliol
meta-aldehyde
meta-alden
meta-alejandro
meta-aleman
meta-alertness
meta-alessandro
meta-alessio
meta-alexithymia
meta-algolagnie
meta-alienating
meta-alik
meta-alimasuya
meta-alina
meta-alisa
meta-alistair
meta-alk
meta-alkaloids
meta-alkalosis
meta-allele
meta-alleles
meta-alleviated
meta-alleviates
meta-almashat
meta-almeida

meta-remissions
meta-remit
meta-remitted
meta-remorse
meta-remorseful
meta-renaud
meta-rence
meta-renewing
meta-renuka
meta-reoccur
meta-reordered
meta-reordering
meta-reorganizing
meta-reorienting
meta-repehtive
meta-repercussions
meta-repetitions
meta-repetitious
meta-repetitively
meta-rephrased
meta-rephrasing
meta-replicate
meta-replicated
meta-replicative
meta-repress
meta-reproach
meta-reproducible
meta-repudiated
meta-rer
meta-reread
meta-resection
meta-resemblance
meta-resembles
meta-resembling
meta-resentful
meta-resentment
meta-resilience
meta-resilient
meta-resisted
meta-resisting
meta-resolves
meta-respiration
meta-responders
meta-responsiveness
meta-restarting
meta-rested

ortho-linger
ortho-lingering
ortho-lingual
ortho-linguistically
ortho-linh
ortho-linnea
ortho-liora
ortho-lipids
ortho-lipmanson
ortho-lipoprotein
ortho-lisping
ortho-listerud
ortho-litfin
ortho-litfle
ortho-litigious
ortho-livesley
ortho-liypoventilation
ortho-liza
ortho-llfilll
ortho-llness
ortho-lly
ortho-lnduced
ortho-lnjuiy
ortho-lobar
ortho-lobe
ortho-lobes
ortho-lobule
ortho-locomotor
ortho-lodger
ortho-lodgers
ortho-loeb
ortho-loewenstein
ortho-logopenic
ortho-logue
ortho-lohl
ortho-lohr
ortho-lom
ortho-loneliness
ortho-loners
ortho-longitudinally
ortho-longstanding
ortho-longterm
ortho-lool
ortho-lorazepam
ortho-lorena
ortho-lorrie

para-electrolysis
para-electrolyte
para-electromyography
para-electrophysiological
para-elender
para-elevations
para-elevators
para-elia
para-elicit
para-elicited
para-eliciting
para-elicitors
para-elicits
para-elie
para-elimin
para-elise
para-elissa
para-elus
para-elwell
para-emaciation
para-eman
para-emanates
para-emasculinization
para-embarassment
para-embark
para-embarrass
para-embarrassed
para-embezzlement
para-embodied
para-embodies
para-emboli
para-embracing
para-emel
para-emergent
para-emfield
para-emil
para-emits
para-emmet
para-emmett
para-emoting
para-emotionality
para-emotionaliv
para-empathie
para-empathize
para-empathy
para-emphasizing
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meta-alo
meta-alogia
meta-alonzo
meta-aloof
meta-aloofness
meta-alopecia
meta-alphabetic
meta-alphanumeric
meta-alphasynuclein
meta-alpher
meta-altemative
meta-alternation
meta-althof
meta-altman
meta-altshuler
meta-alvarado
meta-alvarenga
meta-alvarez
meta-alvaro
meta-alveolar
meta-alya
meta-alyse
meta-alysia
meta-alyssa
meta-amaro
meta-ambivalence
meta-ambivalent
meta-ambulatory
meta-amcriccin
meta-amct
meta-amelioration
meta-amenable
meta-amends
meta-amenorrhea
meta-amgricsn
meta-aminal
meta-aminotransferase
meta-amitriptyline
meta-amnesia
meta-amnesias
meta-amnesic
meta-amnestic
meta-amoia
meta-amoimt
meta-amoimts
meta-amotivational

meta-restful
meta-restlessness
meta-restrained
meta-restraining
meta-restricts
meta-restroom
meta-restrooms
meta-resultant
meta-resuming
meta-retable
meta-retation
meta-retching
meta-reted
meta-rethinking
meta-reticence
meta-reticent
meta-retigious
meta-retinal
meta-retinoic
meta-retracting
meta-retraumatization
meta-retribution
meta-retrocollis
meta-retrognathia
meta-retrograde
meta-retrospectively
meta-rett
meta-reunited
meta-reuniting
meta-reuptake
meta-reversibility
meta-revert
meta-reverts
meta-revising
meta-revolve
meta-rewrites
meta-rgl
meta-rheena
meta-rheumatic
meta-rhinorrhea
meta-rhit
meta-rhyme
meta-rhyming
meta-rhythmic
meta-rhythmical
meta-rialon

ortho-lotspeich
ortho-louisa
ortho-lovell
ortho-lowstimulation
ortho-lpfs
ortho-lsd
ortho-lubrication
ortho-lucidity
ortho-ludy
ortho-luliid
ortho-lulild
ortho-lulixed
ortho-luloderate
ortho-lumbar
ortho-lundin
ortho-lupus
ortho-lurie
ortho-luteal
ortho-luthra
ortho-lutz
ortho-lvledicationinduced
ortho-lyerly
ortho-lympho
ortho-lymphocytes
ortho-lymphoid
ortho-lyness
ortho-lysergic
ortho-maalobeeka
ortho-maas
ortho-mabel
ortho-macallister
ortho-maccallum
ortho-mace
ortho-machuda
ortho-macropsia
ortho-madan
ortho-madhav
ortho-madsen
ortho-magenis
ortho-magically
ortho-maglio
ortho-magnitudes
ortho-mahajan
ortho-mahendra
ortho-maher
ortho-mahesh

para-empirically
para-emptiness
para-emsdorff
para-enact
para-enacting
para-enc
para-encapsulate
para-encephalitis
para-encephalopathy
para-encodes
para-encoimtered
para-encompass
para-encompassing
para-encopresis
para-encountering
para-encovmter
para-encoxmter
para-endings
para-endocarditis
para-endocrinological
para-endogenous
para-endometriosis
para-endothelial
para-endured
para-enemas
para-enevm
para-engages
para-engel
para-engender
para-englishlanguage
para-engrossed
para-enraged
para-enriches
para-enright
para-ensues
para-entail
para-entailed
para-entails
para-enteral
para-enterohepatic
para-entertained
para-entertains
para-enticing
para-entrain
para-entraining
para-entrainment
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meta-amouzou
meta-amow
meta-amoxapine
meta-amphetamine
meta-amphetamineinduced
meta-amphetamines
meta-amputated
meta-amputation
meta-amputee
meta-amputees
meta-amygdala
meta-amyl
meta-amylase
meta-amyloid
meta-amyotrophic
meta-analgesia
meta-analgesic
meta-analgesics
meta-analvzinfi
meta-anaphylactic
meta-anatomic
meta-anatomical
meta-andean
meta-andel
meta-andr
meta-andreea
meta-andriy
meta-androgen
meta-androgenic
meta-androphilic
meta-anecdotal
meta-anecdotally
meta-aneita
meta-anesthetics
meta-angina
meta-angiopathy
meta-angold
meta-angrily
meta-angryirritable
meta-angst
meta-anhedonia
meta-anhedonic
meta-anissa
meta-anmesia
meta-anmesias
meta-annoys

meta-riba
meta-ridden
meta-ridiagnostic
meta-ridicule
meta-ridiculed
meta-riecher
meta-riemann
meta-rightsided
meta-rigidity
meta-rigidly
meta-rihials
meta-rik
meta-rinehart
meta-ripartum
meta-risic
meta-risking
meta-risl
meta-rites
meta-ritualized
meta-rium
meta-rls
meta-rlunggi
meta-robinowitz
meta-roblek
meta-roblems
meta-rocio
meta-rocognitive
meta-rodents
meta-roel
meta-rogowski
meta-rohde
meta-roleplay
meta-rolin
meta-rollin
meta-romero
meta-romina
meta-rosara
meta-rosario
meta-rosebush
meta-rosenbaum
meta-rosenstock
meta-rosenthal
meta-roslyn
meta-rosso
meta-rothenberg
meta-rotomanie

ortho-mahowald
ortho-mailutha
ortho-maj
ortho-majewski
ortho-majqr
ortho-maladaptive
ortho-maladi
ortho-malaise
ortho-malaspina
ortho-malat
ortho-malati
ortho-malcoun
ortho-maleckoff
ortho-maleto
ortho-malevolent
ortho-malformations
ortho-malhotra
ortho-malice
ortho-maliciously
ortho-malignancies
ortho-maligned
ortho-malinda
ortho-malinger
ortho-malingering
ortho-malloy
ortho-malnutrition
ortho-maltreatment
ortho-mamah
ortho-manageable
ortho-manasse
ortho-manber
ortho-mandating
ortho-mandibular
ortho-maneuvers
ortho-manias
ortho-manic
ortho-manifestation
ortho-manifestations
ortho-manifested
ortho-manifesting
ortho-manipulating
ortho-manipulative
ortho-manipulativeness
ortho-manisha
ortho-manji
ortho-mannerism

para-entrains
para-enuretic
para-envious
para-enviroriment
para-epidemics
para-epidemiologic
para-epidemiological
para-epidemiologists
para-epilepsies
para-epileptic
para-epileptogenic
para-episodic
para-episodically
para-epperson
para-eqn
para-equivocal
para-eractive
para-eracusis
para-eran
para-ercoli
para-erectiie
para-ergolines
para-eroticized
para-erotomanic
para-erotomanie
para-errands
para-erratic
para-ersomnolence
para-ersonal
para-ersonally
para-erythematosus
para-erythrophobia
para-erythropoiesis
para-escalate
para-escalating
para-escalation
para-escobar
para-eshold
para-esn
para-esophageal
para-esophagoscopy
para-esophagus
para-esperanza
para-espinoza
para-espy
para-estrange
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meta-anomalous
meta-anorectal
meta-anosmia
meta-anosognosia
meta-anotiier
meta-anotlier
meta-anoxia
meta-antagonism
meta-antagonist
meta-antagonistic
meta-antagonists
meta-antecedent
meta-antecedents
meta-anterograde
meta-antianxiety
meta-anticholinergic
meta-anticholinergics
meta-anticholinesterase
meta-anticipates
meta-anticipating
meta-anticipatory
meta-anticonvulsants
meta-antidepressants
meta-antihistamines
meta-antihypertension
meta-antihypertensive
meta-antihypertensives
meta-antimicrobial
meta-antiparkinsonian
meta-antipathy
meta-antipsycho
meta-antipsychotic
meta-antipsychotics
meta-antiretroviral
meta-antisocial
meta-antisociality
meta-antistreptolysin
meta-antithetical
meta-antiviral
meta-antonacci
meta-anxieties
meta-anxietyinduced
meta-anxietyprovoking
meta-anxioiytic
meta-anxiolyhc
meta-anxiolytic

meta-rotting
meta-roula
meta-rowland
meta-rownak
meta-rti
meta-ruben
meta-rubio
meta-rubric
meta-rudeness
meta-ruegg
meta-ruiza
meta-rullo
meta-rumaldo
meta-rumbling
meta-ruminate
meta-ruminating
meta-rumination
meta-rummans
meta-ruocco
meta-rupture
meta-ruptured
meta-rustling
meta-rutter
meta-rynn
meta-sabella
meta-sabine
meta-sabotage
meta-sachdev
meta-sacher
meta-sacrifices
meta-sadistic
meta-sadomasochism
meta-sadomasochistic
meta-safranek
meta-sagduyu
meta-saharan
meta-salbutamol
meta-salience
meta-salient
meta-saliva
meta-salivary
meta-salvatore
meta-salvia
meta-samardak
meta-sameness
meta-samokhvalov

ortho-mannerisms
ortho-mannuzza
ortho-manography
ortho-manpreet
ortho-maples
ortho-marcotte
ortho-marder
ortho-mareos
ortho-marginalization
ortho-marginally
ortho-margo
ortho-mariarme
ortho-marilynn
ortho-marissa
ortho-maritza
ortho-marjorie
ortho-markedly
ortho-marketplaces
ortho-markw
ortho-marl
ortho-marlena
ortho-marlene
ortho-marmar
ortho-marokus
ortho-marries
ortho-marrying
ortho-martekuor
ortho-martinsen
ortho-martyrdom
ortho-marya
ortho-masculine
ortho-masculinity
ortho-masculinizing
ortho-masked
ortho-masochism
ortho-masochistic
ortho-masochists
ortho-massa
ortho-mastectomy
ortho-mastered
ortho-masterson
ortho-mataix
ortho-mathematic
ortho-matin
ortho-matney
ortho-mattson

para-estranged
para-estrangement
para-ethnically
para-ethnobotanical
para-ethnocultural
para-ethr
para-etiological
para-etiologically
para-etiologies
para-etrated
para-etrator
para-euphoria
para-euphoric
para-euthymia
para-euthymie
para-evading
para-evani
para-evex
para-eviction
para-evoke
para-evoked
para-evokes
para-exacerbate
para-exacerbated
para-exacerbating
para-exacerbation
para-exacerbations
para-exaggerate
para-exaggerated
para-exaggerates
para-exaggerating
para-exaggeration
para-examinees
para-exceedingly
para-excessively
para-excessiveness
para-excitation
para-excoriation
para-excoriations
para-excreted
para-excruciatingly
para-exculpation
para-exemplars
para-exemplified
para-exerting
para-exertion

DSM-UPAX

13
Meta, Ortho, Para Vocabulary

meta-anxiolyticinduced
meta-anxiolyticrelated
meta-anxiolytics
meta-anxiolytk
meta-anxiousness
meta-apathetic
meta-apathy
meta-aperiodic
meta-aphasia
meta-aphonia
meta-apnea
meta-apneas
meta-apneic
meta-apolipoprotein
meta-apotemnophilia
meta-appalachia
meta-apparentiy
meta-appeasement
meta-appelbaum
meta-appenc
meta-appendbc
meta-apphcations
meta-apphes
meta-appraise
meta-appreciates
meta-appreciating
meta-apprehended
meta-apprehension
meta-apprehensions
meta-apprehensive
meta-appropriateness
meta-approximates
meta-apraxia
meta-aprons
meta-arbuckle
meta-archil
meta-arching
meta-arciniegas
meta-ardolf
meta-ardor
meta-areata
meta-argumentative
meta-argumentativeness
meta-arianna
meta-arlene
meta-arma

meta-samuels
meta-sanctioned
meta-sandhya
meta-sandifer
meta-sandusky
meta-sanjay
meta-sanjaya
meta-sanjeeve
meta-sanjurjo
meta-sannar
meta-sanno
meta-saraswathi
meta-sarcasm
meta-sarcastic
meta-sarcoidosis
meta-sarcoma
meta-sarin
meta-sarmukaddam
meta-saroyan
meta-sartorius
meta-sarvet
meta-sastry
meta-sateia
meta-savin
meta-sawhney
meta-saxena
meta-sboo
meta-sboto
meta-scab
meta-scabs
meta-scahill
meta-scalco
meta-scaletta
meta-scalp
meta-scant
meta-scapegoating
meta-scarcely
meta-scarring
meta-scatologia
meta-schade
meta-schaper
meta-schechter
meta-scheinker
meta-scherdin
meta-schilling
meta-schizoaffective

ortho-maturation
ortho-maturing
ortho-maust
ortho-maxillary
ortho-maximiuian
ortho-maximizes
ortho-maybee
ortho-mazarin
ortho-mbwayo
ortho-mcallister
ortho-mcalpine
ortho-mcclenahan
ortho-mccleod
ortho-mccloskey
ortho-mccue
ortho-mcdonnell
ortho-mcduffie
ortho-mcdunn
ortho-mcelhose
ortho-mcgirr
ortho-mcglashan
ortho-mcgrath
ortho-mcgrosky
ortho-mckay
ortho-mckean
ortho-mckeith
ortho-mckhann
ortho-mckinnis
ortho-mckitty
ortho-mclellan
ortho-mcleod
ortho-mcnelis
ortho-mcnulty
ortho-mcquistion
ortho-mcv
ortho-mde
ortho-mdma
ortho-mealtimes
ortho-meana
ortho-meandering
ortho-mechai
ortho-medial
ortho-mediators
ortho-medicai
ortho-medicate
ortho-medicationinduced

para-exhausting
para-exhaustion
para-exhibiting
para-exhibitionism
para-exhibitionistic
para-exiiibitionistic
para-existential
para-exogenous
para-exon
para-expansive
para-expectable
para-expelled
para-expend
para-experiential
para-expiated
para-expiating
para-explainable
para-exploitative
para-exploiting
para-exploratory
para-exponentially
para-expository
para-expressiveness
para-expulsion
para-expulsions
para-exstrophy
para-extant
para-extensor
para-extenuating
para-externalizing
para-extinguish
para-extortion
para-extraneous
para-extraordinarily
para-extrapyramidal
para-extravagance
para-extraversion
para-extremities
para-extremity
para-extroversion
para-exum
para-eyebrows
para-eyeglasses
para-eyelashes
para-eyelothymia
para-eyetracking
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meta-arme
meta-armety
meta-armiesia
meta-aroimd
meta-arora
meta-arousal
meta-arousals
meta-arouse
meta-aroused
meta-arousing
meta-arrayed
meta-arrhythmia
meta-arrhythmias
meta-arrieta
meta-arrogant
meta-arson
meta-arteriolosclerosis
meta-arteriopathy
meta-arteritis
meta-arthralgias
meta-articulators
meta-articulatory
meta-aruciety
meta-aruna
meta-arylcyclohexylamines
meta-aryn
meta-ascertainable
meta-ascertained
meta-ascertainment
meta-ascribe
meta-ascribing
meta-asexual
meta-ashaktapanna
meta-ashan
meta-asjnnptomatic
meta-asociality
meta-aspartate
meta-aspden
meta-asperger
meta-asphyxia
meta-asphyxiation
meta-aspiration
meta-asrm
meta-assaulting
meta-assaultive
meta-assaultiveness

meta-schizoid
meta-schizophreni
meta-schizophreniform
meta-schizoplirenia
meta-schizotypal
meta-schnurr
meta-scholl
meta-schoolwork
meta-schor
meta-schover
meta-schuckit
meta-schuyler
meta-schwarzenbart
meta-scientifically
meta-sciiizophreniform
meta-scintigraphy
meta-sclerosus
meta-scliizoaffective
meta-scliool
meta-scot
meta-scotten
meta-scratching
meta-scrupulous
meta-scrutinized
meta-scully
meta-seasonality
meta-seasonally
meta-secobarbital
meta-secondhand
meta-secretions
meta-secretive
meta-sectionally
meta-sects
meta-sedating
meta-sedation
meta-sedatives
meta-sedentary
meta-seduction
meta-seductive
meta-seductiveness
meta-seeldng
meta-seeman
meta-seeming
meta-seetable
meta-segraves
meta-segundo

ortho-medicationrelated
ortho-medicolegal
ortho-medioal
ortho-meditative
ortho-medulla
ortho-medullary
ortho-mee
ortho-meeks
ortho-meghan
ortho-meianchoiic
ortho-meir
ortho-melancholia
ortho-melancholic
ortho-mellitus
ortho-memel
ortho-memorization
ortho-menarche
ortho-menefee
ortho-meningitis
ortho-menninga
ortho-menninger
ortho-menon
ortho-menopausal
ortho-menses
ortho-menstrual
ortho-menstruate
ortho-menstruating
ortho-menstruation
ortho-mentalizing
ortho-mentation
ortho-meperidine
ortho-mephedrone
ortho-meprobamate
ortho-mercilessly
ortho-mermelstein
ortho-mescaline
ortho-mesocephalic
ortho-messina
ortho-metabolite
ortho-metabolites
ortho-metabolize
ortho-metabolizing
ortho-metachromatic
ortho-metaphorical
ortho-methadone
ortho-methamphetamine

para-fabiani
para-facade
para-facebook
para-facet
para-facetiousness
para-facets
para-facile
para-factitious
para-facto
para-factually
para-fads
para-fag
para-fahey
para-fahim
para-failings
para-fainting
para-faison
para-faking
para-fallon
para-falsely
para-falsification
para-falsifies
para-falsify
para-falsifying
para-faltering
para-famihal
para-familiality
para-familially
para-fanatics
para-faniily
para-fankhanel
para-fannily
para-fanton
para-farhan
para-farida
para-farifare
para-farifteh
para-farooqui
para-farzana
para-fascination
para-fascinations
para-fasting
para-fatalistic
para-fatalities
para-fatigability
para-fatigued
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meta-assaults
meta-assembling
meta-assesses
meta-assessrilbnt
meta-associating
meta-assures
meta-astonished
meta-astute
meta-asur
meta-asymmetric
meta-asymmetrical
meta-asymmetrically
meta-asymmetry
meta-asymptomatic
meta-ataque
meta-ataques
meta-ataxia
meta-ataxic
meta-atherosclerosis
meta-athetoid
meta-atlnisia
meta-atonia
meta-ator
meta-atrial
meta-atrocities
meta-atrophic
meta-atrophy
meta-atropine
meta-attaclcs
meta-attei
meta-atten
meta-attenhon
meta-attentional
meta-attentiondeficit
meta-attenuate
meta-attenuated
meta-atter
meta-attia
meta-attics
meta-attire
meta-attributing
meta-attributions
meta-attuned
meta-atures
meta-atypicai
meta-atypical

meta-seime
meta-seizurelike
meta-sel
meta-seldes
meta-selectively
meta-selegiline
meta-selena
meta-selfappraisal
meta-selfassigned
meta-selfbiting
meta-selfcare
meta-selfcenteredness
meta-selfderogatory
meta-selfdestructive
meta-selfdiscipline
meta-selfdoubts
meta-selfdramatization
meta-selfi
meta-selfimage
meta-selfinduced
meta-selfinjury
meta-selfishness
meta-selflimited
meta-selflimiting
meta-selfloathing
meta-selfmutilating
meta-selfmutilation
meta-selfreport
meta-selfreported
meta-semen
meta-semistructured
meta-senile
meta-senseless
meta-sensitivities
meta-sensorimotor
meta-sensorium
meta-sepsis
meta-septum
meta-sequela
meta-sequelae
meta-sequenced
meta-sequentially
meta-serable
meta-seriousness
meta-serotonin
meta-serretti

ortho-methaqualone
ortho-methemoglobinemia
ortho-methodological
ortho-methylamphetamine
ortho-methyldopa
ortho-methylenedioxy
ortho-methyltransferase
ortho-methyprylon
ortho-meticulous
ortho-metimes
ortho-metoclopramide
ortho-metzner
ortho-mgclic
ortho-mhielm
ortho-mianzi
ortho-mibg
ortho-michaelsen
ortho-micka
ortho-microarray
ortho-micrognathia
ortho-micrograms
ortho-microhemorrhages
ortho-micropsia
ortho-microtubule
ortho-microvasculature
ortho-micturition
ortho-midlife
ortho-midline
ortho-mignot
ortho-mii
ortho-miid
ortho-miiumize
ortho-mikula
ortho-milam
ortho-milder
ortho-mildest
ortho-mildly
ortho-milieu
ortho-millar
ortho-milliseconds
ortho-mimic
ortho-mimicking
ortho-mindy
ortho-mingo
ortho-minnete
ortho-mintzer

para-fatness
para-fattening
para-faulconbridge
para-faust
para-favorably
para-favoring
para-fawcett
para-faye
para-fearful
para-fearfulness
para-fearlessness
para-feats
para-febrile
para-fecal
para-feces
para-feedings
para-feeliag
para-feigned
para-feigning
para-feinstein
para-feldman
para-feltrup
para-femandez
para-femininity
para-feminize
para-fen
para-fentanyl
para-fereidoon
para-ferent
para-fermin
para-fetishes
para-fetishism
para-fetishist
para-fetishistic
para-fflin
para-ffm
para-fibrillation
para-fibromyalgia
para-fibrous
para-fidgetiness
para-fidgeting
para-fidgets
para-fieid
para-figueiredo
para-filipa
para-fimction
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meta-atypicality
meta-atypically
meta-aubrie
meta-augmented
meta-augusto
meta-auickiv
meta-auras
meta-aurelian
meta-autistic
meta-autobiographical
meta-autoerotic
meta-autogynephiiia
meta-autogynephilia
meta-autogynephilic
meta-autoimmune
meta-automaton
meta-autonomic
meta-autopsy
meta-autosomaldominant
meta-availal
meta-avenger
meta-aversion
meta-aversive
meta-avert
meta-avila
meta-avocations
meta-avoidant
meta-avolition
meta-avpidance
meta-awaken
meta-awakened
meta-awakens
meta-awan
meta-axillary
meta-axons
meta-ayahuasca
meta-ayanna
meta-ayurveda
meta-azimipour
meta-bachan
meta-backfiring
meta-badaracco
meta-baddam
meta-bagley
meta-bahar
meta-bahl

meta-sertraline
meta-setter
meta-seung
meta-sevenfold
meta-sexualized
meta-shadi
meta-shaffer
meta-shakiness
meta-shaky
meta-shamanism
meta-shambhavi
meta-shamed
meta-sharjeel
meta-sharpe
meta-shauna
meta-shawna
meta-shaywitz
meta-shc
meta-sheena
meta-shemo
meta-shen
meta-shenjing
meta-sheree
meta-sherre
meta-sherri
meta-sherrie
meta-sheryl
meta-sheth
meta-shghtly
meta-shidents
meta-shidies
meta-shim
meta-shiner
meta-shinkei
meta-shinn
meta-shobha
meta-shona
meta-shortchange
meta-shorten
meta-shortening
meta-shortness
meta-showering
meta-shrinking
meta-shrugging
meta-shuairuo
meta-shubha

ortho-minutely
ortho-miriimize
ortho-miriyala
ortho-mirrored
ortho-mirtazapine
ortho-misalignment
ortho-misapplied
ortho-misarticulated
ortho-misarticulation
ortho-misattributed
ortho-misbehave
ortho-misbehavior
ortho-miscarriage
ortho-misdiagnosed
ortho-misdiagnosing
ortho-misdiagnosis
ortho-miserly
ortho-misfolding
ortho-misfortune
ortho-misidentification
ortho-misinte
ortho-misinterpret
ortho-misinterpretations
ortho-misinterpreted
ortho-misleadingly
ortho-mismatch
ortho-misperceive
ortho-misperceived
ortho-misperception
ortho-misperceptions
ortho-mispronounce
ortho-misrepresent
ortho-misrepresentation
ortho-missense
ortho-misshapen
ortho-mistakenly
ortho-mistreated
ortho-mistreatment
ortho-mistrust
ortho-misunderstanding
ortho-misunderstood
ortho-misused
ortho-mitd
ortho-mitigated
ortho-mitigates
ortho-mitigating

para-fimctioning
para-fingernails
para-finiii
para-finitions
para-fink
para-finkle
para-finlay
para-finnerty
para-fio
para-fiom
para-fissure
para-fists
para-fitzpatrick
para-fivefold
para-fixated
para-fixation
para-flack
para-flamboyance
para-flamboyant
para-flammable
para-flapping
para-flashback
para-flashbacks
para-flatness
para-flattering
para-flav
para-flawless
para-flexibly
para-flexion
para-flicking
para-flipping
para-flirtatiousness
para-flj
para-florentini
para-florid
para-floridly
para-fluctuate
para-fluctuates
para-fluctuating
para-fluctuation
para-fluencies
para-fluency
para-fluent
para-fluorodeoxyglucose
para-fluphenazine
para-flushed
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meta-bahlburg
meta-baici
meta-bailout
meta-baldness
meta-balkozar
meta-balog
meta-balon
meta-baluyut
meta-bamum
meta-bancroft
meta-banging
meta-banihill
meta-bansal
meta-baranek
meta-baratta
meta-barbaree
meta-barbiturate
meta-barbiturates
meta-barch
meta-bariatric
meta-barillas
meta-barlow
meta-barnard
meta-barsky
meta-basements
meta-baskin
meta-bassiri
meta-basu
meta-bauermeister
meta-baum
meta-baumgardner
meta-baystate
meta-bazzi
meta-beal
meta-beale
meta-bearlyn
meta-beckham
meta-beckner
meta-beckwith
meta-bedbound
meta-bedridden
meta-bedside
meta-bedtime
meta-beeh
meta-beekman
meta-beesdo

meta-shubu
meta-shupinka
meta-shyness
meta-sialorrhea
meta-sicilians
meta-sidetracked
meta-sidiropoulos
meta-sieep
meta-siegell
meta-siever
meta-sighted
meta-signaled
meta-signers
meta-signify
meta-silliness
meta-silverman
meta-silvia
meta-simonds
meta-simplex
meta-simplification
meta-simplistic
meta-simulates
meta-singareddy
meta-singly
meta-sinusitis
meta-situationai
meta-situational
meta-sjmdrome
meta-sjmiptoms
meta-sjmnptoms
meta-sjnnptom
meta-sjnnptoms
meta-sjonptoms
meta-skepticism
meta-skewed
meta-skinpicking
meta-skodol
meta-skoog
meta-skrzypchak
meta-skunk
meta-sldlls
meta-sleepers
meta-sleepiness
meta-sleepless
meta-sleeplessness
meta-sleeponset

ortho-mitral
ortho-mize
ortho-mizrahi
ortho-mlvhijtikamod
ortho-mmhg
ortho-moaning
ortho-mockery
ortho-modalities
ortho-modality
ortho-modeirate
ortho-moderates
ortho-modestly
ortho-modulate
ortho-modulating
ortho-moeller
ortho-moenssens
ortho-moffitt
ortho-mogels
ortho-mohamed
ortho-mohlman
ortho-moir
ortho-mokhtar
ortho-momen
ortho-momentary
ortho-moming
ortho-monoamine
ortho-monogamous
ortho-monograph
ortho-mononucleosis
ortho-monosyllabic
ortho-monosymptomatic
ortho-monothetic
ortho-monoxide
ortho-monozygotic
ortho-montage
ortho-moodcongruent
ortho-moodincongruent
ortho-moodiness
ortho-moraes
ortho-moralistic
ortho-morbid
ortho-morbidity
ortho-moriarty
ortho-morin
ortho-moroseness
ortho-morphologically

para-fluttering
para-flye
para-foa
para-fochtmann
para-foci
para-foggy
para-foi
para-foiiowing
para-foimd
para-foimdational
para-fol
para-follicular
para-folliculitis
para-followthrough
para-fondling
para-forceful
para-forcefulness
para-forearm
para-forearms
para-forebrain
para-foreplay
para-forerunner
para-foresee
para-foreshadow
para-foresight
para-forethought
para-forgery
para-forgetful
para-forgets
para-forgetting
para-forgoes
para-formality
para-formes
para-formulations
para-forstein
para-fossum
para-fouiculitis
para-foundational
para-fourfold
para-fourths
para-foussias
para-foxpz
para-fragmentary
para-fragmented
para-frailty
para-francesca
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meta-befalling
meta-befriend
meta-begirming
meta-begrudge
meta-behaves
meta-behaving
meta-behaviorally
meta-behaviorial
meta-behjavioral
meta-behling
meta-beidel
meta-beiiefs
meta-beliavioral
meta-belinda
meta-belittle
meta-belligerence
meta-bellville
meta-belongings
meta-beneficent
meta-benoit
meta-benzodiazepine
meta-benzodiazepinelike
meta-benzodiazepines
meta-benzoylecgonine
meta-berating
meta-bereaved
meta-bereavement
meta-berman
meta-bermant
meta-bernadette
meta-berquist
meta-bertman
meta-betel
meta-betrayed
meta-bewildered
meta-bezoar
meta-bhang
meta-bhat
meta-bhati
meta-bhatnagar
meta-bhembe
meta-bhor
meta-bhui
meta-bhupinder
meta-bianca
meta-biases

meta-sleeprelated
meta-sleeptalking
meta-sleepwake
meta-sleepwalk
meta-sleepwalking
meta-slighted
meta-slights
meta-slowness
meta-slowwave
meta-sluggishness
meta-slump
meta-slurred
meta-slurs
meta-smartest
meta-smelling
meta-smilowitz
meta-smita
meta-smokeless
meta-smothering
meta-snacking
meta-snatching
meta-sniff
meta-sniffer
meta-sniffing
meta-snobbish
meta-snoring
meta-snorting
meta-sobbing
meta-sociability
meta-sociai
meta-socialization
meta-socializing
meta-sociocultural
meta-socioculturally
meta-socioeconomic
meta-socioemotional
meta-sodomy
meta-sofie
meta-soiling
meta-solaleh
meta-solanto
meta-solitariness
meta-soloff
meta-solow
meta-somatic
meta-somatization

ortho-mort
ortho-moscicki
ortho-moskowitz
ortho-motility
ortho-motivates
ortho-motivations
ortho-motoric
ortho-motsinger
ortho-moullin
ortho-moun
ortho-mouthing
ortho-mow
ortho-moyer
ortho-msdg
ortho-mucosa
ortho-mucous
ortho-muddled
ortho-mugged
ortho-mugging
ortho-multiaxial
ortho-multidimensional
ortho-multifactorial
ortho-multiparametric
ortho-multiparity
ortho-multipurpose
ortho-multisensory
ortho-multisite
ortho-multisyllable
ortho-mumbling
ortho-munro
ortho-muppa
ortho-murgolo
ortho-murmuring
ortho-murmurs
ortho-musculature
ortho-musculoskeletal
ortho-muskin
ortho-mustafa
ortho-muted
ortho-muteness
ortho-mutilating
ortho-mutilation
ortho-mutism
ortho-mutiso
ortho-muttering
ortho-myasthenia

para-frankel
para-fraternities
para-fraudulence
para-freebase
para-freedman
para-frewen
para-freytag
para-frick
para-friedl
para-friendships
para-fright
para-frightened
para-frinctional
para-froehlich
para-fronn
para-frontotemporal
para-frotteurism
para-frustes
para-fuentes
para-fugue
para-fugues
para-fuii
para-fullness
para-fullsymptom
para-functionai
para-functionally
para-fundamentalist
para-funerals
para-funerary
para-funnels
para-furlan
para-furtiiermore
para-fusar
para-fused
para-fuu
para-fv
para-gabapentin
para-gabrielle
para-gaf
para-gagnon
para-gahr
para-gainful
para-gait
para-galanter
para-galasko
para-galia
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meta-bibeau
meta-bicarbonate
meta-bickford
meta-bidirectional
meta-bieber
meta-bifida
meta-bigham
meta-bilaterally
meta-binge
meta-bingeeating
meta-binges
meta-binik
meta-bioavailable
meta-biochemically
meta-biologically
meta-biomarkers
meta-bipoiar
meta-bitten
meta-bitterness
meta-blacker
meta-blacking
meta-blackouts
meta-blacl
meta-blaming
meta-blanchard
meta-blatchley
meta-bleiberg
meta-blinded
meta-blinking
meta-blinks
meta-blithely
meta-bliwise
meta-blockers
meta-blocl
meta-bloodstream
meta-bloodworth
meta-bloomenstiel
meta-blume
meta-blunted
meta-blunting
meta-blunts
meta-blurred
meta-blurriness
meta-blurring
meta-blurry
meta-blurts

meta-somatizing
meta-somatoform
meta-somatosensory
meta-sommer
meta-somnolence
meta-somstic
meta-soni
meta-sonmolence
meta-sooring
meta-soqal
meta-sor
meta-sorel
meta-soreness
meta-sores
meta-sororities
meta-sotial
meta-spani
meta-spared
meta-sparing
meta-spasm
meta-spasms
meta-spatafora
meta-spatano
meta-specifiers
meta-spect
meta-speculated
meta-speculative
meta-spence
meta-spero
meta-sphincter
meta-spied
meta-spiegel
meta-spirals
meta-spironolactone
meta-spiteful
meta-spitting
meta-spivak
meta-splittgerber
meta-spongiform
meta-spontaneity
meta-spontaneously
meta-sporadic
meta-spousal
meta-sprayed
meta-sprees
meta-sputum

ortho-myelin
ortho-myeloneuropathy
ortho-myelopathy
ortho-myoclonic
ortho-myoclonus
ortho-myoinositol
ortho-myopathies
ortho-myrna
ortho-mythical
ortho-nada
ortho-nadir
ortho-naloxone
ortho-naltrexone
ortho-namita
ortho-nandini
ortho-nao
ortho-nape
ortho-napping
ortho-naps
ortho-narcissism
ortho-narcissistic
ortho-narcolepsy
ortho-narrate
ortho-narratives
ortho-narrowed
ortho-narrowing
ortho-nasopharynx
ortho-nathalie
ortho-naturalistic
ortho-naugle
ortho-navigating
ortho-nawab
ortho-nazarian
ortho-ncd
ortho-ncdlb
ortho-ncds
ortho-ndetei
ortho-ndez
ortho-neale
ortho-neatly
ortho-necessitate
ortho-necessitates
ortho-necessitating
ortho-necessities
ortho-necrophilia
ortho-neediness

para-gallo
para-galvarino
para-gamblers
para-gambles
para-ganglia
para-gangster
para-ganguli
para-ganja
para-gannon
para-ganser
para-gariti
para-garza
para-gaskins
para-gasping
para-gastroesophageal
para-gastroparesis
para-gastrostomy
para-gaudioso
para-gautam
para-gauthier
para-gaxiola
para-gayle
para-geagea
para-gearhart
para-geda
para-geffen
para-gehrman
para-gelb
para-gelfond
para-gels
para-genderrelated
para-genders
para-generahzed
para-generaiized
para-generalist
para-generalizable
para-generational
para-geneticist
para-genevieve
para-genitalia
para-genitally
para-genitals
para-genito
para-genlto
para-genotype
para-genotypes
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meta-blushing
meta-bluvshtein
meta-boastful
meta-boasting
meta-bobb
meta-bobbing
meta-bobbitt
meta-bochtler
meta-bodner
meta-bodv
meta-bodyfocused
meta-boehnlein
meta-boeve
meta-bogue
meta-bollinger
meta-boman
meta-bongs
meta-bonica
meta-borderiine
meta-borderline
meta-borges
meta-borrov
meta-bothersome
meta-botulinum
meta-boudreau
meta-boulter
meta-bourgeois
meta-bourne
meta-bouts
meta-bowden
meta-bowley
meta-boxshaped
meta-boyajian
meta-boyarsky
meta-boyhood
meta-bqdy
meta-bradycardia
meta-bradykinesia
meta-bradytachycardia
meta-braff
meta-braininjured
meta-brainwashing
meta-brandler
meta-brandt
meta-brandyn
meta-branton

meta-squalor
meta-squandering
meta-squeezing
meta-squirms
meta-sriram
meta-srog
meta-ssific
meta-ssion
meta-staab
meta-stabbing
meta-stabihty
meta-stabilize
meta-stabilizer
meta-stabilizers
meta-stabilizing
meta-stadler
meta-staffs
meta-stagnation
meta-stalking
meta-stambaugh
meta-stamboni
meta-stanek
meta-stanislav
meta-startle
meta-starvation
meta-stedge
meta-steen
meta-steeply
meta-steffanie
meta-steinman
meta-stenosis
meta-stephane
meta-stepwise
meta-stereotype
meta-stereotyped
meta-stereotypes
meta-stereotypical
meta-stereotypically
meta-stereotyping
meta-stereotypy
meta-sterotyped
meta-stic
meta-stigma
meta-stigmatization
meta-stigmatize
meta-stigmatizing

ortho-negahve
ortho-negates
ortho-negativeaffectivity
ortho-negativism
ortho-negativity
ortho-neglectful
ortho-neiman
ortho-neivosa
ortho-nen
ortho-neophobia
ortho-neoplasia
ortho-neoplasm
ortho-neoplastic
ortho-nervios
ortho-nervosa
ortho-nervousness
ortho-nesr
ortho-neurasthenia
ortho-neuritic
ortho-neuro
ortho-neuroanatomical
ortho-neurobehavioral
ortho-neurobiology
ortho-neurochemical
ortho-neurocircuitry
ortho-neurocognitive
ortho-neurodegeneration
ortho-neurodegenerative
ortho-neurodevelopmental
ortho-neuroendocrine
ortho-neurofibrillary
ortho-neurogenetic
ortho-neurogenic
ortho-neuroimaging
ortho-neuroleptic
ortho-neuroleptics
ortho-neuromotor
ortho-neuromuscular
ortho-neuron
ortho-neuronal
ortho-neuropathological
ortho-neuropathology
ortho-neuropathy
ortho-neurophysiological
ortho-neuroplasticity
ortho-neuropsychiatric

para-gepirone
para-geppert
para-geriatric
para-germaine
para-germs
para-gerow
para-gerring
para-gerson
para-gestation
para-gestational
para-gestural
para-gestures
para-gesturing
para-gettingoutof
para-geyer
para-gfeller
para-ggt
para-gherman
para-ghosh
para-gibbons
para-gillespie
para-gillian
para-gio
para-girly
para-gizzi
para-glasser
para-glib
para-glibness
para-glisky
para-globus
para-glorisa
para-glucocorticoid
para-glues
para-glutamyltransferase
para-glutethimide
para-glycoprotein
para-gnrh
para-goaldirected
para-goalfocused
para-godbole
para-godehard
para-goldbloom
para-goldfischer
para-golding
para-gonadal
para-gonadotropin
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meta-breathingrelated
meta-breaths
meta-bridged
meta-brien
meta-brighten
meta-brightening
meta-brightens
meta-brigid
meta-brigitta
meta-brijan
meta-brilliance
meta-brink
meta-broadley
meta-brocco
meta-bronchitis
meta-bronchodilators
meta-brooding
meta-brotto
meta-bruises
meta-bruising
meta-bruxism
meta-bso
meta-bucholz
meta-budney
meta-buiimia
meta-bulimia
meta-bullied
meta-bullies
meta-bum
meta-buming
meta-bums
meta-bunt
meta-buono
meta-bupreno
meta-buprenorphine
meta-bupropion
meta-burglars
meta-burglary
meta-burnout
meta-burnside
meta-burstein
meta-buspirone
meta-bustillo
meta-butane
meta-butterfield
meta-buttocks

meta-stilted
meta-stimillation
meta-stimulant
meta-stimulantinduced
meta-stimulantrelated
meta-stimulants
meta-stingy
meta-stipec
meta-stipulated
meta-stipulating
meta-stipulation
meta-stomachache
meta-stomachaches
meta-stoop
meta-storch
meta-storyhke
meta-stotland
meta-straebler
meta-straneri
meta-strangulating
meta-strassnig
meta-strategically
meta-stratigos
meta-stratum
meta-streamlined
meta-stremel
meta-strep
meta-streptococcal
meta-stressfui
meta-stressful
meta-stressor
meta-stressorrelated
meta-stressors
meta-stressrelated
meta-strgssor
meta-striatal
meta-striatum
meta-striegel
meta-strikingly
meta-strives
meta-stroboscopic
meta-stroup
meta-strouts
meta-structive
meta-structurally
meta-structuring

ortho-neuropsychological
ortho-neuropsychologists
ortho-neuropsychology
ortho-neuroscientists
ortho-neurosyphilis
ortho-neurotic
ortho-neuroticism
ortho-neurotoxic
ortho-neurotoxin
ortho-neurotransmitter
ortho-neurotransmitters
ortho-neurotrophic
ortho-neutralizing
ortho-neutropenia
ortho-nevado
ortho-nevra
ortho-newcomer
ortho-neylan
ortho-nfiedlcation
ortho-nfiotives
ortho-nggi
ortho-niacin
ortho-nicasio
ortho-nickola
ortho-nicola
ortho-niculescu
ortho-nida
ortho-nidrome
ortho-nigg
ortho-nightmares
ortho-nighttime
ortho-niglitmare
ortho-nihilism
ortho-nihilistic
ortho-nikulina
ortho-niness
ortho-ninfa
ortho-nininger
ortho-niranjan
ortho-nitrite
ortho-nitrites
ortho-nitrous
ortho-nitschke
ortho-nmda
ortho-nnetabolism
ortho-nnin

para-gonads
para-goodline
para-gorelick
para-gorkin
para-gottumakkla
para-goulding
para-gow
para-graeber
para-graf
para-graff
para-grammatical
para-granader
para-grandiose
para-grandiosity
para-grandparent
para-granulin
para-gratification
para-grau
para-gravis
para-greenhill
para-greenhut
para-greenspan
para-greenstone
para-gregarious
para-gregariousness
para-greiner
para-gretchen
para-grieving
para-griffiths
para-grillo
para-grimace
para-grimaces
para-grimacing
para-grisez
para-grn
para-groat
para-groen
para-grogginess
para-groin
para-groping
para-grosscup
para-grossi
para-grossly
para-groupings
para-grout
para-grudges
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meta-buttoning
meta-butyl
meta-buysse
meta-bvo
meta-byung
meta-caban
meta-cadasil
meta-caffeinated
meta-caffeinerelated
meta-cag
meta-cagigas
meta-calibrated
meta-callicott
meta-callous
meta-callousness
meta-calluses
meta-calmed
meta-caloric
meta-camacho
meta-cambodians
meta-cambra
meta-camilleri
meta-camis
meta-camouflage
meta-camouflaging
meta-campanella
meta-campo
meta-canhabis
meta-canino
meta-cannabinoid
meta-cannabinoids
meta-cannabisinduced
meta-cannavo
meta-cannot
meta-cannotdo
meta-canso
meta-capitalized
meta-caporale
meta-capps
meta-captivity
meta-caraballo
meta-carbamates
meta-carcinogenic
meta-cardiomyopathy
meta-cardiopulmonary
meta-cardiorespiratory

meta-stubbornly
meta-stubbornness
meta-stumbling
meta-stump
meta-stupidity
meta-stutes
meta-stylistic
meta-subacute
meta-subarachnoid
meta-subclassified
meta-subclinical
meta-subcortical
meta-subcultural
meta-subculture
meta-subcultures
meta-subcutaneous
meta-subdivided
meta-subdural
meta-subgrouping
meta-subgroupings
meta-subgroups
meta-subjectively
meta-submentalis
meta-submissive
meta-suboptimal
meta-subsample
meta-subscales
meta-subserving
meta-subsets
meta-subsides
meta-subsiding
meta-subskill
meta-subskills
meta-substanceinduced
meta-substancerelated
meta-substancespecific
meta-substarice
meta-substitutions
meta-substsncg
meta-subsumed
meta-subsyndromal
meta-subterfuge
meta-subtest
meta-subtests
meta-subtler
meta-subtleties

ortho-nock
ortho-noconsensus
ortho-noctumal
ortho-nocturia
ortho-nocturnal
ortho-nocturnus
ortho-nodding
ortho-nods
ortho-nof
ortho-noises
ortho-nomenclature
ortho-nomris
ortho-nonaccidental
ortho-nonadherence
ortho-nonaggressive
ortho-nonambiguous
ortho-nonambulatory
ortho-nonamnestic
ortho-nonanmestic
ortho-nonattendance
ortho-nonaxial
ortho-nonbarbiturate
ortho-nonbizarre
ortho-noncastrated
ortho-nonclinical
ortho-noncoma
ortho-noncompliance
ortho-nonconfirming
ortho-nonconfonnity
ortho-nonconforming
ortho-nonconformity
ortho-noncontact
ortho-nondaily
ortho-nondamaging
ortho-nondelusional
ortho-nondependent
ortho-nondestructive
ortho-nondeveloped
ortho-nondisclosing
ortho-nondisordered
ortho-nonelinieal
ortho-nonepisodic
ortho-nonergot
ortho-nonfamilial
ortho-nonfatal
ortho-nonfemale

para-grunt
para-grunting
para-gsi
para-gsting
para-guanethidine
para-guarded
para-guedet
para-guenzel
para-guerrero
para-guesses
para-guido
para-guilherme
para-guillain
para-guillemet
para-guillermo
para-gullibility
para-gunderson
para-gunshot
para-gunshots
para-gur
para-gustatory
para-gutman
para-guzder
para-gwenn
para-gynecological
para-gynephilic
para-habitual
para-habitually
para-hachinski
para-hackett
para-hackman
para-hage
para-hagman
para-haigh
para-haircuts
para-hairdresser
para-hairpulling
para-hairs
para-hairston
para-hairstyle
para-hairstyles
para-haji
para-hales
para-haley
para-haliucinogen
para-hallmarks
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meta-carditis
meta-caregiverchild
meta-caregiving
meta-careless
meta-caressing
meta-caretaker
meta-caretakers
meta-caribbeans
meta-caricature
meta-caries
meta-carlino
meta-carmabis
meta-carmichael
meta-carmody
meta-carney
meta-caroff
meta-caron
meta-carpal
meta-carrion
meta-carrizales
meta-caseby
meta-cason
meta-cassandra
meta-cassie
meta-caste
meta-castellanos
meta-castration
meta-casye
meta-catalepsy
meta-cataloging
meta-cataloguing
meta-cataplexy
meta-catastrophes
meta-catatonia
meta-catatonic
meta-catechol
meta-catecholamines
meta-categorical
meta-categorically
meta-categorization
meta-catered
meta-cathi
meta-cathinones
meta-caucasians
meta-caudate
meta-causality

meta-subtopic
meta-subtracting
meta-subtype
meta-subtyped
meta-subtypes
meta-succinct
meta-succinctly
meta-sudah
meta-sufferings
meta-suffice
meta-sufficientiy
meta-suffocation
meta-suggeshng
meta-suggestibility
meta-suggestible
meta-suggestive
meta-suicidal
meta-suicides
meta-suk
meta-sulci
meta-sultzer
meta-suman
meta-summing
meta-sunderstand
meta-sunzeri
meta-superimposed
meta-superiority
meta-supersede
meta-supersedes
meta-superstitions
meta-superstitious
meta-superstitiousness
meta-supine
meta-suppes
meta-supplicant
meta-suppressant
meta-suppressants
meta-suppresses
meta-suppressibility
meta-suppressors
meta-supranuclear
meta-supraventricular
meta-sureyya
meta-surges
meta-suris
meta-surreptitious

ortho-nonfluent
ortho-nonfood
ortho-nonfrail
ortho-nonfunctional
ortho-nongambling
ortho-nongenetic
ortho-nongenital
ortho-nongoal
ortho-nonhallucinatory
ortho-nonhallucinogen
ortho-nonhierarchical
ortho-noninjurious
ortho-nonlewy
ortho-nonliteral
ortho-nonliving
ortho-nonmale
ortho-nonmalignant
ortho-nonmaltreatment
ortho-nonmedical
ortho-nonmedically
ortho-nonmelancholic
ortho-nonmonosymptomatic
ortho-nonmood
ortho-nonmotor
ortho-nonnutritive
ortho-nonparental
ortho-nonpartner
ortho-nonpathological
ortho-nonperformance
ortho-nonphysical
ortho-nonprescribed
ortho-nonproblematic
ortho-nonproblematically
ortho-nonproductive
ortho-nonprogressive
ortho-nonpsychiatric
ortho-nonpsychotic
ortho-nonpurposive
ortho-nonreactivity
ortho-nonrelative
ortho-nonresident
ortho-nonresponse
ortho-nonrhythmic
ortho-nonscarring
ortho-nonseasonal
ortho-nonsexual

para-hallucinating
para-hallucination
para-hallucinations
para-hallucinatory
para-hallucinogen
para-hallucinogenic
para-hallucinogeninduced
para-hallucinogenrelated
para-hallucinogens
para-haloperidol
para-halos
para-hamper
para-hampered
para-hanau
para-handicaps
para-handwringing
para-handwrite
para-hansler
para-haphazard
para-happ
para-hara
para-harassed
para-harbors
para-hardan
para-harish
para-hariton
para-harmandayan
para-harming
para-harmonize
para-harmonized
para-harmonizing
para-harms
para-harrell
para-hartman
para-hartsock
para-harwood
para-hashish
para-hassad
para-hasty
para-hatcher
para-hatsukami
para-hauger
para-haunt
para-hauser
para-haverly
para-havioral
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meta-causally
meta-causative
meta-cautionary
meta-cautioned
meta-cavazos
meta-caveat
meta-caveats
meta-cavendish
meta-cavernosography
meta-ccmd
meta-ccs
meta-ceasing
meta-cecile
meta-cedilla
meta-ceglie
meta-celeste
meta-cellulitis
meta-centeredness
meta-centrifugal
meta-cerebellar
meta-cerebellum
meta-cerebrospinal
meta-cerebrovascular
meta-ceremonial
meta-cerhan
meta-certa
meta-cesar
meta-cfcu
meta-cfi
meta-chadwick
meta-chalmers
meta-chandraiah
meta-characteristically
meta-characterizes
meta-characterizing
meta-charcot
meta-charee
meta-chatlos
meta-cheated
meta-cheered
meta-chemerinski
meta-chemoresponsiveness
meta-chemosensitivity
meta-chemotherapeutic
meta-cheniaux
meta-chessick

meta-surreptitiously
meta-surrogate
meta-survives
meta-susanna
meta-sushrut
meta-susi
meta-suspensions
meta-suspicions
meta-suspiciousness
meta-sustains
meta-susto
meta-suzanna
meta-suzette
meta-swallowed
meta-swanson
meta-sweating
meta-swedo
meta-sweene
meta-swerdlow
meta-swineford
meta-sybil
meta-sydenham
meta-syllables
meta-symbolically
meta-symbolize
meta-symmetrically
meta-sympathectomy
meta-sympathomimetic
meta-sympathomimetics
meta-symptomatic
meta-symptomatically
meta-symptomatology
meta-synchronies
meta-syncope
meta-syndromal
meta-syndromes
meta-syndromic
meta-syndronne
meta-synthesized
meta-syntonic
meta-synuclein
meta-synucleinopathies
meta-synucleinopathy
meta-syphilis
meta-systematized
meta-systolic

ortho-nonsignificant
ortho-nonsocial
ortho-nonsomatic
ortho-nonspoken
ortho-nonspousal
ortho-nonspouse
ortho-nonstereotyped
ortho-nonsteroidal
ortho-nonsubstance
ortho-nonsuicidal
ortho-nonthreatening
ortho-nontolerant
ortho-nontransient
ortho-nontraumatic
ortho-nontrivial
ortho-nontwin
ortho-nonuse
ortho-nonusers
ortho-nonvegetative
ortho-nonveridical
ortho-nonviolent
ortho-nonvisual
ortho-norah
ortho-noreen
ortho-norepinephrine
ortho-normative
ortho-normatively
ortho-normed
ortho-normocapneic
ortho-normophihc
ortho-normophilic
ortho-northrop
ortho-nosological
ortho-nosology
ortho-notations
ortho-nourishment
ortho-nowak
ortho-nown
ortho-nptoms
ortho-nrem
ortho-ntiptoms
ortho-nuchae
ortho-nulliparous
ortho-numbing
ortho-numeracy
ortho-nunes

para-hawton
para-hazelike
para-hco
para-healed
para-healthrelated
para-heartburn
para-heartedness
para-heckers
para-hecox
para-heddle
para-hedonic
para-heideman
para-heighten
para-heightened
para-heimberg
para-heinen
para-heino
para-heir
para-heitkamp
para-heizer
para-helene
para-heller
para-hellings
para-helmick
para-helplessness
para-helpseeking
para-hematemesis
para-hematocrit
para-hematology
para-hematoma
para-hemiparesis
para-hemodialysis
para-hemoglobin
para-hemorrhage
para-hemorrhages
para-hemorrhoids
para-hendry
para-hepatic
para-hepatomegaly
para-heralds
para-herbicides
para-herckner
para-hereditary
para-heritabilities
para-heritability
para-heritable
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meta-chewed
meta-chewing
meta-cheyne
meta-chiefly
meta-chii
meta-childfriendly
meta-childhoodonset
meta-childlike
meta-chills
meta-chipped
meta-chir
meta-chirman
meta-chisholm
meta-chmp
meta-choking
meta-choline
meta-cholinergic
meta-choosy
meta-chorea
meta-choreic
meta-choreiform
meta-chores
meta-choticism
meta-chottera
meta-christa
meta-christenson
meta-christiansen
meta-christianson
meta-christophe
meta-chromatin
meta-chromosomal
meta-chromosomes
meta-chronically
meta-chronicity
meta-chrzanowski
meta-chsnggs
meta-chui
meta-chyristianne
meta-cibih
meta-cic
meta-cicatricial
meta-ciccone
meta-cih
meta-ciiaracteristics
meta-ciinicai
meta-cille

meta-tabletops
meta-tachycardia
meta-tachypnea
meta-tackett
meta-tactile
meta-tactilely
meta-taein
meta-taghizadeh
meta-taijin
meta-takotsubo
meta-talcum
meta-talkable
meta-talkative
meta-talkativeness
meta-tamar
meta-tamara
meta-tami
meta-tamoxifen
meta-tampon
meta-tampons
meta-tandon
meta-tangentiality
meta-tangles
meta-tannock
meta-tansvestic
meta-tantrums
meta-taper
meta-tapered
meta-tapering
meta-tarbell
meta-tardbp
meta-tardif
meta-tardiness
meta-tardive
meta-tars
meta-tarves
meta-tasked
meta-tatarchuk
meta-tattooing
meta-tavares
meta-tazza
meta-tbi
meta-tctj
meta-tdo
meta-tearful
meta-tearfulness

ortho-nunez
ortho-nurturance
ortho-nurture
ortho-nurturing
ortho-nussbaum
ortho-nutritionally
ortho-nyhan
ortho-nystagm
ortho-nystagmus
ortho-oanh
ortho-oast
ortho-objectivity
ortho-obliquely
ortho-obliteration
ortho-oblivious
ortho-obscenities
ortho-obscured
ortho-obsen
ortho-observable
ortho-observances
ortho-observational
ortho-observes
ortho-obsessing
ortho-obsessional
ortho-obsessions
ortho-obsessive
ortho-obsessivecompulsive
ortho-obsessively
ortho-obsgssivg
ortho-obstetric
ortho-obstetrical
ortho-obstruct
ortho-obstructed
ortho-obstructions
ortho-obstructive
ortho-obtundation
ortho-obviates
ortho-occhiu
ortho-occipital
ortho-occupationali
ortho-occupationally
ortho-ocd
ortho-ocs
ortho-ocular
ortho-oculography
ortho-oculogyric

para-hermosillo
para-hernia
para-herrera
para-herzog
para-hesitantly
para-hesitation
para-heterogeneity
para-heterosexual
para-hettema
para-heuristic
para-hia
para-hiatal
para-hic
para-hich
para-hickey
para-hideous
para-highattention
para-highdose
para-highnormal
para-highrisk
para-hilf
para-hiller
para-hindered
para-hine
para-hinton
para-hippocampal
para-hippocampus
para-hirschsprung
para-hirsute
para-histopathological
para-histopathology
para-histrionic
para-hivinfected
para-hke
para-hla
para-hlnl
para-hoang
para-hoard
para-hoarded
para-hoarding
para-hoards
para-hochang
para-hoek
para-hofmann
para-hoge
para-holaway
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meta-cim
meta-cinapter
meta-cingulate
meta-cip
meta-cipitants
meta-circadian
meta-circling
meta-circuitries
meta-circulatory
meta-circumlocutions
meta-circumscribed
meta-circumstantial
meta-circumvent
meta-cirrhosis
meta-civi
meta-civilly
meta-ckl
meta-ckle
meta-clairvoyance
meta-clarifies
meta-clarifying
meta-classed
meta-classifiable
meta-classifying
meta-clausell
meta-cleft
meta-clevenger
meta-clh
meta-clinging
meta-cliniciai
meta-clinician
meta-clinicians
meta-clinicopathological
meta-clir
meta-clitoral
meta-cll
meta-cloacal
meta-clonic
meta-clonidine
meta-closeness
meta-closets
meta-clostridium
meta-clothed
meta-clozapine
meta-cluff
meta-clumsiness

meta-teater
meta-tebbs
meta-tegmental
meta-teic
meta-tejal
meta-telekinesis
meta-telemetry
meta-telepathy
meta-telephoning
meta-telogen
meta-temazepam
meta-temperament
meta-tempered
meta-temporally
meta-temporoparietal
meta-tendencies
meta-tenderness
meta-tenseness
meta-tensing
meta-tensor
meta-teratogen
meta-teratogens
meta-terence
meta-terminating
meta-terrell
meta-terrence
meta-terrie
meta-terrors
meta-tess
meta-testes
meta-testicular
meta-tetanus
meta-tetrahydrocannabinol
meta-tetrahydropyridine
meta-tfie
meta-tgcl
meta-thalamus
meta-thase
meta-thc
meta-theatricality
meta-thematically
meta-therese
meta-thermoregulation
meta-thes
meta-thg
meta-thiamine

ortho-oddness
ortho-oderate
ortho-odromal
ortho-oes
ortho-ofer
ortho-offend
ortho-offending
ortho-ohayon
ortho-ohr
ortho-ojo
ortho-oland
ortho-oleson
ortho-olfactory
ortho-olga
ortho-oligodendrocyte
ortho-olincy
ortho-omen
ortho-ona
ortho-onehalf
ortho-onerous
ortho-onetime
ortho-onno
ortho-ono
ortho-onsets
ortho-opalesky
ortho-operationalized
ortho-ophthalmological
ortho-opiates
ortho-opinionated
ortho-opioidinduced
ortho-opioidrelated
ortho-opioids
ortho-opportunistic
ortho-opposites
ortho-oppositional
ortho-optimally
ortho-orally
ortho-orderliness
ortho-ordinaiy
ortho-ordinarily
ortho-orexin
ortho-organophosphate
ortho-organophosphates
ortho-orgasmic
ortho-orienting
ortho-oroblems

para-holcomb
para-hollander
para-holloman
para-hollowed
para-holter
para-homebound
para-homeostatic
para-homesick
para-homicidal
para-homicides
para-homocysteine
para-homocystinuria
para-homogeneity
para-homophobia
para-honorfinancial
para-hookahs
para-hopeless
para-hopelessness
para-hormonal
para-horowitz
para-hospitalization
para-hospitalizations
para-hospitalized
para-hostilities
para-hostility
para-housework
para-hov
para-hsu
para-htigious
para-httle
para-htv
para-hucker
para-huegel
para-huestis
para-humanly
para-humanmade
para-humiliated
para-humiliating
para-humility
para-humpreys
para-hunches
para-hundt
para-huntingtin
para-hussainee
para-husseini
para-hwa
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meta-clumsy
meta-clustered
meta-cmr
meta-cnown
meta-cobwebs
meta-coccaro
meta-cockfights
meta-cocking
meta-cocky
meta-codable
meta-codeine
meta-coello
meta-coerce
meta-coerced
meta-coercing
meta-coercion
meta-coexist
meta-coexisting
meta-coexists
meta-cofactors
meta-cognitions
meta-cognitively
meta-cogrutive
meta-cohesive
meta-cohorts
meta-coincide
meta-coincided
meta-coincident
meta-coincidental
meta-coincidentally
meta-coincides
meta-coinciding
meta-coined
meta-coinpiilsive
meta-coira
meta-coitus
meta-coker
meta-colbom
meta-coldness
meta-collaborated
meta-collaborating
meta-collapsing
meta-collin
meta-colloquialism
meta-colorless
meta-cols

meta-thibault
meta-thiethylperazine
meta-thiht
meta-thilly
meta-thinly
meta-thinner
meta-thinness
meta-thirst
meta-thiruneermalai
meta-thoman
meta-thomason
meta-thome
meta-thomton
meta-thoughtless
meta-threefold
meta-throbbing
meta-thrombocytopenia
meta-thrusting
meta-thunfors
meta-thurm
meta-thyra
meta-thyrotoxicosis
meta-thyroxine
meta-tial
meta-tibialis
meta-tids
meta-tiefer
meta-tightening
meta-tihalia
meta-tiiat
meta-tille
meta-tillery
meta-timelimited
meta-timetables
meta-timid
meta-timidity
meta-tingling
meta-tinnitus
meta-tio
meta-tionnaire
meta-tippey
meta-tiptoes
meta-tirades
meta-tiredness
meta-tirelessly
meta-tirumalasetty

ortho-oropharyngeal
ortho-oropharynx
ortho-orphanage
ortho-orphanages
ortho-orry
ortho-orthodontia
ortho-orthodoxy
ortho-orthographies
ortho-orthopnea
ortho-orthostasis
ortho-orthostatic
ortho-osa
ortho-oscillations
ortho-ose
ortho-oseless
ortho-oses
ortho-osteoarthritis
ortho-osteopenia
ortho-ostracism
ortho-osvchiatric
ortho-othei
ortho-othena
ortho-othenvise
ortho-othenwise
ortho-otiier
ortho-otiiers
ortho-ounter
ortho-outbreaks
ortho-outburst
ortho-outbursts
ortho-outgrow
ortho-outlooks
ortho-outnumber
ortho-outpatients
ortho-outsider
ortho-outsiders
ortho-outwardly
ortho-ovenwhelmed
ortho-overabstract
ortho-overactivity
ortho-overarching
ortho-overaroused
ortho-overattribute
ortho-overconcem
ortho-overconcemed
ortho-overconcern

para-hydantoin
para-hydrate
para-hydrocarbon
para-hydrocarbons
para-hydrocephalus
para-hydrochloride
para-hydroxysteroid
para-hygienic
para-hyman
para-hyperactive
para-hyperactiveimpulsive
para-hyperactivity
para-hyperacusis
para-hyperamylasemia
para-hyperarousal
para-hypercalcemia
para-hypercapneic
para-hypercapnia
para-hypercapnic
para-hypercarbia
para-hypercarotenemia
para-hypercholesterolemia
para-hyperextensible
para-hyperintensities
para-hypermetabolic
para-hypermobility
para-hyperorality
para-hyperparathyroidism
para-hyperperfectionism
para-hyperphagia
para-hyperplasia
para-hyperprolactinemia
para-hyperpyrexia
para-hyperreactivity
para-hyperresponsibility
para-hyperresponsivity
para-hypersensitivity
para-hypersexuality
para-hypersomjiolence
para-hypersomnias
para-hypersomnoience
para-hypersomnolence
para-hypersoninolence
para-hypersonnnia
para-hypertelorism
para-hyperthermia
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meta-comatose
meta-combatant
meta-combative
meta-combing
meta-comeal
meta-comforting
meta-commandeer
meta-commensurate
meta-commimicating
meta-commimication
meta-commimltv
meta-commonalities
meta-communicates
meta-communicative
meta-comorbid
meta-comorbidities
meta-comorbidity
meta-comorbidly
meta-comorbldlty
meta-comotbid
meta-comparatively
meta-compel
meta-compendium
meta-compensatory
meta-competences
meta-compiex
meta-complexion
meta-complicate
meta-complicates
meta-complicating
meta-compounding
meta-comprehending
meta-comprehensibility
meta-comprehensible
meta-comprehensiveness
meta-compressing
meta-compromises
meta-compul
meta-compulsion
meta-compulsions
meta-compulsive
meta-compulsively
meta-compulsivg
meta-conceal
meta-conceive
meta-conceptions

meta-titers
meta-titration
meta-tiv
meta-tjoa
meta-tliat
meta-tlie
meta-tliere
meta-tliey
meta-tliis
meta-tlu
meta-tlustos
meta-tobaccoinduced
meta-tobaccorelated
meta-tobe
meta-toddlerhood
meta-tohen
meta-toileting
meta-tojuana
meta-tolin
meta-toluene
meta-tomboyism
meta-tomography
meta-tonal
meta-tong
meta-tongues
meta-tonic
meta-tonicity
meta-tonsillar
meta-tonsils
meta-tonsure
meta-tonya
meta-topography
meta-tore
meta-tormented
meta-torrance
meta-torrey
meta-torrisi
meta-torticollis
meta-tose
meta-totaled
meta-touchstone
meta-touchy
meta-tourette
meta-towery
meta-toxicants
meta-toxicities

ortho-overconfidence
ortho-overconnection
ortho-overconscientious
ortho-overcrowding
ortho-overdiagnosed
ortho-overdiagnosis
ortho-overdoses
ortho-overdosing
ortho-overeating
ortho-overelaborate
ortho-overemphasized
ortho-overemphasizes
ortho-overestimate
ortho-overestimation
ortho-overfamiliarity
ortho-overgeneralize
ortho-overinvolvement
ortho-overlaps
ortho-overlie
ortho-overlooks
ortho-overpreparing
ortho-overprotection
ortho-overprotective
ortho-overprotectiveness
ortho-overreport
ortho-overrepresented
ortho-overs
ortho-overseeing
ortho-oversleeping
ortho-overstimulating
ortho-overstraining
ortho-overt
ortho-overtly
ortho-overtness
ortho-overtreatment
ortho-overuse
ortho-overvaluation
ortho-overvaluatipn
ortho-overvalued
ortho-overwhelmingly
ortho-overwhelms
ortho-overwork
ortho-oxazepam
ortho-oxycodone
ortho-oyev
ortho-ozonoff

para-hypertrophy
para-hyperventilation
para-hypervigilance
para-hypervigilant
para-hypnagogic
para-hypnohc
para-hypnopompic
para-hypnotic
para-hypnotics
para-hypnotizability
para-hypo
para-hypoactive
para-hypoadrenocorticism
para-hypoalbuminemia
para-hypocapneic
para-hypocapnia
para-hypochloremia
para-hypochondriasis
para-hypocretin
para-hypoemotionality
para-hypogastric
para-hypoglycemia
para-hypogonadal
para-hypogonadism
para-hypokalemia
para-hypomagnesemia
para-hypomania
para-hypomanias
para-hypomanic
para-hypomanie
para-hypomar
para-hypometabolism
para-hyponatremia
para-hypoperfusion
para-hypophosphatemia
para-hypophosphorylation
para-hypopnea
para-hypopneic
para-hyporeactivity
para-hypotension
para-hypothermia
para-hypothyroidism
para-hypotonia
para-hypoventilation
para-hypoxemia
para-hypoxemic
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meta-conceptualization
meta-conceptualizations
meta-conceptualized
meta-conceptualizing
meta-conceptually
meta-concomitants
meta-concordant
meta-concurrently
meta-concussions
meta-condescending
meta-condescension
meta-conditiens
meta-condon
meta-conductance
meta-conduction
meta-confabulate
meta-confer
meta-confers
meta-confidants
meta-confide
meta-configurai
meta-confining
meta-conflicted
meta-confluent
meta-confronts
meta-confuse
meta-confusional
meta-congest
meta-congestive
meta-congregate
meta-congruent
meta-conhised
meta-conible
meta-conjunctival
meta-conmion
meta-conmionly
meta-conning
meta-connotation
meta-connote
meta-conrmion
meta-conrmiunication
meta-conscientious
meta-conscientiousness
meta-consented
meta-consenting
meta-consequent

meta-toxin
meta-toxocariasis
meta-toxoplasmosis
meta-trachman
meta-tracts
meta-trajectories
meta-trancelike
meta-tranquilizers
meta-transactive
meta-transcultural
meta-transfusions
meta-transiently
meta-transitioned
meta-transitory
meta-transmissible
meta-transporation
meta-transsexualism
meta-transurethral
meta-transvestic
meta-transvestism
meta-traum
meta-traumas
meta-traumatizing
meta-treacher
meta-treatable
meta-trembling
meta-tremens
meta-tremor
meta-tremors
meta-tremulousness
meta-triad
meta-triais
meta-triazolam
meta-tric
meta-tricamo
meta-trichobezoars
meta-trichophagia
meta-trichoscopy
meta-trichotillomania
meta-triciiotiiiomania
meta-tricking
meta-tricyclic
meta-triggering
meta-triglycerides
meta-triiodothyronine
meta-trilng

ortho-pacha
ortho-pachikara
ortho-pacification
ortho-pacing
ortho-paddling
ortho-pae
ortho-pai
ortho-painfully
ortho-painstaking
ortho-palate
ortho-paleness
ortho-paley
ortho-palilalia
ortho-palliation
ortho-pallor
ortho-palpation
ortho-palsies
ortho-palsy
ortho-pancreatitis
ortho-pandas
ortho-pangs
ortho-panicking
ortho-panicky
ortho-paniclike
ortho-papadakis
ortho-papenwork
ortho-papetti
ortho-paracetamol
ortho-paradoxical
ortho-paradoxically
ortho-parahippocampal
ortho-paralikar
ortho-paralyses
ortho-paralysis
ortho-paraneoplastic
ortho-paranoia
ortho-paraphernalia
ortho-paraphilia
ortho-paraphilic
ortho-paraphilically
ortho-parapkilic
ortho-parasitosis
ortho-parasomnia
ortho-parasomnias
ortho-parenchymal
ortho-parenteral

para-hypoxia
para-hypoxic
para-hypozincemia
para-hysterectomy
para-hysterical
para-hysterically
para-hystericus
para-iagnostic
para-ialant
para-iatrogenic
para-ibarra
para-ibrahim
para-ical
para-icd
para-icf
para-icit
para-icnown
para-icsd
para-ictally
para-ideahon
para-idealization
para-idealize
para-idealized
para-idealizing
para-ideation
para-ideational
para-ideologies
para-idiom
para-idiomatic
para-idioms
para-idiopathic
para-idiosyncratic
para-idos
para-ierate
para-iers
para-iess
para-ignores
para-ihat
para-ihe
para-iibitors
para-iiii
para-iimer
para-iindividuali
para-iiwestigator
para-ikram
para-ild
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meta-considerakjle
meta-consonants
meta-conspired
meta-constellation
meta-constellations
meta-constipation
meta-constituting
meta-constrain
meta-constricted
meta-constriction
meta-constructional
meta-constructionist
meta-constructions
meta-consumes
meta-contaly
meta-contaminating
meta-contemporaneously
meta-contemptuous
meta-continence
meta-contours
meta-contraceptives
meta-contracture
meta-contradict
meta-contradictory
meta-contradistinction
meta-contralateral
meta-contrasts
meta-contributory
meta-controiied
meta-contusion
meta-conunent
meta-conununities
meta-convene
meta-conventionally
meta-convergent
meta-converging
meta-conversing
meta-conveyed
meta-conveys
meta-convulsions
meta-conwell
meta-cooccur
meta-cooccurrence
meta-cooccurring
meta-cooccurs
meta-cooperstein

meta-trimester
meta-trimethobenzamide
meta-trincleotide
meta-trinucleotide
meta-triphasic
meta-tripling
meta-triptans
meta-trisha
meta-trisomy
meta-trivedi
meta-triviality
meta-tro
meta-trobaugh
meta-troemel
meta-troublesome
meta-troubling
meta-truancy
meta-trusting
meta-trustworthiness
meta-trzepacz
meta-tsai
meta-tsuang
meta-ttie
meta-tuberculin
meta-tuberous
meta-tuch
meta-tulshi
meta-tumescence
meta-tumoral
meta-ture
meta-turgidity
meta-turmoil
meta-tweedie
meta-tweezers
meta-twitching
meta-twofold
meta-txco
meta-typography
meta-uated
meta-uei
meta-ugliness
meta-uj
meta-ulanday
meta-ulcers
meta-ulrich
meta-ultradian

ortho-parenthetical
ortho-parenthetically
ortho-paresthesias
ortho-pargyline
ortho-parikh
ortho-parkinsonism
ortho-parkir
ortho-parltinson
ortho-parotid
ortho-paroxetine
ortho-paroxysm
ortho-paroxysmal
ortho-parrotlike
ortho-partialism
ortho-particularity
ortho-parting
ortho-partnered
ortho-paruresis
ortho-passively
ortho-passivity
ortho-pastimes
ortho-patchy
ortho-pate
ortho-patel
ortho-patency
ortho-pathogenesis
ortho-pathogenetic
ortho-pathogenic
ortho-pathognomonic
ortho-pathoiogicai
ortho-pathologically
ortho-pathologies
ortho-pathologize
ortho-pathologized
ortho-pathologizing
ortho-pathophysiological
ortho-patil
ortho-patrice
ortho-patronizing
ortho-pattem
ortho-patterned
ortho-patterning
ortho-paulette
ortho-paulsen
ortho-paulson
ortho-pauses

para-ileana
para-ilechukwu
para-ilhiess
para-ili
para-illintent
para-illiteracy
para-ills
para-illustrative
para-imable
para-imanic
para-imbalance
para-imbalanced
para-imbalances
para-imdemutrition
para-imder
para-imderstanding
para-imild
para-imipramine
para-immaterial
para-immature
para-immaturities
para-immaturity
para-immobility
para-immobilization
para-immunocompromise
para-immunodeficiency
para-immunological
para-immunoreactivity
para-immunosuppressant
para-imoderate
para-imoortant
para-impaction
para-impainnent
para-impair
para-impairing
para-impairments
para-impairs
para-impatience
para-impatient
para-impede
para-impeded
para-impedes
para-imperceptibly
para-imperfections
para-impersistence
para-implausible
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meta-copd
meta-coprolalia
meta-coprophilia
meta-copropraxia
meta-copulation
meta-coquettish
meta-corbelle
meta-corbett
meta-cordaro
meta-cormecting
meta-cormnon
meta-cornelia
meta-corpses
meta-corpuscular
meta-corrects
meta-correlate
meta-correlates
meta-corroborating
meta-corroborative
meta-cortical
meta-cortices
meta-corticobasal
meta-corticosteroids
meta-cortisol
meta-coryell
meta-coughing
meta-counterattack
meta-counterexample
meta-countis
meta-courtship
meta-covariance
meta-covariates
meta-covariation
meta-covertness
meta-covet
meta-cowardly
meta-cphc
meta-crackles
meta-craddock
meta-cramps
meta-cranial
meta-craniofacial
meta-cranium
meta-cranky
meta-craske
meta-crauciuc

meta-ultrasonography
meta-unabated
meta-unaccompanied
meta-unanticipated
meta-unappreciated
meta-unassociated
meta-unattainability
meta-unawareness
meta-unbidden
meta-uncaring
meta-uncluttered
meta-uncomfortably
meta-uncommonly
meta-uncomplicated
meta-unconcerned
meta-uncongenial
meta-unconsciousness
meta-unconsenting
meta-uncontrollably
meta-uncontrolled
meta-unconventional
meta-uncorrected
meta-uncritical
meta-unde
meta-underachievement
meta-underdeveloped
meta-underdiagnose
meta-underdiagnosis
meta-underestimate
meta-underestimated
meta-underestimates
meta-underestimation
meta-undergarments
meta-undergone
meta-underlie
meta-underlies
meta-undermining
meta-undernourished
meta-underpins
meta-underreport
meta-underreporting
meta-underrepresented
meta-underscoring
meta-underspecified
meta-underweight
meta-undesirability

ortho-pavor
ortho-pbk
ortho-pco
ortho-pcp
ortho-peaking
ortho-pearlstein
ortho-pedophile
ortho-pedophilia
ortho-pedophilic
ortho-peele
ortho-peering
ortho-peioonality
ortho-pejorative
ortho-pelvic
ortho-penal
ortho-penectomy
ortho-penetrant
ortho-penetrating
ortho-penile
ortho-pennington
ortho-peralta
ortho-perceives
ortho-perceiving
ortho-percentiles
ortho-perceptible
ortho-perelman
ortho-pereonality
ortho-perfectionist
ortho-perforated
ortho-perforation
ortho-perfusion
ortho-peri
ortho-periand
ortho-perimenopause
ortho-perinasal
ortho-perinatal
ortho-perioral
ortho-peripartum
ortho-peristent
ortho-perisylvian
ortho-peritraumatic
ortho-perlman
ortho-perminder
ortho-pernicious
ortho-perpetrator
ortho-perpetrators

para-implicated
para-imposition
para-impostor
para-impoverished
para-impoverishment
para-impractic
para-impractical
para-impressing
para-impressionability
para-impressionistic
para-impressively
para-improvise
para-imptuse
para-impuise
para-impuisivity
para-impulsecontrol
para-impulses
para-impulsively
para-impulsiveness
para-impulsivity
para-imreality
para-inaccessibility
para-inaccuracy
para-inactivity
para-inadequacy
para-inadequately
para-inadvertent
para-inancial
para-inanimate
para-inappropriately
para-inasmuch
para-inattention
para-inattentive
para-inauthentic
para-inborn
para-incapable
para-incapacitated
para-incapacitation
para-incapacity
para-incarcerated
para-incarceration
para-incessant
para-incipient
para-incite
para-inciuding
para-incoherence
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meta-crave
meta-craving
meta-cravings
meta-crawling
meta-creeping
meta-creighton
meta-crescendodecrescendo
meta-creutzfeldt
meta-crite
meta-crossculturally
meta-crossdressed
meta-crossdressing
meta-crossfield
meta-crowley
meta-cru
meta-cruelly
meta-cryptococcal
meta-cryptococcosis
meta-csf
meta-cued
meta-cuesta
meta-cuing
meta-cuitural
meta-culhire
meta-cullen
meta-culltai
meta-culmination
meta-culp
meta-cults
meta-cultursl
meta-culty
meta-cures
meta-cursing
meta-curt
meta-cushing
meta-cutbirth
meta-cuthbert
meta-cutoff
meta-cutpoint
meta-cuyar
meta-cva
meta-cyanosis
meta-cyclical
meta-cyclohexamine
meta-cyclosporine
meta-cyclothymia

meta-undesirable
meta-undesired
meta-undetectable
meta-undetected
meta-undetermined
meta-undgrst
meta-undiagnosed
meta-undifferentiated
meta-undue
meta-unduly
meta-uneasiness
meta-unemotional
meta-unending
meta-unequivocal
meta-uneven
meta-unexpectedly
meta-unexpectedness
meta-unexplained
meta-unfairly
meta-unfaithful
meta-unfamiliarity
meta-unfilled
meta-unflattering
meta-unfocused
meta-unforgiving
meta-unformed
meta-unfulfilled
meta-ungrammatical
meta-ungrounded
meta-unhappiness
meta-unhelpful
meta-unidimensional
meta-unidirectional
meta-unilateral
meta-unimportant
meta-uninformative
meta-uninformed
meta-uninte
meta-unintelligent
meta-unintended
meta-unintentional
meta-uninterrupted
meta-uninvited
meta-unipolar
meta-unitary
meta-unjustified

ortho-perpetuate
ortho-perpetuating
ortho-perpetuation
ortho-perplexing
ortho-perplexity
ortho-persecuted
ortho-persecutory
ortho-perseverant
ortho-perseverate
ortho-perseveration
ortho-perseverative
ortho-persisjence
ortho-persisted
ortho-persistently
ortho-persisting
ortho-persists
ortho-personahty
ortho-personaiity
ortho-personaliiy
ortho-personified
ortho-perspiration
ortho-pertain
ortho-pertains
ortho-perturbation
ortho-perturbations
ortho-perturbed
ortho-pervasiveness
ortho-pessimistic
ortho-pessin
ortho-petechial
ortho-peteet
ortho-peterman
ortho-petrakis
ortho-petry
ortho-peyote
ortho-pfeffer
ortho-pfeiffer
ortho-pflugardt
ortho-pggdiriq
ortho-phalloplasty
ortho-pharmacodynamic
ortho-pharmacodynamics
ortho-pharmacokinetic
ortho-pharmacological
ortho-pharmacologically
ortho-pharmacotherapy

para-incompatibility
para-incompetence
para-incompleteness
para-incomprehensible
para-inconclusive
para-incongruence
para-incongruent
para-inconsequential
para-inconsistency
para-inconsistently
para-inconspicuously
para-incontrovertible
para-inconveniences
para-incoordination
para-inculcate
para-incurring
para-indecent
para-indecision
para-indecisiveness
para-indefinitely
para-independentiy
para-indiff
para-indifference
para-indifferent
para-indignation
para-indiscretions
para-indiscriminate
para-indiscriminately
para-indistinguishable
para-individu
para-individuai
para-individualize
para-individualized
para-indoctrination
para-indoleamines
para-induces
para-inducgcl
para-indulge
para-industrialized
para-inedibles
para-ineffectual
para-ineligibility
para-inept
para-ineptitude
para-inequities
para-inertia
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meta-cyclothymic
meta-cyclotiiymic
meta-cynical
meta-cyr
meta-cystitis
meta-cytology
meta-cytotoxic
meta-dabrick
meta-dagga
meta-dahl
meta-daime
meta-dalder
meta-damiaan
meta-dampening
meta-danenberg
meta-danielak
meta-daphne
meta-darci
meta-darken
meta-darlene
meta-darnall
meta-darrel
meta-darryl
meta-darting
meta-daskalakis
meta-dass
meta-dassori
meta-datta
meta-davs
meta-daywork
meta-daze
meta-dazed
meta-dbms
meta-dcm
meta-deadness
meta-deafness
meta-dealmeida
meta-debakey
meta-debatable
meta-debause
meta-debilitating
meta-debility
meta-decalvans
meta-decaying
meta-deceit
meta-deceitful

meta-unkempt
meta-unknovm
meta-unknowingly
meta-unl
meta-unmanageable
meta-unmarried
meta-unmask
meta-unmixed
meta-unmotivated
meta-unnatural
meta-unnecessarily
meta-unneeded
meta-unnoticed
meta-unplanned
meta-unpredictability
meta-unprotected
meta-unrealistic
meta-unrealistically
meta-unreality
meta-unreasonably
meta-unreceptive
meta-unrecognized
meta-unrefreshing
meta-unreliable
meta-unremitting
meta-unresponsive
meta-unrestrained
meta-unsanitary
meta-unsatisfactory
meta-unsatisfying
meta-unscrupulous
meta-unsightly
meta-unspecifed
meta-unsteady
meta-unsuspecting
meta-untoward
meta-untreated
meta-untrustworthy
meta-unusable
meta-unwavering
meta-unwillingness
meta-unwitting
meta-upbringing
meta-upsets
meta-upsurge
meta-urea

ortho-pharyngeal
ortho-phasic
ortho-phencychdine
ortho-phencyclidine
ortho-phencyclidines
ortho-phenelzine
ortho-phenocopy
ortho-phenomenological
ortho-phenotypes
ortho-phenotypically
ortho-phenylalkylamines
ortho-phenylephrine
ortho-phenylethylamine
ortho-phenylketonuria
ortho-pheochromocytoma
ortho-phillippo
ortho-phobia
ortho-phobias
ortho-phobic
ortho-phonological
ortho-phosphatase
ortho-phosphenes
ortho-phospho
ortho-phosphokinase
ortho-phosphorylated
ortho-photoplethysmography
ortho-photosensitivity
ortho-phox
ortho-phq
ortho-phrasing
ortho-physiologically
ortho-physique
ortho-picchietti
ortho-picicing
ortho-picky
ortho-picl
ortho-piek
ortho-pieper
ortho-pikonis
ortho-pilar
ortho-pilarchik
ortho-piled
ortho-piloerection
ortho-pimples
ortho-pinals
ortho-pinching

para-inexhaustibility
para-inexperience
para-inexplicable
para-inextricably
para-infallible
para-infancy
para-infanticide
para-infantile
para-infarct
para-infarction
para-infarcts
para-infects
para-infer
para-inferences
para-infestation
para-infested
para-infidelity
para-inflate
para-inflection
para-inflexibility
para-inflexible
para-inflict
para-inflicted
para-inflicting
para-infliction
para-inflicts
para-informant
para-informants
para-infradian
para-infrequent
para-infrequently
para-inges
para-ingest
para-ingested
para-ingestion
para-ingestions
para-ingmar
para-ingratiation
para-inhalant
para-inhalantinduced
para-inhalantrelated
para-inhale
para-inhaled
para-inhaling
para-inheriting
para-inhibited
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meta-deceitfulness
meta-deceive
meta-deceived
meta-deceiving
meta-deceleration
meta-deceptively
meta-decerebrate
meta-decidedly
meta-declarative
meta-decorticate
meta-decrements
meta-deepak
meta-deepika
meta-defecating
meta-defecation
meta-defectiveness
meta-defer
meta-deference
meta-deferential
meta-defers
meta-defiant
meta-deficii
meta-defidt
meta-defies
meta-definitional
meta-definitively
meta-deformed
meta-deformity
meta-defy
meta-degeneration
meta-degenerative
meta-degraded
meta-degrading
meta-deiirium
meta-deities
meta-deity
meta-deiusions
meta-dejected
meta-delaney
meta-delatorre
meta-delaurentis
meta-deleene
meta-deliberation
meta-deliberative
meta-delimited
meta-delineation

meta-uremia
meta-ureters
meta-uric
meta-urinate
meta-urination
meta-urispecified
meta-urological
meta-urophilia
meta-ursano
meta-usages
meta-usefully
meta-ussler
meta-usu
meta-usuauy
meta-utero
meta-utterance
meta-utterances
meta-uttering
meta-vaginismus
meta-vaginoplasty
meta-vaiscular
meta-valence
meta-valentina
meta-valerio
meta-valias
meta-validating
meta-validators
meta-valosin
meta-valproate
meta-vandalizing
meta-vanderlip
meta-vanishingly
meta-vann
meta-vaporization
meta-vaporized
meta-vardi
meta-varenicline
meta-varices
meta-variously
meta-vasculature
meta-vasocongestion
meta-vasoconstriction
meta-vasopressin
meta-vasovagal
meta-vasudeo
meta-vata

ortho-pinpoint
ortho-pinto
ortho-pipich
ortho-pitts
ortho-pituitary
ortho-piven
ortho-pizzulli
ortho-placentae
ortho-placental
ortho-planopilaris
ortho-plantar
ortho-plasticity
ortho-plattner
ortho-plausibility
ortho-pleasurable
ortho-plethysmography
ortho-plh
ortho-pliase
ortho-plms
ortho-pneumothorax
ortho-poisoned
ortho-poisonings
ortho-poking
ortho-polarity
ortho-polatajko
ortho-poli
ortho-polio
ortho-politeness
ortho-pollack
ortho-pollock
ortho-polydrug
ortho-polygenic
ortho-polymorphism
ortho-polymorphisms
ortho-polypharmacy
ortho-polysomnogram
ortho-polysomnographic
ortho-polysomnographie
ortho-polysomnography
ortho-polysomnograpy
ortho-polysonmographic
ortho-polysonmography
ortho-polysonrmographic
ortho-polysubstance
ortho-polyuria
ortho-pomerantz

para-inhibitions
para-inhibitory
para-inihal
para-initiates
para-inject
para-injecting
para-injectors
para-injure
para-injurious
para-innate
para-inordinate
para-inpatients
para-inquires
para-insecticide
para-insecurity
para-insensitive
para-insensitivity
para-insidious
para-insiglit
para-insincere
para-insipidus
para-insistence
para-insomnias
para-insomr
para-insonmia
para-insonrmia
para-instabilities
para-institutionalization
para-institutionalized
para-insufficiency
para-insufficiently
para-insular
para-insulted
para-insults
para-insurmountable
para-intaice
para-intal
para-integrative
para-inteliectual
para-intellectually
para-intelligibility
para-intelligible
para-intemet
para-intensely
para-intensification
para-intensified
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meta-delinquent
meta-delirious
meta-delirium
meta-delmonico
meta-delusion
meta-delusionai
meta-delusional
meta-delusions
meta-demarcated
meta-demeaning
meta-demeanor
meta-dementias
meta-dementing
meta-demonstrable
meta-demoralization
meta-demotion
meta-demyelinating
meta-denckla
meta-denervation
meta-dennehy
meta-denner
meta-denney
meta-dennihan
meta-denoting
meta-denys
meta-depaulo
meta-dependents
meta-depersonaiization
meta-depersonaliza
meta-depersonalization
meta-depersonalized
meta-depicting
meta-depleted
meta-depress
meta-depressant
meta-depressants
meta-depressions
meta-depressive
meta-depressivity
meta-deprgssivg
meta-deprives
meta-depvessive
meta-derail
meta-derangements
meta-dereahzation
meta-dereaiization

meta-vause
meta-vcp
meta-vedat
meta-veena
meta-vegetal
meta-vego
meta-vehemently
meta-vehicular
meta-veldhuizen
meta-veldic
meta-velez
meta-velligan
meta-vellus
meta-veness
meta-vengeful
meta-venkataramana
meta-venous
meta-ventilatory
meta-ventral
meta-ventricle
meta-ventricles
meta-ventromedial
meta-venturing
meta-veracity
meta-verbalize
meta-verbally
meta-verg
meta-verheul
meta-verhulst
meta-vermetten
meta-vermin
meta-vertigo
meta-vestibular
meta-vexed
meta-victimization
meta-victimized
meta-vigilance
meta-vigilant
meta-vigilantly
meta-vigor
meta-vijayta
meta-vincenzo
meta-vindictiveness
meta-violeta
meta-virilization
meta-vishesh

ortho-ponder
ortho-pooled
ortho-poorer
ortho-poortinga
ortho-popping
ortho-porfiri
ortho-porous
ortho-porphyria
ortho-portillo
ortho-positional
ortho-positron
ortho-possessing
ortho-possessionform
ortho-postabstinence
ortho-postconcussive
ortho-postconflict
ortho-postdischarge
ortho-postictal
ortho-postmarketing
ortho-postmenopausal
ortho-postmenses
ortho-postmenstrual
ortho-postmortem
ortho-postoperative
ortho-postoperatively
ortho-postpartum
ortho-postpolio
ortho-postponement
ortho-postponing
ortho-postsecondary
ortho-postsurgical
ortho-posttransition
ortho-posttransttion
ortho-posttrauma
ortho-posttraumatic
ortho-postural
ortho-postures
ortho-posturing
ortho-postviral
ortho-potency
ortho-powderlike
ortho-powerless
ortho-prader
ortho-pragmatics
ortho-preadolescent
ortho-precedes

para-intensities
para-intentionality
para-interactioh
para-interacts
para-intercultural
para-intercurrent
para-interdependence
para-interepisode
para-interfered
para-interferes
para-interfering
para-interferon
para-intergenerational
para-intergenic
para-interian
para-interictal
para-intermarriage
para-intermixing
para-internalization
para-internalized
para-internalizing
para-internationai
para-internatlonai
para-internment
para-interns
para-interpersonally
para-interplay
para-interpretive
para-interprets
para-interrater
para-interrelationships
para-interrogating
para-interrupts
para-intersex
para-intersexuality
para-interspersed
para-interstitial
para-intervening
para-interviewer
para-interviewers
para-inteuigible
para-intimacy
para-intimidate
para-intimidation
para-intmsive
para-intolerable
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meta-derealization
meta-derealizaton
meta-dereallzation
meta-derision
meta-derives
meta-dermatological
meta-dermoscopy
meta-derogatory
meta-derringer
meta-desai
meta-desaturation
meta-desaturations
meta-descriptively
meta-descriptors
meta-deserving
meta-designating
meta-designations
meta-desilva
meta-desipramine
meta-desiring
meta-desisted
meta-desists
meta-despondency
meta-destructiveness
meta-detachment
meta-detectable
meta-detenber
meta-deteriorate
meta-deteriorated
meta-deteriorating
meta-deteriorative
meta-determinant
meta-detoxification
meta-detract
meta-detrick
meta-detrinis
meta-detrusor
meta-deutschman
meta-devaluation
meta-devalue
meta-devaluing
meta-deveiopment
meta-developmeat
meta-devereaux
meta-deviance
meta-deviates

meta-visuoconstructional
meta-visuospatial
meta-vith
meta-vivek
meta-vividly
meta-vj
meta-vocalization
meta-vocalizations
meta-vocalizing
meta-vocation
meta-vocationally
meta-voegels
meta-vogt
meta-voiced
meta-voiding
meta-voineskos
meta-volimtary
meta-volitional
meta-volitionally
meta-volkmar
meta-volkow
meta-voluble
meta-vomijing
meta-vomit
meta-vomitus
meta-voore
meta-votolato
meta-vou
meta-vour
meta-vowel
meta-vowels
meta-voyeurishc
meta-voyeurism
meta-vuhierability
meta-vulva
meta-vulvovaginal
meta-wadden
meta-wager
meta-waid
meta-waiter
meta-wakefulness
meta-wakes
meta-wakeup
meta-walce
meta-waldinger
meta-walkup

ortho-precipitant
ortho-precipitated
ortho-precipitates
ortho-precipitating
ortho-precipitous
ortho-precipitously
ortho-precluded
ortho-precludes
ortho-preconceived
ortho-precondition
ortho-precursors
ortho-predate
ortho-predates
ortho-predating
ortho-predatory
ortho-predecessors
ortho-prediagnostic
ortho-predicament
ortho-predicaments
ortho-predictor
ortho-predictors
ortho-predilection
ortho-predispose
ortho-predisposing
ortho-predisposition
ortho-predispositions
ortho-predominance
ortho-predominant
ortho-predominate
ortho-predominates
ortho-preempt
ortho-preeya
ortho-preferentially
ortho-preferring
ortho-prefrontal
ortho-prelingual
ortho-prematurely
ortho-prematurity
ortho-premeditated
ortho-premenopausal
ortho-premenstruum
ortho-premonitory
ortho-premorbid
ortho-prenatally
ortho-preoccupation
ortho-preoccupations

para-intolerance
para-intolerances
para-intonation
para-intoxic
para-intoxicant
para-intoxicants
para-intoxicated
para-intoxicating
para-intoxication
para-intoxications
para-intraclass
para-intracranial
para-intractable
para-intranasal
para-intranasally
para-intrapersonal
para-intrauterine
para-intravaginal
para-intravascular
para-intravenously
para-intronic
para-intrude
para-intruding
para-intrusions
para-intrusive
para-intrusiveness
para-intuitively
para-inversely
para-inversion
para-investigational
para-involimtary
para-invulnerability
para-iol
para-iostic
para-ipecac
para-ipsing
para-ipso
para-iravis
para-iring
para-irrational
para-irregularities
para-irregularity
para-irregularly
para-irrelevancies
para-irrepressible
para-irresistible

DSM-UPAX

37
Meta, Ortho, Para Vocabulary

meta-devin
meta-devine
meta-devious
meta-devising
meta-devlin
meta-devoid
meta-devote
meta-dexamethasone
meta-dexterity
meta-dextroamphetamine
meta-dfgnitv
meta-dharmesh
meta-dhat
meta-dhatu
meta-diagnosable
meta-diagnoses
meta-diagnosing
meta-diagnosisspecific
meta-diagnostically
meta-dialects
meta-dianne
meta-diaphoresis
meta-diaphragm
meta-diastolic
meta-diathesis
meta-diazgranados
meta-dictate
meta-diethylamide
meta-dieting
meta-dif
meta-differentiable
meta-differentially
meta-differentiates
meta-differentiating
meta-differentiy
meta-difficiilties
meta-difficultn
meta-diffidence
meta-difmental
meta-digitorum
meta-digoxin
meta-digressive
meta-dijficulty
meta-dijk
meta-dike
meta-dikeos

meta-wamboldt
meta-wambolt
meta-wanda
meta-wanders
meta-wane
meta-waning
meta-wanner
meta-warachal
meta-warfarin
meta-warranting
meta-wartime
meta-waruinge
meta-wary
meta-wasell
meta-waslick
meta-wastebasket
meta-wasteful
meta-watchful
meta-waugh
meta-waving
meta-waxing
meta-waxy
meta-weakly
meta-wealcness
meta-weekdays
meta-wegner
meta-weigfit
meta-weill
meta-weinstock
meta-weintraub
meta-weissberg
meta-weissman
meta-wellremembered
meta-wemicke
meta-wend
meta-wendel
meta-weniger
meta-wernicke
meta-wescott
meta-wess
meta-westem
meta-wetherby
meta-wetherell
meta-weu
meta-wfeeks
meta-whalen

ortho-preplan
ortho-preponderance
ortho-prepubertal
ortho-prepubescent
ortho-preschoolers
ortho-presenilin
ortho-pressured
ortho-pressuring
ortho-presumption
ortho-presymptomatic
ortho-preteens
ortho-pretentious
ortho-preterm
ortho-pretraumatic
ortho-prevaience
ortho-previdi
ortho-prevocational
ortho-prewett
ortho-prh
ortho-priapism
ortho-prigatano
ortho-prigerson
ortho-primacy
ortho-primiparous
ortho-principled
ortho-prion
ortho-prions
ortho-priori
ortho-probands
ortho-probed
ortho-procarbazine
ortho-prochlorperazine
ortho-procrastination
ortho-prodromal
ortho-prodrome
ortho-productively
ortho-proetto
ortho-profess
ortho-professed
ortho-profuse
ortho-progessively
ortho-prognoses
ortho-prognostic
ortho-progressed
ortho-progresses
ortho-progressively

para-irrespective
para-irresponsibility
para-irresponsible
para-irresponsibly
para-irreversibly
para-irritability
para-irritabity
para-irritated
para-irt
para-isaacs
para-isabelle
para-isackila
para-ischemia
para-ischemic
para-ise
para-ismene
para-isobutyl
para-isobutylnitrite
para-isoenzyme
para-isoproterenol
para-isorders
para-isotretinoin
para-issa
para-isu
para-itch
para-itching
para-ite
para-iterations
para-iterative
para-ith
para-ithdrawal
para-ithout
para-iulajor
para-iuliid
para-iulild
para-iverson
para-iviajor
para-iviaricers
para-iviarkers
para-iviarlcers
para-iviay
para-iviedical
para-iviedlcal
para-iviiid
para-iviotor
para-iviovement
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meta-dilated
meta-dilation
meta-dilemmas
meta-dilip
meta-diller
meta-dimensionality
meta-dimethoxy
meta-dimethyltryptamine
meta-diminishes
meta-diminishing
meta-diminution
meta-dimitri
meta-dimorphism
meta-dimsdale
meta-dinnitris
meta-diplopia
meta-directedness
meta-directionless
meta-dirtiness
meta-disabling
meta-disadvantageous
meta-disagreements
meta-disappearance
meta-disappearing
meta-disappears
meta-disappoint
meta-disapproval
meta-disapproving
meta-disarray
meta-disarrayed
meta-disbelief
meta-discarding
meta-discards
meta-discernable
meta-discerned
meta-discernible
meta-disciplining
meta-disclosing
meta-discoid
meta-disconnectedness
meta-disconnection
meta-discontent
meta-discontinuation
meta-discontinue
meta-discontinuities
meta-discontinuity

meta-wheatley
meta-wheezing
meta-whereabouts
meta-whicii
meta-whipple
meta-whitehead
meta-whitinger
meta-whodas
meta-whyte
meta-widened
meta-widge
meta-widowed
meta-wiener
meta-wiggling
meta-wiih
meta-wildly
meta-wilfley
meta-wilk
meta-willcutt
meta-willi
meta-willia
meta-willoughby
meta-windlike
meta-windt
meta-winstead
meta-wintering
meta-wiped
meta-wirebaugh
meta-witchcraft
meta-witfi
meta-withdrav
meta-withdrawai
meta-withdrawals
meta-withdrawing
meta-withhold
meta-withi
meta-witiidrawal
meta-witik
meta-witli
meta-witnessing
meta-wittchen
meta-wiuiam
meta-wliat
meta-wliether
meta-wliich
meta-wobbling

ortho-prohibitions
ortho-proionged
ortho-prolactin
ortho-prolapse
ortho-prolong
ortho-prolongation
ortho-prolongations
ortho-prolonging
ortho-promethazine
ortho-promi
ortho-prominence
ortho-prominently
ortho-promis
ortho-promiscuity
ortho-promulgation
ortho-proneness
ortho-pronged
ortho-pronouncing
ortho-propellant
ortho-propensities
ortho-propensity
ortho-prosocial
ortho-prosodic
ortho-prosody
ortho-prospectively
ortho-prostatic
ortho-protopopescu
ortho-protracted
ortho-protrusion
ortho-provisionally
ortho-provocation
ortho-provocative
ortho-provoke
ortho-provoked
ortho-proximal
ortho-prudence
ortho-psen
ortho-psenl
ortho-pseudocataplexy
ortho-pseudocyesis
ortho-pseudodementia
ortho-pseudoephedrine
ortho-pseudopelade
ortho-psg
ortho-psilocybin
ortho-psrsphilic

para-ivlari
para-ivlaricers
para-ivlarkers
para-ivlarlcers
para-ivlay
para-ivleasures
para-ivledication
para-ivliid
para-ivlodel
para-ivloderate
para-ivlovement
para-ivluitipie
para-iwi
para-iwild
para-ixtremeo
para-izophren
para-jacalyn
para-jacobo
para-jacobson
para-jacobus
para-jacquelyn
para-jacquie
para-jadhav
para-jafar
para-jaime
para-jaimelyn
para-jakob
para-jamais
para-jamison
para-jana
para-janeane
para-janey
para-jankord
para-jannah
para-janus
para-jarrett
para-jaswant
para-javier
para-jawdat
para-jayne
para-jeaious
para-jealousy
para-jeanine
para-jeannette
para-jeannine
para-jeeva
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meta-discordance
meta-discourage
meta-discouraged
meta-discrepancy
meta-discrepant
meta-discriminant
meta-discriminates
meta-discriminating
meta-disdain
meta-disdainful
meta-disentangle
meta-disentangling
meta-disfigurement
meta-disguise
meta-disgust
meta-disgusted
meta-dishonesty
meta-dishonorable
meta-disillusionment
meta-disinfiibition
meta-disinhibited
meta-disinhibiting
meta-disinhibition
meta-disinhiblted
meta-disinhihition
meta-disiniiibition
meta-disinliibition
meta-disintegrative
meta-disliked
meta-dislikes
meta-dislnhlbmon
meta-dismissals
meta-dismissive
meta-disomer
meta-disordei
meta-disorderrelated
meta-disordet
meta-disordgrs
meta-disordgrsall
meta-disorganization
meta-disorganized
meta-disorganizing
meta-disorgar
meta-disorientation
meta-disoriented
meta-disparagement

meta-wolitzky
meta-wom
meta-womack
meta-woodall
meta-woodhouse
meta-woodson
meta-worded
meta-workbased
meta-workmates
meta-workup
meta-worl
meta-worsen
meta-worsened
meta-worsening
meta-worsens
meta-worster
meta-worthington
meta-worthless
meta-worthlessness
meta-wozniak
meta-wringing
meta-wrinkles
meta-wulsin
meta-wylie
meta-xbo
meta-xenia
meta-xo
meta-xuan
meta-yager
meta-yamamoto
meta-yanovski
meta-yawning
meta-yearning
meta-yeates
meta-yee
meta-yekaterina
meta-yelling
meta-yellowing
meta-ying
meta-yoder
meta-yofusho
meta-yohimbine
meta-yonas
meta-yong
meta-yonkers
meta-yoon

ortho-psych
ortho-psychiatrically
ortho-psychiatrist
ortho-psychiatrists
ortho-psychiosis
ortho-psychoactive
ortho-psychoeducational
ortho-psychogenic
ortho-psychoiogicai
ortho-psychometric
ortho-psychometrically
ortho-psychometrics
ortho-psychomotor
ortho-psychopathic
ortho-psychopathological
ortho-psychopathology
ortho-psychopathy
ortho-psychophysiological
ortho-psychoses
ortho-psychosexual
ortho-psychosis
ortho-psychosocial
ortho-psychosocially
ortho-psychotic
ortho-psychoticism
ortho-psychotropic
ortho-psycliiatry
ortho-psycliosis
ortho-psycliotic
ortho-psyctiological
ortho-ptsd
ortho-pubertal
ortho-puberty
ortho-pubic
ortho-publicized
ortho-pudendal
ortho-puliing
ortho-pulmonale
ortho-punching
ortho-punctuality
ortho-punctuated
ortho-puncture
ortho-punishing
ortho-puns
ortho-purge
ortho-purges

para-jeffery
para-jeffgorski
para-jeffries
para-jem
para-jeopardize
para-jeopardized
para-jeopardizing
para-jerlyn
para-jerold
para-jeslina
para-jeste
para-jheel
para-jikoshu
para-jillian
para-jitteriness
para-joachim
para-jobes
para-jocelyn
para-jodi
para-joelle
para-joines
para-joking
para-joop
para-jorgenson
para-jos
para-joyner
para-jsi
para-jugular
para-juliana
para-julianne
para-jumpiness
para-justifications
para-justine
para-juxtaposed
para-jwh
para-kable
para-kachapis
para-kafka
para-kagan
para-kahn
para-kalpakci
para-kalpana
para-kamaldeep
para-kanak
para-kapur
para-karam
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meta-disparagingly
meta-disparities
meta-disparity
meta-dispensers
meta-disposing
meta-dispositions
meta-disproportionate
meta-disproportionately
meta-disregarding
meta-disregards
meta-disrobing
meta-disrupt
meta-disrupted
meta-disrupting
meta-disruptions
meta-disruptive
meta-disrupts
meta-dissatisfaction
meta-dissatisfied
meta-dissecting
meta-dissipate
meta-dissipated
meta-dissipates
meta-dissoci
meta-dissociated
meta-dissociation
meta-dissociative
meta-dissociativity
meta-dissociaton
meta-dissuaded
meta-distension
meta-distinctions
meta-distinguishable
meta-distinguishes
meta-distortions
meta-distr
meta-distracted
meta-distractibihty
meta-distractibility
meta-distraction
meta-distressing
meta-distrib
meta-distrust
meta-distrustful
meta-disturb
meta-disulfiram

meta-youngstrom
meta-youthful
meta-ypersomnolence
meta-ytosis
meta-yusko
meta-zachary
meta-zack
meta-zafrani
meta-zaghloul
meta-zaidi
meta-zakarchenco
meta-zapotec
meta-zarate
meta-zartman
meta-zeanah
meta-zed
meta-zee
meta-zeitzer
meta-zes
meta-zigman
meta-zilberstein
meta-zillmann
meta-zinbarg
meta-zink
meta-zippers
meta-zisook
meta-zohar
meta-zolpidem
meta-zonana
meta-zucker
meta-zvi
ortho-aaidd
ortho-aartjan
ortho-aashish
ortho-abadi
ortho-abandonment
ortho-abate
ortho-abbreviated
ortho-abdomen
ortho-abdominoperitoneal
ortho-aberration
ortho-aberrations
ortho-abihty
ortho-abila
ortho-abnormai
ortho-abnormality

ortho-purging
ortho-purposeful
ortho-purposefully
ortho-purposeless
ortho-purpura
ortho-pursuits
ortho-purview
ortho-pus
ortho-putamen
ortho-puzzled
ortho-pyke
ortho-pyloric
ortho-pynoos
ortho-pyromania
ortho-qase
ortho-qent
ortho-qh
ortho-qhristine
ortho-qj
ortho-qll
ortho-qtc
ortho-quantifiable
ortho-quantifiably
ortho-quantified
ortho-quantify
ortho-queried
ortho-ques
ortho-quetiapine
ortho-quicken
ortho-quickness
ortho-quilty
ortho-quinones
ortho-quitting
ortho-racketeers
ortho-racy
ortho-radiculopathy
ortho-radiograph
ortho-radiological
ortho-radov
ortho-raffa
ortho-rages
ortho-ragged
ortho-rags
ortho-raho
ortho-raisiiig
ortho-raj

para-kari
para-karimi
para-karla
para-karlsson
para-karnik
para-karyotype
para-kasdan
para-kashtan
para-kashyap
para-kasinath
para-kassimir
para-katharina
para-katlin
para-katzman
para-kaufmann
para-kaufstein
para-kaulia
para-kaur
para-kava
para-kavitha
para-kavoos
para-kda
para-keane
para-kellie
para-keloidalis
para-kelsay
para-kelsey
para-kemal
para-kendler
para-kenney
para-kerekes
para-kermeth
para-kerschmann
para-kesner
para-ketamine
para-ketoacidosis
para-kettenis
para-keuthen
para-keyed
para-khadijah
para-khasakhala
para-khatchikian
para-khy
para-khyal
para-kidd
para-kidnapped
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meta-ditza
meta-diuresis
meta-diuretic
meta-diuretics
meta-diurnal
meta-diverted
meta-diverting
meta-divides
meta-divinorum
meta-dizocilpine
meta-dizygotic
meta-dizziness
meta-djonlagic
meta-dlb
meta-dmt
meta-dnlm
meta-docile
meta-dodd
meta-dodds
meta-dodoo
meta-dofumented
meta-doghouse
meta-dohrenwend
meta-dolgan
meta-dolores
meta-domanico
meta-domenico
meta-dominating
meta-domineering
meta-dominique
meta-donohue
meta-dopa
meta-dopamine
meta-dopaminergic
meta-dopaminergics
meta-dope
meta-doreau
meta-doreen
meta-dormer
meta-dorsal
meta-dosages
meta-dosher
meta-dosing
meta-doubling
meta-dougherty
meta-douyon

ortho-abnormally
ortho-abolished
ortho-abrupt
ortho-abruptio
ortho-abruptly
ortho-abscess
ortho-abscesses
ortho-absenteeism
ortho-abstain
ortho-abstinence
ortho-abstinent
ortho-abueg
ortho-abulia
ortho-abuser
ortho-abusers
ortho-accelerates
ortho-acceptability
ortho-accoimt
ortho-accommodated
ortho-accompaniments
ortho-accomplishing
ortho-accuardi
ortho-acculturation
ortho-acculturative
ortho-accuse
ortho-aches
ortho-achy
ortho-acidosis
ortho-acknowledging
ortho-acknowledgment
ortho-acquaintance
ortho-acquaintances
ortho-acromegaly
ortho-actigraphy
ortho-activephase
ortho-acuity
ortho-acuteness
ortho-adaptable
ortho-adapting
ortho-addictions
ortho-addimedical
ortho-addipossible
ortho-adept
ortho-adewuyi
ortho-adivi
ortho-adjacencies

ortho-raja
ortho-rajendran
ortho-rajiv
ortho-ramaswamy
ortho-ramifications
ortho-ramsay
ortho-ranee
ortho-ranjit
ortho-ranting
ortho-ranvinder
ortho-rapidcycling
ortho-rapoport
ortho-rappaport
ortho-rapport
ortho-raquel
ortho-rarer
ortho-rarest
ortho-rarity
ortho-rasmussen
ortho-rationales
ortho-rationalization
ortho-rationalizing
ortho-rauch
ortho-rauenhorst
ortho-ravi
ortho-rawson
ortho-raynaud
ortho-rdoc
ortho-reacting
ortho-reactivation
ortho-reacts
ortho-reaffirming
ortho-realizes
ortho-reanalysis
ortho-reanalyzed
ortho-reardon
ortho-rearing
ortho-reassessment
ortho-reassignment
ortho-reassurance
ortho-reba
ortho-rebenstock
ortho-recalling
ortho-recede
ortho-recency
ortho-receptive

para-kidnappers
para-kidnapping
para-kiefer
para-kieine
para-kieval
para-kif
para-kilograms
para-kilometer
para-kimlee
para-kimmel
para-kindhearted
para-kingsbury
para-kinne
para-kinship
para-kircanski
para-kirkland
para-kirz
para-kissell
para-kjellgren
para-klabunde
para-kleffner
para-klehm
para-kleine
para-kleinelevin
para-kleptomania
para-klismaphilia
para-klonsky
para-klyman
para-knapp
para-knaust
para-knerr
para-knovm
para-koblin
para-koehler
para-koenigsberg
para-kola
para-kolb
para-kolbert
para-kollar
para-koontz
para-koop
para-kopakin
para-kopelowicz
para-korsakoff
para-kost
para-kothare
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meta-downey
meta-downregulation
meta-downy
meta-dqb
meta-dramaticemotional
meta-dreaded
meta-drescher
meta-dreyer
meta-drinkers
meta-driskill
meta-drooping
meta-dropout
meta-drown
meta-drowsiness
meta-drugged
meta-druginduced
meta-drugrelated
meta-drury
meta-dryness
meta-dsim
meta-dsivi
meta-dsms
meta-dualism
meta-duarte
meta-dube
meta-duffy
meta-dulemba
meta-dumas
meta-dumps
meta-dunbar
meta-duodenal
meta-durations
meta-dwyer
meta-dysarthria
meta-dyscalculia
meta-dyscontrol
meta-dysexecutive
meta-dysfimction
meta-dysfluencies
meta-dysfluency
meta-dysfunctional
meta-dysfunctions
meta-dyskinesia
meta-dyskinesias
meta-dyslexia
meta-dysmenorrhea

ortho-admiration
ortho-admiring
ortho-admitting
ortho-admixtures
ortho-admonition
ortho-adolescence
ortho-adopts
ortho-adrenergic
ortho-adrenocortical
ortho-adrenogenital
ortho-adrenoleukodystrophy
ortho-adriana
ortho-adrianne
ortho-adulterants
ortho-adulthood
ortho-adulthpod
ortho-adultonset
ortho-adversities
ortho-adversity
ortho-afe
ortho-affecnvity
ortho-affectionate
ortho-affective
ortho-affectively
ortho-affectivity
ortho-affectwity
ortho-affiliative
ortho-afroz
ortho-aftemoon
ortho-aftercare
ortho-aftereffects
ortho-afterimages
ortho-afterward
ortho-afzal
ortho-agenesis
ortho-agerelated
ortho-aggarwal
ortho-aggravate
ortho-aggravates
ortho-aggravating
ortho-aggravation
ortho-aggregated
ortho-aggressively
ortho-aggressiveness
ortho-agid
ortho-agitated

ortho-receptivity
ortho-rechallenged
ortho-recidivism
ortho-reciprocally
ortho-reciprocity
ortho-reckless
ortho-recklessly
ortho-recklessness
ortho-reclassified
ortho-reclusion
ortho-recoded
ortho-recognizable
ortho-recogr
ortho-recollect
ortho-recollection
ortho-recollections
ortho-reconceptualized
ortho-recounted
ortho-recov
ortho-recovers
ortho-recreated
ortho-recupero
ortho-recur
ortho-recurrences
ortho-recurrently
ortho-recurs
ortho-redcap
ortho-reddy
ortho-redline
ortho-redo
ortho-reductase
ortho-reefer
ortho-reefers
ortho-reemerge
ortho-reenactment
ortho-reentering
ortho-reeve
ortho-reexperienced
ortho-reexperiencing
ortho-reexposure
ortho-refening
ortho-referential
ortho-refinements
ortho-reflexes
ortho-reflexive
ortho-reflux

para-kotin
para-kraemer
para-krasner
para-krausz
para-kreipe
para-krell
para-krista
para-kristian
para-kroenke
para-kronenberg
para-krueger
para-kruse
para-krystal
para-kuchibhatla
para-kufiingisisa
para-kufs
para-kuhl
para-kun
para-kuny
para-kuramoto
para-kuru
para-kwame
para-kyla
para-kyofu
para-kyofusho
para-kyofushoaike
para-kyphoscoliosis
para-laam
para-laan
para-labile
para-lability
para-labored
para-lacerations
para-lacey
para-lachut
para-laci
para-lacrima
para-lacrimation
para-lactate
para-lactation
para-lacunar
para-lacunes
para-lafrance
para-lags
para-lahaie
para-lahey
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meta-dysmo
meta-dysmorphia
meta-dysmorphology
meta-dysmorphophobia
meta-dyspareunia
meta-dyspepsia
meta-dysphagia
meta-dysphonia
meta-dysphoria
meta-dysphoric
meta-dysphoriq
meta-dysplioria
meta-dyspnea
meta-dyspraxia
meta-dysreguiation
meta-dysregulated
meta-dysregulation
meta-dysrhythmias
meta-dysrinction
meta-dyssocial
meta-dyssomnias
meta-dysthymia
meta-dysthymic
meta-dystonias
meta-dystonie
meta-dystrophies
meta-dystrophy
meta-dzh
meta-eariy
meta-earlyonset
meta-earnshaw
meta-eartha
meta-eben
meta-eccentricities
meta-eccentricity
meta-ecchymoses
meta-echoing
meta-echolalia
meta-echopraxia
meta-ecstatic
meta-eczema
meta-edginess
meta-edinger
meta-edna
meta-eduvigis
meta-edythe

ortho-agitation
ortho-agnosia
ortho-agonist
ortho-agonists
ortho-agoraphobia
ortho-agoraphobic
ortho-agoraphobictype
ortho-agrammatic
ortho-agranulocytosis
ortho-agreeableness
ortho-aguilar
ortho-ahlskog
ortho-ahson
ortho-aimee
ortho-aimety
ortho-ainslie
ortho-aiodolytic
ortho-airstream
ortho-airw
ortho-airway
ortho-aita
ortho-ajay
ortho-ajfect
ortho-akaka
ortho-akathisia
ortho-akenings
ortho-akinesia
ortho-akman
ortho-alarcon
ortho-alarmed
ortho-albana
ortho-alcoholinduced
ortho-alcoholrelated
ortho-alcoliol
ortho-aldehyde
ortho-alejandro
ortho-aleman
ortho-alertness
ortho-alessandro
ortho-alexithymia
ortho-algolagnie
ortho-alienate
ortho-alienating
ortho-alienation
ortho-alik
ortho-alimasuya

ortho-reformulation
ortho-refractoriness
ortho-refractory
ortho-reframing
ortho-regimens
ortho-regressive
ortho-regrouping
ortho-regurgitated
ortho-regurgitation
ortho-reiated
ortho-reiationship
ortho-reiationsliip
ortho-reichmuth
ortho-reification
ortho-reinblatt
ortho-reinforces
ortho-reinforcing
ortho-reinstituted
ortho-reis
ortho-reivi
ortho-rejecting
ortho-relapse
ortho-relapsed
ortho-relapses
ortho-relapsing
ortho-relationsliip
ortho-relaxants
ortho-relived
ortho-reliving
ortho-reluctance
ortho-reminiscent
ortho-reminiscing
ortho-remission
ortho-remissions
ortho-remit
ortho-remits
ortho-remitted
ortho-remorse
ortho-remorseful
ortho-renato
ortho-renaud
ortho-rence
ortho-rendleman
ortho-renewing
ortho-reoccur
ortho-reordered

para-laiowledgeable
para-lakshmanan
para-lakshmi
para-lamberti
para-lamotrigine
para-lancia
para-lancing
para-landau
para-langstr
para-languidness
para-languor
para-lanius
para-lanugo
para-laposa
para-lapses
para-lapsing
para-laraque
para-larceny
para-laria
para-larkin
para-larl
para-lassitude
para-latelife
para-latencies
para-laterality
para-latinos
para-latitudes
para-lattices
para-launer
para-lauriello
para-lavid
para-lavretsky
para-lawless
para-laxative
para-laxatives
para-laypersons
para-laziness
para-leaden
para-leaflets
para-leamed
para-leckie
para-leckman
para-ledical
para-leff
para-legalization
para-legibility
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meta-eeks
meta-efavirenz
meta-effluvium
meta-effortful
meta-efrain
meta-egocentric
meta-egocentrism
meta-egregious
meta-ehiring
meta-ehrensaft
meta-ehrlich
meta-eichberg
meta-eil
meta-eilniefgmg
meta-eisen
meta-eisner
meta-ejaculate
meta-ejaculating
meta-ejaculatory
meta-ejected
meta-ejection
meta-elapsing
meta-elated
meta-elation
meta-electrocardiographic
meta-electrocardiography
meta-electroconvulsive
meta-electroencephalogram
meta-electrolysis
meta-electrolyte
meta-electromyographic
meta-electromyography
meta-electrophysiological
meta-elender
meta-elevating
meta-elevators
meta-elia
meta-elicit
meta-elicited
meta-eliciting
meta-elicitors
meta-elie
meta-elimin
meta-elise
meta-elus
meta-elwell

ortho-alina
ortho-alisa
ortho-alistair
ortho-alkaloids
ortho-alkalosis
ortho-allele
ortho-alleles
ortho-alleviated
ortho-alleviates
ortho-allyson
ortho-almashat
ortho-almeida
ortho-alo
ortho-alonzo
ortho-aloof
ortho-aloofness
ortho-alopecia
ortho-alphabetic
ortho-alphasynuclein
ortho-alpher
ortho-alternation
ortho-althof
ortho-altman
ortho-altshuler
ortho-alvarado
ortho-alvarenga
ortho-alvarez
ortho-alveolar
ortho-alya
ortho-alyse
ortho-alysia
ortho-alyssa
ortho-amalgam
ortho-amaro
ortho-ambivalence
ortho-ambivalent
ortho-ambulatory
ortho-amcriccin
ortho-amct
ortho-ameliorate
ortho-amelioration
ortho-amenable
ortho-amends
ortho-amenorrhea
ortho-amgricsn
ortho-aminal

ortho-reordering
ortho-reorienting
ortho-repehtive
ortho-repercussions
ortho-repetitious
ortho-repetitively
ortho-rephrased
ortho-rephrasing
ortho-replicate
ortho-replicated
ortho-replicative
ortho-reproach
ortho-reproducible
ortho-repudiated
ortho-rer
ortho-reread
ortho-resection
ortho-resemblance
ortho-resembles
ortho-resembling
ortho-resentful
ortho-resentment
ortho-reserpine
ortho-resick
ortho-resilience
ortho-resisted
ortho-resisting
ortho-resolves
ortho-responders
ortho-responsiveness
ortho-restarting
ortho-rested
ortho-restful
ortho-restlessness
ortho-restrained
ortho-restraining
ortho-restricts
ortho-resuming
ortho-retable
ortho-retation
ortho-retching
ortho-reted
ortho-rethinking
ortho-reticence
ortho-reticent
ortho-retigious

para-lehman
para-leibenluft
para-lem
para-lengthier
para-lenient
para-lenna
para-leombruno
para-leoneen
para-lescent
para-lesch
para-lesion
para-lessdifferentiated
para-lessened
para-lessens
para-lethality
para-leukocyte
para-leukocytosis
para-leukoencephalopathy
para-leukopenia
para-leukorrhea
para-levei
para-levenson
para-levinson
para-lew
para-lewy
para-ley
para-lia
para-liaisons
para-liallucinations
para-lianzi
para-lias
para-lichen
para-lichstein
para-lieberman
para-lifeless
para-lifespan
para-lifethreatening
para-lifetimes
para-ligands
para-lighters
para-lightheadedness
para-liiin
para-likhodi
para-limbic
para-limitless
para-lindberg
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meta-emaciation
meta-eman
meta-emanates
meta-emasculinization
meta-embark
meta-embarrass
meta-embarrassment
meta-embellishment
meta-embezzlement
meta-embodied
meta-embodies
meta-emboli
meta-embolism
meta-emel
meta-emfield
meta-emil
meta-emits
meta-emmett
meta-emoting
meta-emotionality
meta-emotionaliv
meta-empathie
meta-empathy
meta-emphasizing
meta-emphatic
meta-empirically
meta-emptiness
meta-emsdorff
meta-enact
meta-enacting
meta-enactments
meta-enc
meta-encapsulate
meta-encephalitis
meta-encephalopathies
meta-encodes
meta-encoimtered
meta-encompass
meta-encompassed
meta-encompassing
meta-encopresis
meta-encountering
meta-encovmter
meta-encoxmter
meta-endings
meta-endocrinological

ortho-amnesia
ortho-amnesias
ortho-amnesic
ortho-amnestic
ortho-amoia
ortho-amoimt
ortho-amoimts
ortho-amotivational
ortho-amouzou
ortho-amow
ortho-amoxapine
ortho-amphetamine
ortho-amphetamineinduced
ortho-amphetamines
ortho-amplify
ortho-amplifying
ortho-amputated
ortho-amputation
ortho-amputee
ortho-amputees
ortho-amygdala
ortho-amyl
ortho-amylase
ortho-amyloid
ortho-anabolicandrogenic
ortho-analgesia
ortho-analgesic
ortho-analgesics
ortho-analvzinfi
ortho-anaphylactic
ortho-anatomic
ortho-anatomical
ortho-andean
ortho-andel
ortho-andr
ortho-andreea
ortho-andriy
ortho-androgen
ortho-androgenic
ortho-androgens
ortho-androphilic
ortho-anecdotally
ortho-aneita
ortho-anesthetics
ortho-angina
ortho-angiopathy

ortho-retinal
ortho-retinoic
ortho-retracting
ortho-retraumatization
ortho-retribution
ortho-retrognathia
ortho-retrograde
ortho-retrospectively
ortho-rett
ortho-reunited
ortho-reuniting
ortho-reuptake
ortho-reus
ortho-reversibility
ortho-revert
ortho-reverts
ortho-revising
ortho-revolve
ortho-rgl
ortho-rhabdomyolysis
ortho-rheena
ortho-rhesa
ortho-rheumatic
ortho-rhinorrhea
ortho-rhit
ortho-rhyme
ortho-rhythmic
ortho-rialon
ortho-riba
ortho-ridden
ortho-ridiagnostic
ortho-ridicule
ortho-ridiculed
ortho-riecher
ortho-riemann
ortho-rightsided
ortho-rigidity
ortho-rigidly
ortho-rihials
ortho-rik
ortho-rinehart
ortho-ripartum
ortho-risic
ortho-risking
ortho-risl
ortho-risperidone

para-lingering
para-lingual
para-linguistically
para-linh
para-linnea
para-liora
para-lipids
para-lipmanson
para-lipoprotein
para-lisping
para-liss
para-listerud
para-listlessness
para-litfin
para-litfle
para-livesley
para-liypnotic
para-liypoventilation
para-liza
para-llfilll
para-lll
para-llness
para-lnduced
para-lnte
para-lobar
para-lobe
para-lobes
para-lobule
para-loci
para-lodger
para-lodgers
para-loeb
para-loewenstein
para-logopenic
para-logue
para-lohl
para-lohr
para-lom
para-lona
para-loners
para-longing
para-longitudinally
para-longstanding
para-longterm
para-lool
para-lorena
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meta-endogenous
meta-endometriosis
meta-endothelial
meta-endured
meta-enema
meta-enemas
meta-enevm
meta-engages
meta-engel
meta-engender
meta-enraged
meta-enriches
meta-enright
meta-ensues
meta-entail
meta-entailed
meta-enteral
meta-enterohepatic
meta-entertained
meta-entertains
meta-enticing
meta-entrain
meta-entraining
meta-entrainment
meta-entrains
meta-enuresis
meta-envious
meta-enviroriment
meta-epidemiologic
meta-epidemiological
meta-epidemiologists
meta-epigenetic
meta-epilepsies
meta-epileptic
meta-epilepticus
meta-epileptogenic
meta-episodic
meta-episodically
meta-epperson
meta-eqn
meta-equivocal
meta-eractive
meta-eracusis
meta-eran
meta-eraser
meta-ercoli

ortho-angrily
ortho-angryirritable
ortho-angst
ortho-anhedonia
ortho-anhedonic
ortho-anmesia
ortho-anmesias
ortho-annoys
ortho-anomalous
ortho-anorectal
ortho-anorexia
ortho-anosmia
ortho-anosognosia
ortho-anotiier
ortho-anotlier
ortho-anoxia
ortho-anoxic
ortho-antagonism
ortho-antagonist
ortho-antagonistic
ortho-antagonists
ortho-antecedents
ortho-anted
ortho-anterograde
ortho-antianxiety
ortho-anticholinergic
ortho-anticholinergics
ortho-anticholinesterase
ortho-anticipates
ortho-anticipating
ortho-anticonvulsants
ortho-antidepressant
ortho-antidepressants
ortho-antihistamines
ortho-antihypertension
ortho-antihypertensive
ortho-antihypertensives
ortho-antimicrobial
ortho-antiparkinsonian
ortho-antipathy
ortho-antipsycho
ortho-antipsychotic
ortho-antipsychotics
ortho-antiretroviral
ortho-antisocial
ortho-antisociality

ortho-rites
ortho-ritualized
ortho-rium
ortho-rls
ortho-rlunggi
ortho-robinowitz
ortho-roblek
ortho-roblems
ortho-rocio
ortho-rodents
ortho-roel
ortho-rogowski
ortho-rohde
ortho-rohlof
ortho-rohren
ortho-roleplay
ortho-rollin
ortho-romero
ortho-romina
ortho-rosara
ortho-rosario
ortho-rosebush
ortho-rosenbloom
ortho-rosenstock
ortho-rosenthal
ortho-roslyn
ortho-rosso
ortho-rothenberg
ortho-rotting
ortho-roula
ortho-rousseau
ortho-rowland
ortho-rti
ortho-ruben
ortho-rubio
ortho-rubric
ortho-rudeness
ortho-ruegg
ortho-ruiza
ortho-rullo
ortho-rumaldo
ortho-rumbling
ortho-ruminate
ortho-ruminating
ortho-rumination
ortho-rummans

para-lorensen
para-lorrie
para-lotspeich
para-loudness
para-lovell
para-lowpotency
para-lowstimulation
para-lsd
para-lubrication
para-lucidity
para-ludy
para-luliid
para-lulultiple
para-lumping
para-lundin
para-lupus
para-lurie
para-luteal
para-luthra
para-lutz
para-lvledicationinduced
para-lyerly
para-lympho
para-lymphocytes
para-lymphoid
para-lynda
para-lyness
para-lysergic
para-maalobeeka
para-maas
para-mabel
para-macallister
para-maccallum
para-mace
para-macropsia
para-madan
para-madhav
para-madsen
para-magenis
para-magically
para-maglio
para-mahendra
para-maher
para-mahesh
para-mahowald
para-mailutha
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meta-erectiie
meta-erections
meta-ergolines
meta-eroticized
meta-erotomanic
meta-erotomanie
meta-errands
meta-erratic
meta-ersomnolence
meta-ersonal
meta-erythema
meta-erythematosus
meta-erythrophobia
meta-erythropoiesis
meta-escalate
meta-escalating
meta-escobar
meta-eshold
meta-esn
meta-esophageal
meta-esophagoscopy
meta-esophagus
meta-espanto
meta-esperanza
meta-espinoza
meta-espy
meta-estranged
meta-estrangement
meta-estrogens
meta-eth
meta-ethnically
meta-ethnicities
meta-ethnobotanical
meta-ethnocultural
meta-ethr
meta-etiological
meta-etiologically
meta-etiologies
meta-etrated
meta-etrator
meta-euphoria
meta-euphoric
meta-euthymia
meta-euthymie
meta-evading
meta-evani

ortho-antistreptolysin
ortho-antithetical
ortho-antiviral
ortho-antonacci
ortho-anxieties
ortho-anxietyinduced
ortho-anxietyprovoking
ortho-anxiolyhc
ortho-anxiolytic
ortho-anxiolyticinduced
ortho-anxiolyticrelated
ortho-anxiolytics
ortho-anxiolytk
ortho-anxiousness
ortho-apathetic
ortho-apathy
ortho-aperiodic
ortho-aphasia
ortho-aphasie
ortho-apnea
ortho-apneic
ortho-apolipoprotein
ortho-apotemnophilia
ortho-appalachia
ortho-apparentiy
ortho-appelbaum
ortho-appenc
ortho-apphcations
ortho-appraise
ortho-appreciates
ortho-appreciating
ortho-apprehended
ortho-apprehension
ortho-appropriateness
ortho-approximations
ortho-apraxia
ortho-aprons
ortho-archana
ortho-arched
ortho-archil
ortho-arching
ortho-arciniegas
ortho-ardolf
ortho-ardor
ortho-areata
ortho-argumentative

ortho-rundell
ortho-ruocco
ortho-rupture
ortho-ruptured
ortho-rutberg
ortho-rutter
ortho-rynn
ortho-sabella
ortho-sabine
ortho-sabotage
ortho-sachdev
ortho-sacher
ortho-sacrifices
ortho-sacrificing
ortho-sadistic
ortho-sadomasochism
ortho-sadomasochistic
ortho-safranek
ortho-sagduyu
ortho-saha
ortho-saharan
ortho-salbutamol
ortho-salience
ortho-salient
ortho-saliva
ortho-salivary
ortho-saltz
ortho-salvatore
ortho-samardak
ortho-sameness
ortho-samuels
ortho-sanctioned
ortho-sandhya
ortho-sandifer
ortho-sandusky
ortho-sanjay
ortho-sanjaya
ortho-sanjeev
ortho-sanjeeve
ortho-sanjurjo
ortho-sannar
ortho-sarajbit
ortho-saraswathi
ortho-sarcasm
ortho-sarcastic
ortho-sarcoidosis

para-maj
para-majewski
para-malaise
para-malaspina
para-malat
para-malati
para-malcoun
para-maleckoff
para-maleifemale
para-maleto
para-malevolent
para-malhotra
para-malice
para-maliciously
para-malignancies
para-malinda
para-malinger
para-malingering
para-malloy
para-malnourished
para-malnutrition
para-maltreatment
para-mamah
para-manageable
para-manasse
para-manber
para-mandibular
para-manias
para-manifestation
para-manifested
para-manifesting
para-manifests
para-manipula
para-manipulating
para-manipulative
para-manipulativeness
para-manji
para-mannerism
para-mannuzza
para-manography
para-manpreet
para-maples
para-mapt
para-marcotte
para-marder
para-mareos
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meta-evex
meta-evi
meta-evoke
meta-evoked
meta-evokes
meta-exacerbated
meta-exacerbating
meta-exacerbation
meta-exacerbations
meta-exaggerate
meta-exaggerated
meta-exaggerates
meta-exaggerating
meta-exaggeration
meta-examinees
meta-exceedingly
meta-excepting
meta-excessively
meta-excessiveness
meta-excitation
meta-exclusionary
meta-excoriation
meta-excreted
meta-excruciatingly
meta-exculpation
meta-exemplars
meta-exhausting
meta-exhibiting
meta-exhibitionism
meta-exhibitionistic
meta-exiiibitionistic
meta-existential
meta-exogenous
meta-exon
meta-expansive
meta-expectable
meta-expelled
meta-expend
meta-experiential
meta-expiated
meta-expiating
meta-explainable
meta-exploitative
meta-exploiting
meta-exploratory
meta-exponentially

ortho-argumentativeness
ortho-arianna
ortho-arlene
ortho-arma
ortho-arme
ortho-armety
ortho-aroimd
ortho-arora
ortho-arousal
ortho-arousals
ortho-arouse
ortho-aroused
ortho-arrayed
ortho-arrhythmias
ortho-arrieta
ortho-arrington
ortho-arrogant
ortho-arson
ortho-arteriolosclerosis
ortho-arteriopathy
ortho-arteritis
ortho-arthralgias
ortho-articulation
ortho-articulatory
ortho-artifact
ortho-aruciety
ortho-aruna
ortho-arylcyclohexylamines
ortho-aryn
ortho-ascertainable
ortho-ascertained
ortho-ascertainment
ortho-ascribe
ortho-ascribed
ortho-ascribing
ortho-asexual
ortho-ashaktapanna
ortho-asjnnptomatic
ortho-asociality
ortho-aspartate
ortho-aspden
ortho-asperger
ortho-asphyxia
ortho-asphyxiation
ortho-asphyxiophilia
ortho-aspiration

ortho-sarcoma
ortho-sarin
ortho-sarmukaddam
ortho-saroyan
ortho-sartorius
ortho-sarvet
ortho-sastry
ortho-sateia
ortho-savin
ortho-sawhney
ortho-saxena
ortho-sboo
ortho-sboto
ortho-scab
ortho-scabies
ortho-scabs
ortho-scahill
ortho-scalco
ortho-scaletta
ortho-scalp
ortho-scapegoating
ortho-scarcely
ortho-scatologia
ortho-schade
ortho-schaper
ortho-schechter
ortho-scheinker
ortho-schemata
ortho-scherdin
ortho-schizoaffective
ortho-schizoid
ortho-schizophreni
ortho-schizophreniform
ortho-schizoplirenia
ortho-schizotypal
ortho-schneiderian
ortho-schnurr
ortho-scholl
ortho-schoolwork
ortho-schor
ortho-schover
ortho-schuckit
ortho-schuyler
ortho-schwarzenbart
ortho-scialli
ortho-scientifically

para-marginalization
para-marginally
para-margo
para-mariarme
para-marilee
para-marilynn
para-marissa
para-marit
para-marited
para-maritza
para-marjorie
para-markedly
para-marketplaces
para-markon
para-markw
para-marlena
para-marlon
para-marmar
para-marokus
para-marries
para-marrying
para-marsha
para-marta
para-martekuor
para-martinsen
para-martyrdom
para-marya
para-masculine
para-masculinity
para-masculinizing
para-masked
para-masochism
para-masochists
para-massa
para-mastectomy
para-masterson
para-mataix
para-mateya
para-mathematic
para-mathev
para-matney
para-mattson
para-maturation
para-maturing
para-maxillary
para-maxillofacial
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meta-expository
meta-expressiveness
meta-expressivity
meta-expulsion
meta-expulsions
meta-exstrophy
meta-extant
meta-extensor
meta-extenuating
meta-externalizing
meta-extinguish
meta-extortion
meta-extraneous
meta-extraordinarily
meta-extrapyramidal
meta-extraversion
meta-extremities
meta-extremity
meta-exuberantly
meta-exum
meta-eyebrows
meta-eyelashes
meta-eyelids
meta-eyelothymia
meta-eyetracking
meta-fabiani
meta-facet
meta-facetiousness
meta-factitious
meta-facto
meta-factually
meta-fads
meta-fag
meta-fahey
meta-failings
meta-fainting
meta-faintness
meta-faison
meta-faking
meta-fallon
meta-falsely
meta-falsification
meta-falsifies
meta-falsify
meta-falsifying
meta-faltering

ortho-asrm
ortho-assaulting
ortho-assaultive
ortho-assaults
ortho-assembling
ortho-assertive
ortho-assesses
ortho-assessrilbnt
ortho-associating
ortho-assures
ortho-aster
ortho-astonished
ortho-astute
ortho-asur
ortho-asymmetric
ortho-asymmetrically
ortho-asymmetry
ortho-asymptomatic
ortho-ataque
ortho-ataques
ortho-ataxia
ortho-ataxic
ortho-atherosclerosis
ortho-athetoid
ortho-atonia
ortho-ator
ortho-atrial
ortho-atrocities
ortho-atrophic
ortho-atrophy
ortho-atropine
ortho-attacl
ortho-attaclcs
ortho-attei
ortho-atten
ortho-attenhon
ortho-attentional
ortho-attentive
ortho-attenuate
ortho-attenuated
ortho-atter
ortho-attia
ortho-attire
ortho-attributing
ortho-attuned
ortho-atures

ortho-sciiizophreniform
ortho-scintigraphy
ortho-sclerosed
ortho-scliizoaffective
ortho-scliool
ortho-scot
ortho-scotten
ortho-scratching
ortho-scrupulous
ortho-scrutinized
ortho-scully
ortho-seasonality
ortho-secobarbital
ortho-secretions
ortho-sectionally
ortho-sects
ortho-sedating
ortho-sedation
ortho-sedative
ortho-sedatives
ortho-seduction
ortho-seductive
ortho-seductiveness
ortho-seeldng
ortho-seeman
ortho-seetable
ortho-segraves
ortho-seime
ortho-seizurelike
ortho-sel
ortho-seldes
ortho-selectively
ortho-selegiline
ortho-selena
ortho-selfadministration
ortho-selfappraisal
ortho-selfassigned
ortho-selfbiting
ortho-selfcare
ortho-selfcenteredness
ortho-selfderogatory
ortho-selfdiscipline
ortho-selfdoubts
ortho-selfdramatization
ortho-selfesteem
ortho-selfi

para-maximizes
para-maybee
para-mazarin
para-mbwayo
para-mcallister
para-mcalpine
para-mcclenahan
para-mccleod
para-mccloskey
para-mccue
para-mcdonnell
para-mcduffie
para-mcdunn
para-mcelhose
para-mcgirr
para-mcglashan
para-mcgrath
para-mcgrosky
para-mcintyre
para-mckay
para-mckean
para-mckeith
para-mckhann
para-mckinnis
para-mckitty
para-mclellan
para-mcleod
para-mcmain
para-mcnelis
para-mcnulty
para-mcquistion
para-mcv
para-mcvoy
para-mde
para-mdma
para-mealtimes
para-meana
para-meandering
para-mechai
para-medial
para-mediate
para-mediators
para-medicai
para-medicationinduced
para-medicationrelated
para-medicolegal
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meta-familial
meta-familiality
meta-familially
meta-fanatics
meta-faniily
meta-fankhanel
meta-fantasize
meta-fantasizes
meta-fanton
meta-farhan
meta-farifare
meta-farifteh
meta-farooqui
meta-fascination
meta-fascinations
meta-fassler
meta-fasting
meta-fatalistic
meta-fatality
meta-fatigued
meta-fatness
meta-fattening
meta-faust
meta-fava
meta-favorably
meta-favoring
meta-fawcett
meta-faye
meta-feahires
meta-fearful
meta-fearfulness
meta-feats
meta-febrile
meta-fecal
meta-feces
meta-feedings
meta-feeliag
meta-feign
meta-feigned
meta-feigning
meta-feinstein
meta-feldman
meta-femandez
meta-femininity
meta-feminize
meta-feminizing

ortho-atypicai
ortho-atypical
ortho-atypicality
ortho-atypically
ortho-aubrie
ortho-audiovisual
ortho-aufism
ortho-augmented
ortho-augusto
ortho-auickiv
ortho-auras
ortho-aurelian
ortho-auriacombe
ortho-autistic
ortho-autoerotic
ortho-autogynephiiia
ortho-autogynephilia
ortho-autogynephilic
ortho-automaton
ortho-autonomic
ortho-autopsy
ortho-autosomal
ortho-autosomaldominant
ortho-availal
ortho-avenger
ortho-aversion
ortho-aversive
ortho-avert
ortho-avila
ortho-avocations
ortho-avoidant
ortho-avolition
ortho-avpidance
ortho-awaken
ortho-awakened
ortho-awakens
ortho-awan
ortho-axillary
ortho-axons
ortho-ayahuasca
ortho-ayanna
ortho-ayurveda
ortho-azimipour
ortho-bachan
ortho-backfiring
ortho-badaracco

ortho-selfimage
ortho-selfinduced
ortho-selfinjury
ortho-selflimited
ortho-selflimiting
ortho-selfloathing
ortho-selfmutilating
ortho-selfmutilation
ortho-selfreport
ortho-semen
ortho-semistructured
ortho-senile
ortho-senseless
ortho-sensitivities
ortho-sensitization
ortho-sensorimotor
ortho-sensorium
ortho-sentimental
ortho-sepsis
ortho-sequela
ortho-sequentially
ortho-serable
ortho-seriousness
ortho-serotonergic
ortho-serotonin
ortho-serretti
ortho-sertraline
ortho-setter
ortho-seung
ortho-sexsomnia
ortho-sexualized
ortho-shadi
ortho-shadowing
ortho-shaffer
ortho-shakiness
ortho-shaky
ortho-shalev
ortho-shalini
ortho-shamanism
ortho-shambhavi
ortho-shamed
ortho-sharjeel
ortho-sharpe
ortho-shaukat
ortho-shauna
ortho-shawna

para-medioal
para-meditative
para-medullary
para-mee
para-meghan
para-meianchoiic
para-meir
para-meisl
para-melatonin
para-mellisha
para-mellitus
para-memel
para-memorization
para-menarche
para-mendelsohn
para-menefee
para-meningitis
para-menninga
para-menninger
para-menon
para-menopausal
para-menses
para-menstrual
para-menstruate
para-menstruating
para-menstruation
para-mentalizing
para-mentation
para-meperidine
para-mephedrone
para-meprobamate
para-mercilessly
para-mermelstein
para-mescaline
para-mesocephalic
para-messina
para-metabolite
para-metabolites
para-metabolize
para-metabolizing
para-metachromatic
para-metaphorical
para-metaphors
para-metasyndrome
para-methadone
para-methaqualone
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meta-fen
meta-fentanyl
meta-ferent
meta-fermin
meta-festivities
meta-fetishism
meta-fetishist
meta-fetishistic
meta-fflin
meta-ffm
meta-fibrillation
meta-fibromyalgia
meta-fibrous
meta-fidgetiness
meta-fidgets
meta-fidgety
meta-figueiredo
meta-filipa
meta-fimction
meta-fimctioning
meta-fingernails
meta-finiii
meta-finitions
meta-fink
meta-finkle
meta-finlay
meta-fio
meta-fiom
meta-fissure
meta-fists
meta-fitzpatrick
meta-fivefold
meta-fixation
meta-flack
meta-flamboyance
meta-flamboyant
meta-flammable
meta-flapping
meta-flashback
meta-flashbacks
meta-flatness
meta-flattened
meta-flattering
meta-flav
meta-flawless
meta-fleisher

ortho-baddam
ortho-bagby
ortho-bagley
ortho-bahar
ortho-bahl
ortho-bahlburg
ortho-baici
ortho-bailout
ortho-baird
ortho-baldassano
ortho-baldness
ortho-balkozar
ortho-balog
ortho-baluyut
ortho-bamum
ortho-bancroft
ortho-banging
ortho-bangsund
ortho-bansal
ortho-banter
ortho-baranek
ortho-baratta
ortho-barbaree
ortho-barbiturate
ortho-barbiturates
ortho-barch
ortho-barillas
ortho-barlow
ortho-barnard
ortho-barros
ortho-barsky
ortho-baskin
ortho-bassiri
ortho-basu
ortho-bauermeister
ortho-baum
ortho-baumgardner
ortho-baystate
ortho-bayview
ortho-bazzi
ortho-beal
ortho-beale
ortho-bearlyn
ortho-beaudoin
ortho-beckham
ortho-beckner

ortho-shaywitz
ortho-shc
ortho-sheena
ortho-shemo
ortho-shen
ortho-shenjing
ortho-sheree
ortho-sherre
ortho-sherri
ortho-sherrie
ortho-sheryl
ortho-sheth
ortho-shghtly
ortho-shidents
ortho-shim
ortho-shiner
ortho-shinkei
ortho-shinn
ortho-shivakumar
ortho-shobha
ortho-shona
ortho-shoplifting
ortho-shortcomings
ortho-shorten
ortho-shortening
ortho-shortens
ortho-shortness
ortho-shoving
ortho-showering
ortho-shrinking
ortho-shrout
ortho-shrugging
ortho-shuairuo
ortho-shubha
ortho-shubo
ortho-shubu
ortho-shupinka
ortho-shyness
ortho-sibilants
ortho-sidetracked
ortho-sieep
ortho-siegell
ortho-siever
ortho-sighted
ortho-signaled
ortho-signers

para-methemoglobinemia
para-methodological
para-methylamphetamine
para-methylphenidate
para-methyprylon
para-meticulous
para-metimes
para-mgclic
para-mhielm
para-mianzi
para-mibg
para-michaelsen
para-michels
para-micka
para-microarray
para-micrognathia
para-micrograms
para-microhemorrhages
para-micropsia
para-microtubule
para-microvascular
para-microvasculature
para-micturition
para-midlife
para-midline
para-mii
para-miid
para-miiumize
para-mikula
para-milder
para-mildest
para-milieu
para-millar
para-milliseconds
para-mimic
para-mimicked
para-mimicking
para-minal
para-mindy
para-mingo
para-minimally
para-minnete
para-mintzer
para-miriimize
para-miriyala
para-mirrored
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meta-flexibly
meta-flexion
meta-flicking
meta-flipping
meta-flirtatiousness
meta-flj
meta-fll
meta-florentini
meta-florid
meta-floridly
meta-fluctuate
meta-fluctuates
meta-fluctuating
meta-fluctuation
meta-fluencies
meta-fluency
meta-fluently
meta-fluorodeoxyglucose
meta-fluoxetine
meta-fluphenazine
meta-flurazepam
meta-flushed
meta-flye
meta-foa
meta-foci
meta-foggy
meta-foi
meta-foiiowing
meta-foimd
meta-foimdational
meta-fol
meta-folate
meta-follicular
meta-folliculitis
meta-follov
meta-followthrough
meta-fondling
meta-forceful
meta-forcefulness
meta-forearm
meta-forebrain
meta-foreplay
meta-forerunner
meta-foresee
meta-foreshadow
meta-foresight

ortho-beckwith
ortho-bedbound
ortho-bedside
ortho-bedtime
ortho-beeh
ortho-beekman
ortho-beesdo
ortho-befalling
ortho-befriend
ortho-begirming
ortho-begrudge
ortho-behaves
ortho-behaving
ortho-behaviorial
ortho-behjavioral
ortho-behling
ortho-beidel
ortho-beiiefs
ortho-belching
ortho-beliavioral
ortho-belinda
ortho-belittle
ortho-bellville
ortho-beneficent
ortho-benoit
ortho-benzodiazepine
ortho-benzodiazepinelike
ortho-benzoylecgonine
ortho-berating
ortho-berea
ortho-bereaved
ortho-bereavement
ortho-berman
ortho-bermant
ortho-bernadette
ortho-berquist
ortho-betel
ortho-betrayed
ortho-bewildered
ortho-bezoar
ortho-bhang
ortho-bhat
ortho-bhati
ortho-bhatnagar
ortho-bhembe
ortho-bhor

ortho-signifying
ortho-silliness
ortho-silverman
ortho-simeon
ortho-simonds
ortho-simplex
ortho-simplification
ortho-simplistic
ortho-simulates
ortho-sinusitis
ortho-situationai
ortho-situational
ortho-sjmiptoms
ortho-sjmnptoms
ortho-sjnnptom
ortho-sjnnptoms
ortho-sjonptoms
ortho-skariah
ortho-skepticism
ortho-skewed
ortho-skodol
ortho-skoog
ortho-skrzypchak
ortho-slapping
ortho-sldlls
ortho-sleepers
ortho-sleepiness
ortho-sleepless
ortho-sleeponset
ortho-sleeprelated
ortho-sleeptalking
ortho-sleepwake
ortho-sleepwalk
ortho-sleepwalking
ortho-slights
ortho-slowness
ortho-slowwave
ortho-sluggishness
ortho-slump
ortho-slurs
ortho-smartest
ortho-smearing
ortho-smedley
ortho-smelling
ortho-smilowitz
ortho-smita

para-mirtazapine
para-misalignment
para-misapplied
para-misarticulated
para-misarticulating
para-misarticulation
para-misattributed
para-misbehave
para-misbehavior
para-miscarriage
para-misdiagnosed
para-misdiagnosis
para-miserly
para-misfolding
para-misidentification
para-misinte
para-misinterpret
para-misinterpretation
para-misinterpretations
para-misjudge
para-misleadingly
para-mismatch
para-misperceived
para-misperception
para-misperceptions
para-mispronounce
para-misrepresent
para-missense
para-misshapen
para-mistakenly
para-mistreated
para-mistreating
para-mistreatment
para-mistrust
para-misunderstand
para-misunderstanding
para-misused
para-mitigated
para-mitigates
para-mitigating
para-mize
para-mizrahi
para-mmhg
para-moaning
para-mockery
para-modalities
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meta-forethought
meta-forgery
meta-forgetful
meta-forgetting
meta-forgoes
meta-forjudging
meta-formes
meta-formication
meta-formulations
meta-forstein
meta-fossum
meta-fouiculitis
meta-foundational
meta-fourfold
meta-fourths
meta-foussias
meta-foxpz
meta-fragmentary
meta-fragmented
meta-frail
meta-frailty
meta-francesca
meta-frankel
meta-frantic
meta-frasure
meta-fraternities
meta-fraudulence
meta-freebase
meta-freedman
meta-frewen
meta-freytag
meta-frick
meta-friedemann
meta-friedl
meta-friendships
meta-fright
meta-frightened
meta-frightening
meta-frinctional
meta-froehlich
meta-frontotemporal
meta-frotteurism
meta-frotteuristic
meta-frustes
meta-frye
meta-fugue

ortho-bhui
ortho-bhupinder
ortho-bianca
ortho-biases
ortho-bibeau
ortho-bicarbonate
ortho-bidirectional
ortho-bieber
ortho-bifida
ortho-bigham
ortho-bilaterally
ortho-binge
ortho-bingeeating
ortho-binges
ortho-binik
ortho-biochemically
ortho-biologically
ortho-biomarker
ortho-bipoiar
ortho-birmaher
ortho-bitten
ortho-blacker
ortho-blacking
ortho-blackouts
ortho-blacl
ortho-blames
ortho-blaming
ortho-blanchard
ortho-blatchley
ortho-blemish
ortho-blepharitis
ortho-blinded
ortho-blinking
ortho-blinks
ortho-blithely
ortho-bliwise
ortho-bloating
ortho-blockers
ortho-bloodstream
ortho-bloodworth
ortho-bloomenstiel
ortho-blot
ortho-blotchy
ortho-blume
ortho-blumkin
ortho-blunted

ortho-smokeless
ortho-smothering
ortho-snacking
ortho-snatching
ortho-sniff
ortho-sniffer
ortho-sniffing
ortho-snobbish
ortho-snore
ortho-snoring
ortho-snorted
ortho-snorting
ortho-sobbing
ortho-sociability
ortho-sociai
ortho-socialevaluative
ortho-socialization
ortho-socializing
ortho-sociocultural
ortho-socioculturally
ortho-socioeconomic
ortho-socioemotional
ortho-sociopathy
ortho-sociopolitical
ortho-sodomy
ortho-sofie
ortho-soiling
ortho-sola
ortho-solaleh
ortho-solanto
ortho-solitariness
ortho-solow
ortho-somatic
ortho-somatization
ortho-somatizing
ortho-somatoform
ortho-somatosensory
ortho-sommer
ortho-somnolence
ortho-somstic
ortho-soni
ortho-sonmolence
ortho-sooring
ortho-soqal
ortho-sorel
ortho-soremps

para-modality
para-moderates
para-modifiers
para-modulate
para-modulating
para-moenssens
para-moffitt
para-mogels
para-mohamed
para-mohlman
para-moir
para-moira
para-mokhtar
para-momen
para-momentary
para-moming
para-monique
para-monogamous
para-monograph
para-mononucleosis
para-monosyllabic
para-monosymptomatic
para-monoxide
para-monozygotic
para-montage
para-moodcongruent
para-moodincongruent
para-moodiness
para-moraes
para-moralistic
para-morbid
para-morbidity
para-morey
para-moriarty
para-morin
para-mormons
para-morphine
para-morphologically
para-mort
para-moscicki
para-moskowitz
para-moth
para-motility
para-motivates
para-motivations
para-motoric
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meta-fugues
meta-fuii
meta-fulfills
meta-fullness
meta-fullsymptom
meta-fumes
meta-functionai
meta-functionally
meta-fundamentalist
meta-funerals
meta-funerary
meta-funnels
meta-furlan
meta-furr
meta-furthering
meta-furtiiermore
meta-fusar
meta-fused
meta-fuu
meta-fv
meta-gabapentin
meta-gabrielle
meta-gaebel
meta-gaf
meta-gagandeep
meta-gahr
meta-gainful
meta-gait
meta-galanter
meta-galasko
meta-galia
meta-gallien
meta-gallo
meta-galvarino
meta-gamblers
meta-gambles
meta-ganglia
meta-gangopadhyay
meta-gangster
meta-ganguli
meta-ganja
meta-gannon
meta-ganser
meta-gariti
meta-garza
meta-gasca

ortho-blunting
ortho-blunts
ortho-blurred
ortho-blurriness
ortho-blurring
ortho-blurry
ortho-blurts
ortho-blushing
ortho-bluvshtein
ortho-boastful
ortho-boasting
ortho-bobb
ortho-bobbing
ortho-bobbitt
ortho-bochtler
ortho-bodner
ortho-bodv
ortho-bodyfocused
ortho-boehnlein
ortho-boeve
ortho-bogue
ortho-boldface
ortho-bollinger
ortho-boman
ortho-bongs
ortho-borderline
ortho-borges
ortho-borrov
ortho-bothersome
ortho-botulinum
ortho-boudreau
ortho-boulter
ortho-bourgeois
ortho-bourne
ortho-bouts
ortho-bowden
ortho-bowley
ortho-boyajian
ortho-boyarsky
ortho-boyhood
ortho-bqdy
ortho-brachfeld
ortho-bradycardia
ortho-bradykinesia
ortho-bradytachycardia
ortho-braff

ortho-soreness
ortho-sores
ortho-sororities
ortho-sotial
ortho-spani
ortho-sparing
ortho-spasm
ortho-spasms
ortho-spatafora
ortho-spatano
ortho-specifier
ortho-specifiers
ortho-spect
ortho-speculated
ortho-speculative
ortho-spero
ortho-sphincter
ortho-spied
ortho-spiegel
ortho-spirals
ortho-spironolactone
ortho-spitting
ortho-spivak
ortho-splittgerber
ortho-spongiform
ortho-spontaneity
ortho-spontaneously
ortho-sporadic
ortho-spousal
ortho-sprayed
ortho-sprees
ortho-sputum
ortho-squalor
ortho-squandering
ortho-squeezing
ortho-squirms
ortho-sriram
ortho-srog
ortho-ssific
ortho-ssion
ortho-ssler
ortho-ssri
ortho-ssris
ortho-staab
ortho-stabbed
ortho-stabbing

para-moullin
para-moun
para-mouthing
para-mow
para-moyer
para-mptp
para-msdg
para-mslt
para-mucous
para-muddled
para-mugged
para-muggers
para-mugging
para-multidimensional
para-multifactorial
para-multifocal
para-multiparametric
para-multiparity
para-multipurpose
para-multisensory
para-multisite
para-multisyllable
para-munson
para-muppa
para-murgolo
para-murmuring
para-murmurs
para-musculature
para-musculoskeletal
para-mustafa
para-muted
para-muteness
para-mutilating
para-mutilation
para-mutiso
para-muttering
para-mutuality
para-myasthenia
para-myelin
para-myeloneuropathy
para-myelopathy
para-myoclonic
para-myoinositol
para-myopathies
para-myrna
para-mythical

DSM-UPAX

55
Meta, Ortho, Para Vocabulary

meta-gaskins
meta-gastritis
meta-gastroesophageal
meta-gastroparesis
meta-gastrostomy
meta-gautam
meta-gauthier
meta-gaxiola
meta-gayle
meta-geda
meta-geetha
meta-geffen
meta-gehrman
meta-gelb
meta-gelfond
meta-geller
meta-gels
meta-gendered
meta-genderrelated
meta-genders
meta-generahzed
meta-generaiized
meta-generalist
meta-generalizable
meta-generalizations
meta-generational
meta-geneticist
meta-genevieve
meta-gengoux
meta-genitalia
meta-genitally
meta-genitals
meta-genito
meta-genotype
meta-genotypes
meta-gepirone
meta-geppert
meta-geriatric
meta-germaine
meta-germs
meta-gerow
meta-gerring
meta-gerson
meta-gestation
meta-gestural
meta-gestures

ortho-braininjured
ortho-brainwashing
ortho-brandler
ortho-brandt
ortho-brandyn
ortho-branton
ortho-breakup
ortho-breathingrelated
ortho-breaths
ortho-brewin
ortho-bridged
ortho-brien
ortho-brighten
ortho-brightening
ortho-brightens
ortho-brigid
ortho-brigitta
ortho-brijan
ortho-brink
ortho-brl
ortho-broadley
ortho-brommelhoff
ortho-bronchitis
ortho-bronchodilators
ortho-brooding
ortho-brotto
ortho-brower
ortho-bruises
ortho-bruxism
ortho-bso
ortho-btbd
ortho-bucholz
ortho-buckner
ortho-budney
ortho-buiimia
ortho-bulbar
ortho-bulimia
ortho-bullied
ortho-bullies
ortho-bum
ortho-buming
ortho-bumping
ortho-bums
ortho-bunt
ortho-buono
ortho-buprenorphine

ortho-stabihty
ortho-stabilize
ortho-stabilizer
ortho-stabilizers
ortho-stabilizing
ortho-stadler
ortho-staffs
ortho-stagnation
ortho-stalking
ortho-stambaugh
ortho-stamboni
ortho-stanek
ortho-startle
ortho-starvation
ortho-statisticians
ortho-staving
ortho-stedge
ortho-steeply
ortho-steffanie
ortho-steinman
ortho-stemming
ortho-stenosis
ortho-stephane
ortho-ster
ortho-stereotype
ortho-stereotyped
ortho-stereotypes
ortho-stereotypic
ortho-stereotypically
ortho-stereotypies
ortho-stereotyping
ortho-stereotypy
ortho-sterotyped
ortho-stic
ortho-stiffening
ortho-stiffness
ortho-stigma
ortho-stigmata
ortho-stigmatization
ortho-stigmatize
ortho-stigmatizing
ortho-stilted
ortho-stimillation
ortho-stimulant
ortho-stimulantlike
ortho-stimulantrelated

para-nada
para-nadir
para-naivet
para-naloxone
para-naltrexone
para-namita
para-nandini
para-nao
para-nape
para-napping
para-naps
para-narcissism
para-narcissistic
para-narcolepsy
para-narratives
para-narrowed
para-narrowing
para-nasopharynx
para-nathalie
para-naturalistic
para-naugle
para-navigating
para-navin
para-nawab
para-nazarian
para-ncd
para-ncds
para-ndetei
para-ndez
para-nding
para-neatly
para-necessitate
para-necessitates
para-necessitating
para-necessities
para-necrophilia
para-neediness
para-neely
para-negahve
para-negativeaffectivity
para-negativism
para-negativity
para-neglectful
para-neill
para-neiman
para-neivosa
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meta-gesturing
meta-gettingoutof
meta-geyer
meta-gfeller
meta-ggt
meta-gherman
meta-ghosh
meta-gibbons
meta-gillespie
meta-gillian
meta-gio
meta-girly
meta-gitlin
meta-gizzi
meta-glands
meta-glasser
meta-glib
meta-glibness
meta-glicksman
meta-glisky
meta-globus
meta-glossa
meta-glucocorticoid
meta-glues
meta-glutamyltransferase
meta-glutethimide
meta-glycoprotein
meta-gnizes
meta-gnrh
meta-goaldirected
meta-goalfocused
meta-godbole
meta-goldbloom
meta-goldfischer
meta-golding
meta-golfer
meta-gonadal
meta-gonadotropin
meta-gonads
meta-gonzaga
meta-goodline
meta-goofiness
meta-gorelick
meta-gorkin
meta-gottumakkla
meta-gow

ortho-bupropion
ortho-burd
ortho-burglars
ortho-burglary
ortho-burnout
ortho-burnside
ortho-bursch
ortho-burstein
ortho-buspirone
ortho-bustillo
ortho-butane
ortho-buttocks
ortho-buttoning
ortho-butyl
ortho-buysse
ortho-bvo
ortho-byung
ortho-caban
ortho-cadasil
ortho-caffeinated
ortho-caffeinerelated
ortho-cag
ortho-cagigas
ortho-calibrated
ortho-callicott
ortho-callie
ortho-callous
ortho-callousness
ortho-calluses
ortho-calmed
ortho-caloric
ortho-camacho
ortho-cambodian
ortho-cambodians
ortho-cambra
ortho-camilleri
ortho-camis
ortho-camouflage
ortho-camouflaging
ortho-campo
ortho-cancelling
ortho-candidly
ortho-canhabis
ortho-cannabinoid
ortho-cannabinoids
ortho-cannabisinduced

ortho-stingy
ortho-stipec
ortho-stipulated
ortho-stipulation
ortho-stipulations
ortho-stomachache
ortho-stomachaches
ortho-stoop
ortho-stoppel
ortho-stopwatch
ortho-storch
ortho-storyhke
ortho-storylike
ortho-stotland
ortho-straebler
ortho-straneri
ortho-strangulating
ortho-strassnig
ortho-stratified
ortho-stratigos
ortho-stratum
ortho-streamlined
ortho-stremel
ortho-strep
ortho-stressfui
ortho-stressful
ortho-stressor
ortho-stressorrelated
ortho-stressors
ortho-stressrelated
ortho-strgssor
ortho-striatal
ortho-striegel
ortho-strikingly
ortho-strives
ortho-stroboscopic
ortho-stroeh
ortho-stroup
ortho-strouts
ortho-struble
ortho-structurally
ortho-structuring
ortho-stubborn
ortho-stubbornly
ortho-stubbornness
ortho-stumbling

para-nen
para-neoplasia
para-neoplasm
para-neoplastic
para-nervios
para-nervosa
para-nervousness
para-nesr
para-neurasthenia
para-neuritic
para-neuro
para-neuroanatomical
para-neurobehavioral
para-neurobiological
para-neurobiology
para-neurochemical
para-neurocircuitry
para-neurocogni
para-neurocognihve
para-neurocognitive
para-neurodegeneration
para-neurodegenerative
para-neurodevelopmental
para-neuroendocrine
para-neurofibrillary
para-neurogenetic
para-neurogenic
para-neuroimaging
para-neuroleptic
para-neuroleptics
para-neurologic
para-neuromotor
para-neuromuscular
para-neuronal
para-neuropathological
para-neuropathology
para-neuropathy
para-neurophysiological
para-neuroplasticity
para-neuropsychology
para-neuroscientists
para-neurosyphilis
para-neurotic
para-neuroticism
para-neurotoxic
para-neurotoxicity
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meta-gozal
meta-graf
meta-grammatical
meta-grandiose
meta-grandiosity
meta-grandparent
meta-granulin
meta-gratification
meta-grau
meta-gravis
meta-greben
meta-greenhill
meta-greenhut
meta-greenspan
meta-greenstone
meta-gregarious
meta-gregariousness
meta-greiner
meta-gretchen
meta-grieving
meta-griffiths
meta-grillo
meta-grimaces
meta-grimacing
meta-grisez
meta-grn
meta-groen
meta-groesz
meta-grogginess
meta-groin
meta-groping
meta-grosscup
meta-grossly
meta-grounding
meta-groupings
meta-grout
meta-grudges
meta-grunt
meta-grunting
meta-gsting
meta-guanethidine
meta-guedet
meta-guenzel
meta-guerrero
meta-guesses
meta-guido

ortho-cannabisrelated
ortho-cannavo
ortho-cannot
ortho-cannotdo
ortho-capitalized
ortho-caporale
ortho-capps
ortho-captivity
ortho-caraballo
ortho-carbamates
ortho-carcinogenic
ortho-cardasis
ortho-cardiomyopathy
ortho-cardiopulmonary
ortho-carditis
ortho-caregiver
ortho-caregiverchild
ortho-caregiving
ortho-carelessness
ortho-caressing
ortho-caretaker
ortho-caretakers
ortho-caribbeans
ortho-caricature
ortho-carissa
ortho-carmabis
ortho-carmichael
ortho-carmody
ortho-carney
ortho-caroff
ortho-caron
ortho-carpal
ortho-carrion
ortho-carrizales
ortho-caseby
ortho-cason
ortho-cassandra
ortho-cassie
ortho-castellanos
ortho-castration
ortho-casye
ortho-catalepsy
ortho-cataloging
ortho-cataloguing
ortho-catania
ortho-cataplexy

ortho-stump
ortho-stupidity
ortho-stupor
ortho-stuttering
ortho-stylistic
ortho-subacute
ortho-subacutely
ortho-subclassified
ortho-subclinical
ortho-subcortical
ortho-subcultural
ortho-subculture
ortho-subcultures
ortho-subcutaneous
ortho-subdivided
ortho-subdural
ortho-subgrouping
ortho-subgroupings
ortho-subgroups
ortho-subheadings
ortho-subjectively
ortho-submentalis
ortho-submissiveness
ortho-suboptimal
ortho-subsample
ortho-subscales
ortho-subserving
ortho-subsets
ortho-subside
ortho-subsides
ortho-subsiding
ortho-subskill
ortho-subskills
ortho-substanceinduced
ortho-substancerelated
ortho-substancespecific
ortho-substarice
ortho-substitutions
ortho-substsncg
ortho-subsume
ortho-subsumed
ortho-subterfuge
ortho-subtest
ortho-subtests
ortho-subthreshold
ortho-subtler

para-neurotoxin
para-neurotransmitter
para-neurotransmitters
para-neurotrophic
para-neurovegetative
para-neutralize
para-neutropenia
para-nevado
para-nevra
para-newcomer
para-neylan
para-nfiedlcation
para-nfiotives
para-nggi
para-niacin
para-nicasio
para-nickola
para-nicola
para-niculescu
para-nida
para-nidrome
para-nigg
para-nightmares
para-nighttime
para-niglitmare
para-nihilistic
para-niklas
para-nikulina
para-ninfa
para-nininger
para-nitrite
para-nitrites
para-nitrous
para-nitschke
para-nmda
para-nnetabolism
para-nnin
para-nock
para-noconsensus
para-noctumal
para-nocturia
para-nocturnal
para-nocturnus
para-nodding
para-nods
para-nof
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meta-guilherme
meta-guillemet
meta-guillermo
meta-gullibility
meta-gunderson
meta-gunshot
meta-gunshots
meta-gur
meta-gustatory
meta-gutman
meta-guzder
meta-gwenn
meta-gynecological
meta-gynephilic
meta-gyrus
meta-habitual
meta-habitually
meta-hachinski
meta-hackett
meta-hage
meta-haggard
meta-hagman
meta-haigh
meta-haircuts
meta-hairdresser
meta-hairpulling
meta-hairston
meta-hairstyles
meta-haji
meta-hales
meta-haliucinogen
meta-hallinarks
meta-hallmarks
meta-hallucinating
meta-hallucination
meta-hallucinations
meta-hallucinogen
meta-hallucinogenic
meta-hallucinogeninduced
meta-hallucinogenrelated
meta-hallucinogens
meta-haloperidol
meta-halos
meta-hamper
meta-hampered
meta-handicapping

ortho-catastrophe
ortho-catastrophes
ortho-catatonia
ortho-catatonic
ortho-catechol
ortho-catecholamines
ortho-categorically
ortho-categorization
ortho-categorize
ortho-catered
ortho-cathi
ortho-cathinones
ortho-cathryn
ortho-caudate
ortho-causality
ortho-causative
ortho-cautionary
ortho-cautioned
ortho-cavanagh
ortho-cavazos
ortho-caveat
ortho-caveats
ortho-cavendish
ortho-cavernosography
ortho-caywood
ortho-cbl
ortho-ccmd
ortho-ccs
ortho-ceasing
ortho-cecilia
ortho-cedilla
ortho-ceglie
ortho-celeste
ortho-cemin
ortho-censor
ortho-centeredness
ortho-centimeters
ortho-centrality
ortho-centrifugal
ortho-cerebellum
ortho-cerebrospinal
ortho-cerebrovascular
ortho-ceremonial
ortho-cerhan
ortho-certa
ortho-cesar

ortho-subtopic
ortho-subtracting
ortho-subtypes
ortho-subtyping
ortho-succinct
ortho-sudah
ortho-sufferings
ortho-sufficientiy
ortho-suffocation
ortho-sugary
ortho-suggestibility
ortho-suicidal
ortho-suicidality
ortho-suicides
ortho-suijaku
ortho-suk
ortho-sultzer
ortho-suman
ortho-summed
ortho-summergrad
ortho-summing
ortho-sunzeri
ortho-superimposed
ortho-superiority
ortho-supersede
ortho-supersedes
ortho-superstitions
ortho-superstitious
ortho-supine
ortho-suppes
ortho-supplicant
ortho-suppressant
ortho-suppressants
ortho-suppresses
ortho-suppressibility
ortho-suppressors
ortho-supranuclear
ortho-supraventricular
ortho-sureyya
ortho-surges
ortho-suris
ortho-surreptitious
ortho-surreptitiously
ortho-surrogate
ortho-survives
ortho-sushrut

para-noises
para-nomenclature
para-nomi
para-nomris
para-nonaccidental
para-nonadherence
para-nonaggressive
para-nonalphabetic
para-nonambiguous
para-nonambulatory
para-nonamnestic
para-nonanmestic
para-nonaxial
para-nonbarbiturate
para-nonbenzodiazepine
para-noncastrated
para-nonclinical
para-noncompliance
para-nonconfirming
para-nonconfonnity
para-nonconforming
para-nonconformity
para-nonconsenting
para-noncontact
para-nondamaging
para-nondelusional
para-nondependent
para-nondestructive
para-nondeveloped
para-nondisclosing
para-nondisordered
para-nonelinieal
para-nonergot
para-nonexclusive
para-nonfamilial
para-nonfatal
para-nonfemale
para-nonfluent
para-nonfood
para-nonfrail
para-nonfunctional
para-nongambling
para-nongenetic
para-nongenital
para-nongoal
para-nonhallucinatory
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meta-handicaps
meta-handwringing
meta-handwrite
meta-hansler
meta-haphazard
meta-happ
meta-hara
meta-harassed
meta-harassing
meta-harbors
meta-hardan
meta-harish
meta-hariton
meta-harmandayan
meta-harmed
meta-harmonization
meta-harmonize
meta-harmonizing
meta-harms
meta-harrell
meta-harshly
meta-hartlage
meta-hartman
meta-hartmann
meta-harwood
meta-hashish
meta-hasin
meta-hasty
meta-hatcher
meta-hatsukami
meta-hauger
meta-haughty
meta-haunt
meta-hauser
meta-haverly
meta-hawton
meta-hazelike
meta-hco
meta-healed
meta-healers
meta-healthrelated
meta-heartburn
meta-heartedness
meta-heckers
meta-hecox
meta-heddle

ortho-cfcu
ortho-cfi
ortho-chadwick
ortho-chalmers
ortho-chandraiah
ortho-characterizes
ortho-characterizing
ortho-charcot
ortho-chatlos
ortho-cheated
ortho-cheered
ortho-chemerinski
ortho-chemoresponsiveness
ortho-chemosensitivity
ortho-chemotherapeutic
ortho-cheniaux
ortho-chessick
ortho-chewed
ortho-chewing
ortho-cheyne
ortho-chiefly
ortho-chii
ortho-childfriendly
ortho-childhoodonset
ortho-childlike
ortho-chills
ortho-chir
ortho-chirman
ortho-chisholm
ortho-chloral
ortho-chlorpromazine
ortho-chmp
ortho-choking
ortho-cholecystokinin
ortho-choline
ortho-cholinergic
ortho-choosy
ortho-chorea
ortho-choreic
ortho-choreiform
ortho-choreoathetoid
ortho-choticism
ortho-chottera
ortho-christenson
ortho-christiansen
ortho-christianson

ortho-susi
ortho-suspecting
ortho-suspensions
ortho-suspiciousness
ortho-sustains
ortho-susto
ortho-suzette
ortho-swallowed
ortho-swanson
ortho-sweating
ortho-swedo
ortho-sweene
ortho-swerdlow
ortho-swineford
ortho-sydenham
ortho-syllables
ortho-symbolically
ortho-symmetrically
ortho-sympathectomy
ortho-sympathomimetic
ortho-sympathomimetics
ortho-symptomatic
ortho-symptomatically
ortho-synchronies
ortho-syncope
ortho-syndromal
ortho-syndromic
ortho-syndronne
ortho-synesthesias
ortho-synovitis
ortho-synthesized
ortho-syntonic
ortho-synuclein
ortho-synucleinopathies
ortho-synucleinopathy
ortho-systematized
ortho-tabletops
ortho-tachycardia
ortho-tachypnea
ortho-tackett
ortho-tactile
ortho-tactilely
ortho-taghizadeh
ortho-taijin
ortho-takotsubo
ortho-talcum

para-nonhallucinogen
para-nonhormonal
para-nonhuman
para-noninjurious
para-nonlewy
para-nonliteral
para-nonliving
para-nonmale
para-nonmalignant
para-nonmaltreatment
para-nonmedical
para-nonmedically
para-nonmelancholic
para-nonmonosymptomatic
para-nonmood
para-nonmotor
para-nonneuropsychiatric
para-nonparental
para-nonpartner
para-nonpathological
para-nonperformance
para-nonphysical
para-nonproblematic
para-nonproblematically
para-nonprogressive
para-nonpsychiatric
para-nonpsychotic
para-nonpurposive
para-nonreactivity
para-nonrelative
para-nonresident
para-nonresponse
para-nonrestorative
para-nonscarring
para-nonseasonal
para-nonsexuai
para-nonsexual
para-nonsignificant
para-nonsomatic
para-nonspecific
para-nonspoken
para-nonspousal
para-nonspouse
para-nonstereotyped
para-nonsteroidal
para-nonsubstance
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meta-heideman
meta-heighten
meta-heightened
meta-heinen
meta-heino
meta-heir
meta-heitkamp
meta-heizer
meta-helene
meta-hellings
meta-helmick
meta-helplessness
meta-helpseeking
meta-hematocrit
meta-hematoma
meta-hemiparesis
meta-hemoglobin
meta-hemorrhage
meta-hemorrhages
meta-hemorrhoids
meta-hendrick
meta-hendry
meta-hepatic
meta-hepatomegaly
meta-herbicides
meta-herckner
meta-heritabilities
meta-heritability
meta-hermosillo
meta-hernia
meta-herzog
meta-hesitantly
meta-hesitation
meta-heterogeneity
meta-heterosexual
meta-hettema
meta-heuristic
meta-hia
meta-hiatal
meta-hic
meta-hich
meta-hickey
meta-hideous
meta-highattention
meta-highdose
meta-highnormal

ortho-christophe
ortho-chromatin
ortho-chromosomal
ortho-chromosomes
ortho-chronicity
ortho-chrzanowski
ortho-chsnggs
ortho-chui
ortho-chyristianne
ortho-ciassification
ortho-cibih
ortho-cicatricial
ortho-ciccone
ortho-cih
ortho-ciinicai
ortho-ciinical
ortho-cille
ortho-cim
ortho-cinapter
ortho-ciomek
ortho-cip
ortho-cipitants
ortho-circadian
ortho-circuitries
ortho-circumlocutions
ortho-circumscribed
ortho-circumstantial
ortho-cirona
ortho-cirrhosis
ortho-civi
ortho-civilly
ortho-cjd
ortho-ckl
ortho-ckle
ortho-clairvoyance
ortho-clarifies
ortho-clarifying
ortho-classed
ortho-classifiable
ortho-classifying
ortho-clausell
ortho-cleft
ortho-clevenger
ortho-clh
ortho-clieyne
ortho-climbs

ortho-talkable
ortho-talkative
ortho-talkativeness
ortho-tamar
ortho-tamara
ortho-tami
ortho-tamoxifen
ortho-tampon
ortho-tampons
ortho-tandon
ortho-tangential
ortho-tangentiality
ortho-tangles
ortho-tania
ortho-tannock
ortho-tansvestic
ortho-tantrum
ortho-tantrums
ortho-taper
ortho-tapered
ortho-tarbell
ortho-tarcia
ortho-tardbp
ortho-tardif
ortho-tardiness
ortho-tardive
ortho-tars
ortho-tarves
ortho-tasked
ortho-tasneem
ortho-tatarchuk
ortho-tattooing
ortho-tavares
ortho-taylere
ortho-tbi
ortho-tbis
ortho-tctj
ortho-tdo
ortho-tearful
ortho-tearfulness
ortho-teasing
ortho-teater
ortho-tebbs
ortho-tegmental
ortho-teic
ortho-tejal

para-nonsuicidal
para-nonthreatening
para-nontolerant
para-nontransient
para-nontraumatic
para-nontrivial
para-nontwin
para-nonuse
para-nonusers
para-nonvaginal
para-nonvegetative
para-nonviolent
para-nonvisual
para-noreen
para-norepinephrine
para-normality
para-normative
para-normatively
para-normed
para-normocapneic
para-normophihc
para-normophilic
para-nosological
para-nosology
para-nostrils
para-notations
para-notic
para-nourishment
para-nowak
para-nown
para-noxiousness
para-nptoms
para-nrem
para-ntiptoms
para-nuchae
para-nulliparous
para-numbing
para-numbness
para-numeracy
para-nunes
para-nunez
para-nurture
para-nussbaum
para-nutritionally
para-nyhan
para-nystagmus
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meta-highrisk
meta-hinders
meta-hinman
meta-hinton
meta-hippocampal
meta-hippocampus
meta-hirschsprung
meta-hirsute
meta-histopathological
meta-histrionic
meta-hivinfected
meta-hke
meta-hla
meta-hlnl
meta-hoang
meta-hoard
meta-hoarded
meta-hoarding
meta-hoards
meta-hochang
meta-hoek
meta-hofmann
meta-hoge
meta-holaway
meta-holcomb
meta-hollander
meta-holloman
meta-holter
meta-holve
meta-homebound
meta-homemaker
meta-homeostatic
meta-homesick
meta-homicidal
meta-homicides
meta-homocysteine
meta-homocystinuria
meta-homogeneity
meta-homophobia
meta-homozygous
meta-honorfinancial
meta-hookahs
meta-hopeless
meta-hormonal
meta-horowitz
meta-horrific

ortho-clinging
ortho-cliniciai
ortho-clinician
ortho-clinicopathological
ortho-clir
ortho-clitoral
ortho-cll
ortho-cloacal
ortho-clonic
ortho-clonidine
ortho-closeness
ortho-closets
ortho-clostridium
ortho-clothed
ortho-clozapine
ortho-cluff
ortho-clumsiness
ortho-clustered
ortho-cluttered
ortho-cnown
ortho-cobwebs
ortho-coccaro
ortho-cockfights
ortho-cocking
ortho-cocky
ortho-codable
ortho-codefirst
ortho-codeine
ortho-coello
ortho-coerce
ortho-coerced
ortho-coercing
ortho-coercive
ortho-coexist
ortho-coexisting
ortho-coexists
ortho-cofactors
ortho-cognitions
ortho-cognitively
ortho-cognizant
ortho-cogrutive
ortho-cohabit
ortho-cohesive
ortho-cohorts
ortho-coincide
ortho-coincided

ortho-telekinesis
ortho-telemetric
ortho-telemetry
ortho-telepathy
ortho-telephoning
ortho-telogen
ortho-temazepam
ortho-temperament
ortho-temperamental
ortho-temperaments
ortho-tempered
ortho-temporally
ortho-temporoparietal
ortho-tendencies
ortho-tenderness
ortho-tending
ortho-tenseness
ortho-tensing
ortho-tensor
ortho-teratogen
ortho-teratogenic
ortho-teratogens
ortho-terence
ortho-terrell
ortho-terrence
ortho-terrie
ortho-tess
ortho-testicular
ortho-tetanus
ortho-tetrahydropyridine
ortho-tfie
ortho-tgcl
ortho-thalamus
ortho-thalia
ortho-thc
ortho-theatricality
ortho-thelen
ortho-thematically
ortho-therese
ortho-thermoregulation
ortho-thes
ortho-thg
ortho-thibault
ortho-thiethylperazine
ortho-thiht
ortho-thilly

para-oanh
para-oast
para-objectively
para-objectivity
para-obliquely
para-obliteration
para-oblivious
para-obscenities
para-obscured
para-obsen
para-observable
para-observances
para-observational
para-observes
para-obsessing
para-obsessional
para-obsessions
para-obsessive
para-obsessivecompulsive
para-obsessively
para-obsgssivg
para-obstetric
para-obstetrical
para-obstruct
para-obstructed
para-obstructing
para-obstructions
para-obtundation
para-obviates
para-occasioning
para-occhiu
para-occupationali
para-occupationally
para-ocd
para-ocular
para-oculography
para-oculogyric
para-oddness
para-oderate
para-odors
para-odromal
para-ofer
para-offend
para-offending
para-oftens
para-ohayon
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meta-hospitalization
meta-hospitalizations
meta-hostilities
meta-hostility
meta-housebound
meta-housework
meta-hov
meta-hsu
meta-htigious
meta-httle
meta-htv
meta-huegel
meta-humanmade
meta-humiliated
meta-humiliating
meta-humility
meta-humke
meta-humpreys
meta-hunches
meta-hundt
meta-huntingtin
meta-huss
meta-hussainee
meta-husseini
meta-hwa
meta-hydantoin
meta-hydrate
meta-hydrocarbon
meta-hydrocarbons
meta-hydrocephalus
meta-hydroxysteroid
meta-hygienic
meta-hyman
meta-hymowitz
meta-hynes
meta-hyperactive
meta-hyperactiveimpulsive
meta-hyperactivity
meta-hyperacusis
meta-hyperadrenocorticism
meta-hyperamylasemia
meta-hyperarousal
meta-hypercalcemia
meta-hypercapneic
meta-hypercapnic
meta-hypercarbia

ortho-coincident
ortho-coincidentally
ortho-coincides
ortho-coinciding
ortho-coined
ortho-coinpiilsive
ortho-coira
ortho-coitus
ortho-coker
ortho-colbom
ortho-coldness
ortho-collaborating
ortho-collapsing
ortho-collectivistic
ortho-collin
ortho-colloquialism
ortho-colman
ortho-colorless
ortho-cols
ortho-comatose
ortho-combativeness
ortho-combing
ortho-comeal
ortho-comforting
ortho-commandeer
ortho-commensurate
ortho-commimicating
ortho-commimication
ortho-commimltv
ortho-commonalities
ortho-communicates
ortho-communicative
ortho-comorbid
ortho-comorbidities
ortho-comorbidity
ortho-comorbidly
ortho-comorbldlty
ortho-comotbid
ortho-compel
ortho-compendium
ortho-compensatory
ortho-competences
ortho-compiex
ortho-completions
ortho-complicate
ortho-complicates

ortho-thinned
ortho-thinner
ortho-thinning
ortho-thirst
ortho-thiruneermalai
ortho-thoman
ortho-thomason
ortho-thome
ortho-thomton
ortho-thorp
ortho-thoughtless
ortho-threefold
ortho-throbbing
ortho-thrombocytopenia
ortho-thrusting
ortho-thunderstorms
ortho-thunfors
ortho-thurm
ortho-thyrotoxicosis
ortho-thyroxine
ortho-tibialis
ortho-tics
ortho-tids
ortho-tiefer
ortho-tife
ortho-tightening
ortho-tihalia
ortho-tiiat
ortho-tiie
ortho-tille
ortho-tillery
ortho-timetables
ortho-timid
ortho-timidity
ortho-tingling
ortho-tinnitus
ortho-tio
ortho-tionnaire
ortho-tippey
ortho-tiptoes
ortho-tirades
ortho-tiredness
ortho-tirelessly
ortho-tirumalasetty
ortho-titers
ortho-titration

para-ohr
para-ojo
para-oland
para-olanzapine
para-oleson
para-olfactory
para-olga
para-oligodendrocyte
para-olincy
para-omen
para-ona
para-onehalf
para-onerous
para-onethird
para-onetime
para-onno
para-ono
para-onslow
para-opalesky
para-operationalized
para-ophthalmological
para-ophthalmoplegia
para-opiate
para-opiates
para-opinionated
para-opioidinduced
para-opioidrelated
para-opioids
para-opisthotonus
para-opportunistic
para-opposites
para-oppositional
para-optimally
para-orally
para-orbitofrontal
para-orderliness
para-ordinaiy
para-ordinarily
para-orexin
para-organophosphate
para-orientations
para-orienting
para-oroblems
para-oropharyngeal
para-oropharynx
para-orphanages
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meta-hypercarotenemia
meta-hypercholesterolemia
meta-hyperextensible
meta-hyperintensities
meta-hypermetabolic
meta-hypermetabolism
meta-hypermobility
meta-hyperorality
meta-hyperparathyroidism
meta-hyperperfectionism
meta-hyperplasia
meta-hyperprolactinemia
meta-hyperpyrexia
meta-hyperreactivity
meta-hyperresponsibility
meta-hypersensitive
meta-hypersensitivity
meta-hypersexuality
meta-hypersomjiolence
meta-hypersomnia
meta-hypersomnoience
meta-hypersomnolence
meta-hypersoninolence
meta-hypersonmia
meta-hypersonnnia
meta-hypersonrmolence
meta-hypertelorism
meta-hyperthermia
meta-hypertrophy
meta-hyperventilation
meta-hypervigilance
meta-hypervigilant
meta-hypnohc
meta-hypnopompic
meta-hypnotic
meta-hypnotics
meta-hypo
meta-hypoactive
meta-hypoadrenocorticism
meta-hypoalbuminemia
meta-hypocapneic
meta-hypocapnia
meta-hypochloremia
meta-hypochondriacal
meta-hypocretin
meta-hypoemotionahty

ortho-complicating
ortho-compounding
ortho-comprehend
ortho-comprehending
ortho-comprehensibility
ortho-comprehensible
ortho-comprehensiveness
ortho-compressing
ortho-compromises
ortho-compulsion
ortho-compulsions
ortho-compulsive
ortho-compulsively
ortho-comt
ortho-conaway
ortho-conceal
ortho-conceive
ortho-conceptions
ortho-conceptualization
ortho-conceptualizations
ortho-conceptualized
ortho-conceptually
ortho-concomitant
ortho-concomitants
ortho-concordant
ortho-concurrently
ortho-concussions
ortho-condescending
ortho-condon
ortho-conductance
ortho-conduction
ortho-confabulate
ortho-confabulatory
ortho-confer
ortho-confers
ortho-confidants
ortho-confide
ortho-configurai
ortho-conflicted
ortho-confluent
ortho-confronting
ortho-confronts
ortho-confuse
ortho-confusional
ortho-congest
ortho-congestive

ortho-tiv
ortho-tivg
ortho-tjoa
ortho-tliat
ortho-tlie
ortho-tliere
ortho-tliey
ortho-tliis
ortho-tlu
ortho-tlustos
ortho-tobaccoinduced
ortho-tobaccorelated
ortho-tobe
ortho-toddlerhood
ortho-tohen
ortho-toileting
ortho-tojuana
ortho-tolin
ortho-toluene
ortho-tomboyism
ortho-tomography
ortho-tonal
ortho-tong
ortho-tongues
ortho-tonic
ortho-tonsillar
ortho-tonsils
ortho-tonsure
ortho-tonya
ortho-topography
ortho-tore
ortho-tormented
ortho-torrance
ortho-torrey
ortho-torrisi
ortho-torry
ortho-torticollis
ortho-tose
ortho-totaled
ortho-touchstone
ortho-touchy
ortho-tourette
ortho-towery
ortho-toxicants
ortho-toxicities
ortho-toxicological

para-orthodontia
para-orthodoxy
para-orthopnea
para-orthostasis
para-osa
para-oscillations
para-ose
para-oseless
para-oses
para-osiol
para-osteoarthritis
para-osteopenia
para-ostracism
para-osvchiatric
para-othei
para-othena
para-othenvise
para-othenwise
para-otiier
para-otiiers
para-ounter
para-outbreaks
para-outburst
para-outbursts
para-outlooks
para-outnumber
para-outpatients
para-outset
para-outsider
para-outsiders
para-outwardly
para-overabstract
para-overactivity
para-overanxious
para-overarching
para-overaroused
para-overattribute
para-overconcem
para-overconcemed
para-overconcrete
para-overconfidence
para-overconnection
para-overconscientious
para-overcrowding
para-overdiagnose
para-overdiagnosed
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meta-hypoemotionality
meta-hypoglycemia
meta-hypogonadal
meta-hypogonadism
meta-hypokalemia
meta-hypomagnesemia
meta-hypomania
meta-hypomanias
meta-hypomanic
meta-hypomanie
meta-hypomar
meta-hyponatremia
meta-hypoparathyroidism
meta-hypophosphatemia
meta-hypophosphorylation
meta-hypopnea
meta-hypopneas
meta-hypopneic
meta-hyporeactivity
meta-hyposensitive
meta-hypotension
meta-hypothalamic
meta-hypothermia
meta-hypothyroidism
meta-hypotonia
meta-hypoventilation
meta-hypoxemic
meta-hypoxia
meta-hypoxic
meta-hypozincemia
meta-hysterectomy
meta-hysterical
meta-hysterically
meta-iagnostic
meta-iatrogenic
meta-ibarra
meta-ibrahim
meta-ical
meta-icd
meta-icf
meta-icit
meta-icnown
meta-icsd
meta-ictal
meta-ictally
meta-idalia

ortho-congruent
ortho-conible
ortho-conjunctival
ortho-conmiunity
ortho-connmon
ortho-connotation
ortho-connote
ortho-conrmion
ortho-conrmiunication
ortho-conscientiousness
ortho-consciously
ortho-consented
ortho-consenting
ortho-considerakjle
ortho-consonants
ortho-conspired
ortho-constellation
ortho-constellations
ortho-constipation
ortho-constituting
ortho-constrain
ortho-constricted
ortho-constriction
ortho-constructional
ortho-constructionist
ortho-constructions
ortho-consumes
ortho-contaly
ortho-contemporaneously
ortho-contemptuous
ortho-continence
ortho-continuance
ortho-contours
ortho-contraceptives
ortho-contracture
ortho-contradict
ortho-contradictory
ortho-contradistinction
ortho-contralateral
ortho-contrasted
ortho-contrasts
ortho-contributory
ortho-controiied
ortho-contusion
ortho-conunent
ortho-conununities

ortho-toxin
ortho-toxocariasis
ortho-toxoplasmosis
ortho-trachman
ortho-traci
ortho-trajectories
ortho-tramautic
ortho-transactive
ortho-transcultural
ortho-transferrin
ortho-transiently
ortho-transitioned
ortho-transporation
ortho-transurethral
ortho-transvestic
ortho-transvestism
ortho-traum
ortho-traumaand
ortho-traumas
ortho-traumatized
ortho-traumatizing
ortho-travails
ortho-treacher
ortho-treatable
ortho-trembling
ortho-tremor
ortho-tremors
ortho-tremulousness
ortho-triad
ortho-triais
ortho-triazolam
ortho-tric
ortho-tricamo
ortho-trichoscopy
ortho-trichotillomania
ortho-triciiotiiiomania
ortho-tricycle
ortho-triggering
ortho-triglycerides
ortho-triiodothyronine
ortho-trilng
ortho-trimester
ortho-trimethobenzamide
ortho-trincleotide
ortho-trinucleotide
ortho-triphasic

para-overdiagnosis
para-overdoses
para-overdosing
para-overdue
para-overeating
para-overelaborate
para-overemphasized
para-overemphasizes
para-overestimate
para-overestimation
para-overfamiliarity
para-overgeneralize
para-overinvolvement
para-overlooks
para-overpreparing
para-overprotection
para-overprotective
para-overreport
para-overrepresented
para-overs
para-overseeing
para-oversleeping
para-overstimulating
para-overstraining
para-overtly
para-overuse
para-overvaluatipn
para-overvalued
para-overweening
para-overwhelmingly
para-overwhelms
para-overwork
para-overzealous
para-oxazepam
para-oxidase
para-oxycodone
para-ozonoff
para-pacha
para-pacing
para-paddling
para-pae
para-pai
para-painfully
para-painstaking
para-palate
para-paleness
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meta-ideahon
meta-idealize
meta-idealized
meta-ideation
meta-ideational
meta-ideologies
meta-idiom
meta-idiomatic
meta-idioms
meta-idiopathic
meta-idiosyncratic
meta-idos
meta-iemperamental
meta-ierate
meta-iers
meta-iess
meta-ihat
meta-ihe
meta-iibitors
meta-iificantly
meta-iiii
meta-iilce
meta-iilll
meta-iimer
meta-iindividuali
meta-iip
meta-iiwestigator
meta-ikram
meta-ild
meta-ileana
meta-ilechukwu
meta-ilhiess
meta-ili
meta-illintent
meta-illiteracy
meta-ills
meta-illustrative
meta-imable
meta-imanic
meta-imbalance
meta-imbalanced
meta-imbalances
meta-imdemutrition
meta-imder
meta-imderstanding
meta-imild

ortho-convene
ortho-conventionally
ortho-convergent
ortho-converging
ortho-conversational
ortho-conversing
ortho-conveyed
ortho-conveying
ortho-conveys
ortho-conwell
ortho-cooccurrence
ortho-cooperstein
ortho-coordinahon
ortho-copd
ortho-coprolalia
ortho-coprophilia
ortho-copropraxia
ortho-copulation
ortho-coquettish
ortho-corbelle
ortho-corbett
ortho-cordova
ortho-cormecting
ortho-cormnon
ortho-corpses
ortho-corpuscular
ortho-corrects
ortho-correlate
ortho-correlates
ortho-corroborate
ortho-corroborative
ortho-cortical
ortho-cortices
ortho-corticobasal
ortho-corticosteroids
ortho-cortisol
ortho-costumed
ortho-cotinine
ortho-coughing
ortho-counterattack
ortho-counterexample
ortho-countis
ortho-courtship
ortho-coury
ortho-covariance
ortho-covariates

ortho-tripling
ortho-triptans
ortho-trisha
ortho-trismus
ortho-trisomy
ortho-triviality
ortho-tro
ortho-trobaugh
ortho-troemel
ortho-tropulsion
ortho-troublesome
ortho-troubling
ortho-truancy
ortho-truant
ortho-trusting
ortho-trustworthiness
ortho-tsai
ortho-tsuang
ortho-tsychotic
ortho-ttie
ortho-tuberculin
ortho-tuch
ortho-tulshi
ortho-tumescence
ortho-tumoral
ortho-ture
ortho-turgidity
ortho-turmoil
ortho-tweezers
ortho-twitching
ortho-twofold
ortho-txco
ortho-typography
ortho-uated
ortho-uei
ortho-ugliness
ortho-uj
ortho-ulanday
ortho-ulcers
ortho-ullman
ortho-ulrich
ortho-ultrasonography
ortho-umi
ortho-unabated
ortho-unacceptably
ortho-unaccompanied

para-paley
para-palilalia
para-palliation
para-pallor
para-palpation
para-palpitations
para-palsies
para-palsy
para-pancreatitis
para-pandas
para-pangs
para-panicking
para-papenwork
para-papetti
para-paracetamol
para-paradoxical
para-paradoxically
para-parahippocampal
para-paralikar
para-parallels
para-paralyses
para-paralysis
para-paraneoplastic
para-paranoia
para-paraphernalia
para-paraphilia
para-paraphilias
para-paraphilic
para-paraphilically
para-parapkilic
para-parasite
para-parasitosis
para-parasomnia
para-parasomnias
para-parenchymal
para-parenteral
para-parenthetical
para-parenthetically
para-paresthesias
para-pargyline
para-parietal
para-parikh
para-parkinsonian
para-parkinsonism
para-parkir
para-parltinson
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meta-imipramine
meta-immaterial
meta-immature
meta-immaturities
meta-immaturity
meta-immobility
meta-immunocompromise
meta-immunodeficiency
meta-immunological
meta-immunosorbent
meta-immunosuppressant
meta-immunosuppression
meta-immutable
meta-imoderate
meta-imoortant
meta-imoving
meta-impaction
meta-impair
meta-impairing
meta-impairments
meta-impairs
meta-impatience
meta-impatient
meta-impede
meta-impeded
meta-impedes
meta-impending
meta-imperceptibly
meta-imperfect
meta-imperfections
meta-implausible
meta-implying
meta-imposition
meta-impostor
meta-impoverished
meta-impoverishment
meta-impractic
meta-impractical
meta-impressing
meta-impressionability
meta-impressionistic
meta-improvise
meta-imptuse
meta-impuise
meta-impuisivity
meta-impulsecontrol

ortho-covariation
ortho-covertness
ortho-covet
ortho-cowardly
ortho-coworkers
ortho-cphc
ortho-crackles
ortho-craddock
ortho-cramps
ortho-cranial
ortho-craniofacial
ortho-cranium
ortho-cranky
ortho-crauciuc
ortho-crave
ortho-craving
ortho-cravings
ortho-crawling
ortho-creeping
ortho-creighton
ortho-crescendodecrescendo
ortho-creutzfeldt
ortho-crg
ortho-criminality
ortho-criteha
ortho-crohn
ortho-crossculturally
ortho-crossdressed
ortho-crossfield
ortho-cru
ortho-cruelly
ortho-cryptococcal
ortho-cryptococcosis
ortho-cryptococcus
ortho-csl
ortho-cued
ortho-cuitural
ortho-cuiture
ortho-culhire
ortho-cullen
ortho-culmination
ortho-culp
ortho-cults
ortho-cultursl
ortho-culty
ortho-cumulatively

ortho-unaffected
ortho-unanticipated
ortho-unappealing
ortho-unappreciated
ortho-unattainability
ortho-unattractive
ortho-unavoidable
ortho-unawareness
ortho-unbidden
ortho-uncharacteristic
ortho-uncluttered
ortho-uncomfortably
ortho-uncommonly
ortho-uncomplicated
ortho-unconcerned
ortho-uncongenial
ortho-unconsciousness
ortho-uncontrollable
ortho-uncontrollably
ortho-uncontrolled
ortho-unconventional
ortho-uncorrected
ortho-unde
ortho-underachievement
ortho-undercontrolled
ortho-underdeveloped
ortho-underdiagnose
ortho-underdiagnosed
ortho-underdiagnosis
ortho-underestimate
ortho-underestimated
ortho-underestimates
ortho-underestimation
ortho-undergarments
ortho-undergone
ortho-underlie
ortho-undermining
ortho-undernourished
ortho-underpins
ortho-underreport
ortho-underreporting
ortho-underrepresented
ortho-underscores
ortho-underspecified
ortho-underweight
ortho-undeserving

para-parotid
para-paroxetine
para-paroxysm
para-parroting
para-parrotlike
para-partialism
para-particularity
para-parting
para-partnered
para-paruresis
para-passively
para-passivity
para-pastimes
para-patchy
para-pate
para-patel
para-patency
para-paternal
para-pathogenesis
para-pathogenetic
para-pathogenic
para-pathognomonic
para-pathoiogicai
para-pathological
para-pathologically
para-pathologies
para-pathologize
para-pathologized
para-pathophysiological
para-pathophysiology
para-patrece
para-patrice
para-patronizing
para-patterned
para-patterning
para-paucity
para-paulette
para-paulsen
para-paulson
para-pauses
para-pautz
para-pavor
para-pbk
para-pco
para-pcp
para-peaking
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meta-impulses
meta-impulsive
meta-impulsively
meta-impulsiveness
meta-impulsivity
meta-imraan
meta-imreality
meta-imspecified
meta-ina
meta-inaccessibility
meta-inaccuracy
meta-inactivity
meta-inadequacy
meta-inadequately
meta-inadvertent
meta-inancial
meta-inanimate
meta-inappropriately
meta-inasmuch
meta-inattention
meta-inattentive
meta-inauthentic
meta-inborn
meta-incapable
meta-incapacitated
meta-incapacitating
meta-incapacitation
meta-incapacity
meta-incarcerated
meta-incarceration
meta-incessant
meta-incipient
meta-incite
meta-inciuding
meta-incoherence
meta-incoherent
meta-incompatibility
meta-incompetence
meta-incompleteness
meta-incomprehensible
meta-incongruence
meta-incongruent
meta-inconsequential
meta-inconsistency
meta-inconsistently
meta-inconsolable

ortho-cushing
ortho-cuthbert
ortho-cutoff
ortho-cutpoint
ortho-cuyar
ortho-cyclical
ortho-cyclohexamine
ortho-cyclosporine
ortho-cyclothymia
ortho-cyclothymic
ortho-cyclotiiymic
ortho-cynical
ortho-cytokines
ortho-cytology
ortho-cytotoxic
ortho-dabrick
ortho-dagga
ortho-daime
ortho-dalder
ortho-damiaan
ortho-dampened
ortho-dampening
ortho-danenberg
ortho-dang
ortho-danielak
ortho-daphne
ortho-darci
ortho-darcy
ortho-darken
ortho-darlene
ortho-darnall
ortho-darrel
ortho-darryl
ortho-darting
ortho-daskalakis
ortho-dassori
ortho-datta
ortho-dauro
ortho-dav
ortho-daywork
ortho-daze
ortho-dazed
ortho-dbms
ortho-dcm
ortho-deadness
ortho-deafness

ortho-undesirability
ortho-undesirable
ortho-undesired
ortho-undetectable
ortho-undetected
ortho-undetermined
ortho-undgrst
ortho-undiagnosed
ortho-undifferentiated
ortho-undistorted
ortho-undisturbed
ortho-unduly
ortho-uneasiness
ortho-unemotional
ortho-unempathic
ortho-unending
ortho-unequivocal
ortho-uneven
ortho-unexpectedly
ortho-unexpectedness
ortho-unexplained
ortho-unfairly
ortho-unfaithful
ortho-unfamiliarity
ortho-unfilled
ortho-unflattering
ortho-unfocused
ortho-unforgiving
ortho-unfulfilled
ortho-ungrounded
ortho-unhappiness
ortho-unhelpful
ortho-unidimensional
ortho-unidirectional
ortho-unilateral
ortho-unimportant
ortho-uninformative
ortho-uninformed
ortho-uninte
ortho-unintelligent
ortho-unintended
ortho-unintentional
ortho-unintentionally
ortho-uninterrupted
ortho-uninvited
ortho-unipolar

para-pearlstein
para-pebbles
para-peculiarities
para-pedaling
para-pedophile
para-pedophilia
para-pedophilic
para-peele
para-peering
para-peioonality
para-pelham
para-pena
para-penal
para-penectomy
para-penetrant
para-penetrating
para-penile
para-pennington
para-peralta
para-perceives
para-perceiving
para-percentiles
para-perceptible
para-perceptual
para-perelman
para-pereonality
para-perfectionism
para-perfectionist
para-perforated
para-perforation
para-perfusion
para-periand
para-perimenopause
para-perinasal
para-perinatal
para-perioral
para-peripartum
para-peristent
para-perisylvian
para-peritraumatic
para-perivoliotis
para-perlis
para-perlman
para-permanence
para-perminder
para-pernicious
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meta-inconspicuously
meta-incontinence
meta-incontrovertible
meta-inconveniences
meta-incoordination
meta-inculcate
meta-incurring
meta-indecent
meta-indecision
meta-indecisiveness
meta-independentiy
meta-indifferent
meta-indignation
meta-indiscretions
meta-indiscriminate
meta-indiscriminately
meta-indisposition
meta-indistinguishable
meta-individu
meta-individuai
meta-individualize
meta-individualized
meta-indoctrination
meta-indoleamines
meta-inducgcl
meta-inducing
meta-indulge
meta-industrialized
meta-inedibles
meta-ineffectiveness
meta-ineffectual
meta-inept
meta-ineptitude
meta-inequities
meta-inertia
meta-inexhaustibility
meta-inexperience
meta-inexplicable
meta-inextricably
meta-infancy
meta-infanticide
meta-infantile
meta-infarct
meta-infarction
meta-infarcts
meta-infeasible

ortho-dealmeida
ortho-deanna
ortho-debakey
ortho-debatable
ortho-debause
ortho-debilitating
ortho-debility
ortho-decaying
ortho-deceit
ortho-deceitful
ortho-deceitfulness
ortho-deceive
ortho-deceived
ortho-deceiving
ortho-deceleration
ortho-deceptive
ortho-deceptively
ortho-decerebrate
ortho-decidedly
ortho-deciliter
ortho-declarative
ortho-decompensation
ortho-decorticate
ortho-decrements
ortho-deepak
ortho-deepika
ortho-defaulting
ortho-defecating
ortho-defecation
ortho-defectiveness
ortho-defer
ortho-deference
ortho-deferential
ortho-defers
ortho-defiance
ortho-defiant
ortho-deficii
ortho-defidt
ortho-defies
ortho-definitional
ortho-deflated
ortho-deformed
ortho-deformity
ortho-defy
ortho-degeneration
ortho-degraded

ortho-unitary
ortho-unjustified
ortho-unkempt
ortho-unknovm
ortho-unknowingly
ortho-unl
ortho-unlikable
ortho-unlinked
ortho-unmanageable
ortho-unmarried
ortho-unmask
ortho-unmotivated
ortho-unnatural
ortho-unneeded
ortho-unnoticed
ortho-unplanned
ortho-unpredictability
ortho-unprotected
ortho-unrealistic
ortho-unrealistically
ortho-unreality
ortho-unreasonably
ortho-unreceptive
ortho-unrecognized
ortho-unrefreshing
ortho-unreliable
ortho-unremitting
ortho-unresponsive
ortho-unresponsiveness
ortho-unrestrained
ortho-unsanitary
ortho-unsatisfactory
ortho-unsatisfying
ortho-unscrupulous
ortho-unselected
ortho-unsightly
ortho-unsteady
ortho-unstructured
ortho-unsuspecting
ortho-untimed
ortho-untoward
ortho-untreated
ortho-untrustworthy
ortho-unusable
ortho-unvs
ortho-unwarranted

para-perpetrator
para-perpetrators
para-perpetuating
para-perpetuation
para-perplexing
para-persecuted
para-persecutory
para-perseverant
para-perseverate
para-perseverative
para-persisjence
para-persisted
para-persists
para-personahty
para-personaliiy
para-personified
para-perspiration
para-pertain
para-pertains
para-perturbations
para-perturbed
para-pervasiveness
para-pessimism
para-pessimistic
para-pessin
para-petechiae
para-petechial
para-peteet
para-peterman
para-petrakis
para-petrova
para-petry
para-pfeffer
para-pflugardt
para-pggdiriq
para-phalloplasty
para-pharmacodynamic
para-pharmacokinetic
para-pharmacokinetics
para-pharmacological
para-pharmacotherapy
para-pharyngeal
para-phasic
para-phencychdine
para-phencyclidineinduced
para-phencyclidines
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meta-infects
meta-inferences
meta-inferred
meta-infestation
meta-infested
meta-infidelity
meta-inflate
meta-inflated
meta-inflection
meta-inflexibility
meta-inflexible
meta-inflict
meta-inflicted
meta-inflicting
meta-infliction
meta-inflicts
meta-informant
meta-infrequency
meta-infrequent
meta-infrequently
meta-ingest
meta-ingested
meta-ingestion
meta-ingestions
meta-ingratiation
meta-inhalantinduced
meta-inhalantrelated
meta-inhalants
meta-inhaled
meta-inheriting
meta-inhibitions
meta-inhibitory
meta-inihal
meta-initialencounter
meta-initiates
meta-injecting
meta-injure
meta-injurious
meta-innervation
meta-inordinate
meta-inpatients
meta-inquires
meta-insecticide
meta-insensitive
meta-insensitivity
meta-insidious

ortho-degrading
ortho-dehrium
ortho-dehydration
ortho-deiirium
ortho-deities
ortho-deity
ortho-deiusionai
ortho-dejected
ortho-dejohn
ortho-delaney
ortho-delatorre
ortho-delaurentis
ortho-deleene
ortho-deleterious
ortho-deliberation
ortho-deliberative
ortho-delimited
ortho-delineated
ortho-delineation
ortho-delinquent
ortho-delirious
ortho-delirium
ortho-delmonico
ortho-deluca
ortho-delusion
ortho-delusionai
ortho-delusional
ortho-delusions
ortho-demarcated
ortho-demeaning
ortho-demeanor
ortho-dementias
ortho-dementing
ortho-demonstrable
ortho-demoralization
ortho-demotion
ortho-demyelinating
ortho-denckla
ortho-denervation
ortho-dennehy
ortho-denner
ortho-denney
ortho-dennihan
ortho-denoting
ortho-denys
ortho-depaulo

ortho-unwavering
ortho-unwillingness
ortho-unwitting
ortho-upbringing
ortho-upsets
ortho-upsetting
ortho-upsurge
ortho-urea
ortho-uremia
ortho-urgently
ortho-uric
ortho-urinating
ortho-urination
ortho-uring
ortho-urispecified
ortho-urological
ortho-urophilia
ortho-ursano
ortho-usages
ortho-usefully
ortho-ussler
ortho-usu
ortho-usuauy
ortho-utterances
ortho-uttering
ortho-vacillating
ortho-vaginismus
ortho-vaginoplasty
ortho-vaiscular
ortho-valence
ortho-valentina
ortho-valerio
ortho-valias
ortho-validating
ortho-validators
ortho-valosin
ortho-valproate
ortho-valsalva
ortho-vandalism
ortho-vandalizing
ortho-vanderlip
ortho-vanishingly
ortho-vann
ortho-vaporization
ortho-vaporized
ortho-vardi

para-phenelzine
para-phenocopy
para-phenomenological
para-phenomenology
para-phenotypes
para-phenotypic
para-phenotypically
para-phenyl
para-phenylalkylamines
para-phenylephrine
para-phenylethylamine
para-phenylketonuria
para-pheochromocytoma
para-phillippo
para-phobia
para-phobias
para-phobic
para-phonemes
para-phonological
para-phosphatase
para-phosphenes
para-phospho
para-phosphokinase
para-phosphorylated
para-photoplethysmography
para-photosensitivity
para-phq
para-phrasing
para-physiologically
para-physique
para-pica
para-picchietti
para-picicing
para-pickles
para-picky
para-picl
para-piek
para-pieper
para-pikonis
para-pilar
para-piled
para-pimples
para-pinals
para-pinching
para-pineda
para-pinpoint
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meta-insiglit
meta-insincere
meta-insipidus
meta-insistence
meta-insomnias
meta-insomr
meta-insonrmia
meta-instabilities
meta-institutionalization
meta-institutionalized
meta-insufficiency
meta-insufficiently
meta-insular
meta-insulted
meta-insults
meta-insurmountable
meta-intal
meta-inte
meta-inteliectual
meta-intellectually
meta-intelligibility
meta-intelligible
meta-intemet
meta-intensely
meta-intensification
meta-intensify
meta-intensities
meta-intentionality
meta-inteq
meta-interacts
meta-intercultural
meta-intercurrent
meta-interferes
meta-interfering
meta-interferon
meta-intergenerational
meta-intergenic
meta-interian
meta-interictal
meta-intermarriage
meta-intermixing
meta-internalization
meta-internalized
meta-internalizing
meta-internationai
meta-internment

ortho-dependents
ortho-depersonaliza
ortho-depersonalized
ortho-depicting
ortho-depleted
ortho-deprecating
ortho-depress
ortho-depressant
ortho-depressants
ortho-depressions
ortho-depressive
ortho-deprgssivg
ortho-deprives
ortho-depvessive
ortho-derailment
ortho-derangements
ortho-dereahzation
ortho-dereallzation
ortho-derision
ortho-dermatological
ortho-dermatopathological
ortho-dermoscopy
ortho-derogatory
ortho-derringer
ortho-desai
ortho-descriptors
ortho-deshpande
ortho-designating
ortho-designations
ortho-desilva
ortho-desipramine
ortho-desiring
ortho-desists
ortho-despondency
ortho-destructiveness
ortho-detachment
ortho-detectable
ortho-detenber
ortho-deteriorated
ortho-deteriorating
ortho-deteriorative
ortho-determinant
ortho-detoxification
ortho-detract
ortho-detrick
ortho-detrimental

ortho-varenicline
ortho-variably
ortho-varices
ortho-variously
ortho-vasculature
ortho-vasoactive
ortho-vasocongestion
ortho-vasoconstriction
ortho-vasopressin
ortho-vasovagal
ortho-vasudeo
ortho-vata
ortho-vause
ortho-vcp
ortho-vedat
ortho-veena
ortho-vegetal
ortho-vego
ortho-vehemently
ortho-vehicular
ortho-veldhuizen
ortho-veldic
ortho-velez
ortho-velligan
ortho-vellus
ortho-veness
ortho-vengeful
ortho-venkataramana
ortho-venous
ortho-ventilatory
ortho-ventral
ortho-ventricle
ortho-ventricles
ortho-ventromedial
ortho-venturing
ortho-veracity
ortho-verbally
ortho-verg
ortho-verheul
ortho-verhulst
ortho-vermetten
ortho-vermin
ortho-vertigo
ortho-vestibular
ortho-vexed
ortho-victimization

para-pipich
para-pitts
para-pituitary
para-piven
para-placentae
para-planopilaris
para-plantar
para-plasticity
para-plateaus
para-plattner
para-playmates
para-pleasurable
para-plethysmography
para-plh
para-pliase
para-pliencyclidine
para-plms
para-pneumonitis
para-pneumothorax
para-poisoned
para-poisonings
para-poking
para-polarity
para-polatajko
para-poli
para-polio
para-politeness
para-pollack
para-pollock
para-polycythemia
para-polydrug
para-polygenic
para-polymorphism
para-polymorphisms
para-polypharmacy
para-polysomnogram
para-polysomnographic
para-polysomnographie
para-polysomnography
para-polysomnograpy
para-polysonmographic
para-polythetic
para-pomerantz
para-ponder
para-pooled
para-poorer
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meta-interns
meta-interpersonally
meta-interplay
meta-interpretive
meta-interprets
meta-interrater
meta-interrelationships
meta-interrogating
meta-interrupts
meta-intersex
meta-intersexuality
meta-interspersed
meta-interstitial
meta-intervened
meta-intervening
meta-interviewer
meta-interviewers
meta-inteuigible
meta-intimacy
meta-intimidate
meta-intimidates
meta-intimidation
meta-intmsive
meta-intolerable
meta-intolerances
meta-intolerant
meta-intonation
meta-intoxic
meta-intoxicahon
meta-intoxicant
meta-intoxicants
meta-intoxicated
meta-intoxicating
meta-intoxication
meta-intoxications
meta-intraclass
meta-intractable
meta-intranasal
meta-intranasally
meta-intrauterine
meta-intravascular
meta-intravenously
meta-intronic
meta-intrude
meta-intrudes
meta-intruding

ortho-detrinis
ortho-detrusor
ortho-deutschman
ortho-devaluation
ortho-devalue
ortho-devaluing
ortho-deveiopment
ortho-developmeat
ortho-developmentally
ortho-devereaux
ortho-deviance
ortho-deviates
ortho-devin
ortho-devine
ortho-devious
ortho-devising
ortho-devlin
ortho-devoid
ortho-devote
ortho-dexterity
ortho-dextroamphetamine
ortho-dfgnitv
ortho-dharmesh
ortho-dhat
ortho-dhatu
ortho-diagnosable
ortho-diagnoses
ortho-diagnosing
ortho-diagnosisspecific
ortho-diagnostically
ortho-dianne
ortho-diaphoresis
ortho-diaphragm
ortho-diaphragmatic
ortho-diastolic
ortho-diathesis
ortho-diazgranados
ortho-dictate
ortho-dido
ortho-dienstmaier
ortho-dieter
ortho-diethylamide
ortho-dieting
ortho-dif
ortho-differentiable
ortho-differentiai

ortho-victimized
ortho-vigilance
ortho-vigilant
ortho-vigilantly
ortho-vigor
ortho-vijayta
ortho-vincenzo
ortho-vindictive
ortho-vindictiveness
ortho-violeta
ortho-virilization
ortho-vishesh
ortho-visuoconstructional
ortho-visuospatial
ortho-vith
ortho-vivek
ortho-vividly
ortho-vj
ortho-vocalizations
ortho-vocalizing
ortho-vocation
ortho-vocationally
ortho-voegels
ortho-vogt
ortho-voiced
ortho-voiding
ortho-volimtary
ortho-volitional
ortho-volitionally
ortho-volkmar
ortho-volkow
ortho-voluble
ortho-vomit
ortho-vomitus
ortho-votolato
ortho-vou
ortho-vour
ortho-vowel
ortho-vowels
ortho-voyeurism
ortho-voyeuristic
ortho-vulva
ortho-vulvovaginal
ortho-wager
ortho-waid
ortho-waiter

para-poortinga
para-popping
para-popularized
para-porfiri
para-porous
para-porphyria
para-posillico
para-positional
para-positron
para-possessing
para-possessionform
para-postabstinence
para-postconcussive
para-postdischarge
para-postmarketing
para-postmenopausal
para-postmenses
para-postmortem
para-postnatal
para-postoperative
para-postoperatively
para-postpartum
para-postpolio
para-postponement
para-postponing
para-postsecondary
para-postsurgical
para-posttransition
para-posttransttion
para-postural
para-postures
para-postviral
para-potency
para-powderlike
para-powerless
para-prader
para-preadolescent
para-preadolescents
para-precede
para-precipitant
para-precipitate
para-precipitated
para-precipitates
para-precipitating
para-precipitously
para-preclude
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meta-intrusions
meta-intrusive
meta-intrusiveness
meta-intuitively
meta-invalidism
meta-invariably
meta-inversely
meta-inversion
meta-investigational
meta-involimtary
meta-involuntarily
meta-involuntary
meta-iol
meta-iostic
meta-ipecac
meta-ipso
meta-iravis
meta-iring
meta-irrational
meta-irregularities
meta-irregularity
meta-irrelevancies
meta-irrepressible
meta-irresistible
meta-irrespective
meta-irresponsibility
meta-irresponsibly
meta-irreversible
meta-irreversibly
meta-irritabihty
meta-irritability
meta-irritabity
meta-irritable
meta-isaacs
meta-isabelle
meta-isackila
meta-ischemia
meta-ischemic
meta-ise
meta-ismene
meta-isobutyl
meta-isoenzyme
meta-isolating
meta-isoniazid
meta-isoproterenol
meta-isorders

ortho-differentially
ortho-differentiates
ortho-differentiating
ortho-differentiy
ortho-difficultn
ortho-diffidence
ortho-difmental
ortho-digested
ortho-digoxin
ortho-dijficulty
ortho-dijk
ortho-dikeos
ortho-dikmen
ortho-dilated
ortho-dilation
ortho-dilemmas
ortho-dilip
ortho-diller
ortho-dimensionality
ortho-dimethoxy
ortho-dimethyltryptamine
ortho-diminish
ortho-diminishes
ortho-diminishing
ortho-diminution
ortho-dimitri
ortho-dimorphism
ortho-dimsdale
ortho-dinnitris
ortho-diplopia
ortho-directedness
ortho-directionless
ortho-dirtiness
ortho-disabling
ortho-disadvantageous
ortho-disagreements
ortho-disappearance
ortho-disappearing
ortho-disappears
ortho-disappoint
ortho-disapproval
ortho-disapproving
ortho-disarray
ortho-disarrayed
ortho-disbelief
ortho-discarding

ortho-wakefulness
ortho-wakes
ortho-wakeup
ortho-walce
ortho-waldinger
ortho-walkup
ortho-walmsley
ortho-walte
ortho-wamboldt
ortho-wambolt
ortho-wanda
ortho-wane
ortho-waning
ortho-warachal
ortho-waraich
ortho-warfarin
ortho-warranting
ortho-wartime
ortho-waruinge
ortho-wary
ortho-wasell
ortho-waslick
ortho-wastebasket
ortho-wasteful
ortho-waugh
ortho-waving
ortho-waxing
ortho-waxy
ortho-weakening
ortho-wealcness
ortho-weekdays
ortho-wegner
ortho-weigfit
ortho-weill
ortho-weinstock
ortho-weintraub
ortho-weiran
ortho-weissman
ortho-wellremembered
ortho-wemicke
ortho-wend
ortho-wendel
ortho-wernicke
ortho-wescott
ortho-wess
ortho-westermeyer

para-precludes
para-preconceived
para-precondition
para-precursors
para-predate
para-predates
para-predating
para-predatory
para-predecessors
para-prediagnostic
para-predicament
para-predicaments
para-predictor
para-predictors
para-predilection
para-predispose
para-predisposed
para-predisposition
para-predispositions
para-prednisone
para-predominant
para-predominate
para-predominates
para-predominating
para-preempt
para-preexisting
para-preeya
para-preferential
para-preferentially
para-preferring
para-prefrontal
para-prelingual
para-premahire
para-prematurely
para-prematurity
para-premeditated
para-premenopausal
para-premenstrual
para-premenstrually
para-premenstruum
para-premorbid
para-prenatally
para-preoccupation
para-preoccupations
para-preoccupied
para-preplan
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meta-isotretinoin
meta-isu
meta-itch
meta-ite
meta-iterations
meta-iterative
meta-ithdrawal
meta-ithout
meta-iuliid
meta-iulild
meta-iverson
meta-iviajor
meta-iviarlcers
meta-iviay
meta-iviedicai
meta-iviedical
meta-iviedlcal
meta-iviental
meta-iviiid
meta-iviotor
meta-iviovement
meta-ivlajor
meta-ivlari
meta-ivlarkers
meta-ivlarlcers
meta-ivlay
meta-ivleasures
meta-ivledication
meta-ivliid
meta-ivloderate
meta-ivlood
meta-ivlovement
meta-ivluitipie
meta-iwi
meta-iwild
meta-izophren
meta-jacalyn
meta-jacobo
meta-jacobus
meta-jacquelyn
meta-jacquie
meta-jadhav
meta-jafar
meta-jafet
meta-jails
meta-jaime

ortho-discards
ortho-discernible
ortho-discerning
ortho-disciplining
ortho-disclosing
ortho-discoid
ortho-disconnectedness
ortho-discontent
ortho-discontinuation
ortho-discontinue
ortho-discontinuing
ortho-discontinuities
ortho-discord
ortho-discourage
ortho-discouraged
ortho-discrepancy
ortho-discrepant
ortho-discriminating
ortho-disdain
ortho-disdainful
ortho-disengagement
ortho-disentangle
ortho-disentangling
ortho-disfigurement
ortho-disguise
ortho-disgust
ortho-disgusting
ortho-dishinhibited
ortho-dishonesty
ortho-dishonorable
ortho-disillusionment
ortho-disinfiibition
ortho-disinhibited
ortho-disinhibiting
ortho-disinhiblted
ortho-disinhibmon
ortho-disinhihition
ortho-disiniiibition
ortho-disinliibition
ortho-disintegrative
ortho-dislikes
ortho-dismissals
ortho-disomer
ortho-disordei
ortho-disordered
ortho-disorderrelated

ortho-wetherby
ortho-wetherell
ortho-wfeeks
ortho-whalen
ortho-wheatley
ortho-wheezing
ortho-whicfi
ortho-whicii
ortho-whippet
ortho-whippets
ortho-whipple
ortho-whitehead
ortho-whitinger
ortho-whodas
ortho-widaman
ortho-widened
ortho-widge
ortho-widowed
ortho-wiener
ortho-wiih
ortho-wildly
ortho-wilfley
ortho-wilk
ortho-willcutt
ortho-willi
ortho-willia
ortho-willoughby
ortho-wim
ortho-windlike
ortho-windt
ortho-winstead
ortho-wintering
ortho-wiped
ortho-wirebaugh
ortho-witchcraft
ortho-witfi
ortho-withdrav
ortho-withdrawai
ortho-withdrawals
ortho-withdrawing
ortho-withhold
ortho-witii
ortho-witiidrawal
ortho-witik
ortho-witli
ortho-witnessing

para-preponderance
para-prepubertal
para-preschoolers
para-presenilin
para-pressured
para-pressuring
para-presumption
para-presymptomatic
para-preteens
para-pretentious
para-preterm
para-pretraumatic
para-prevaience
para-previdi
para-prevocational
para-prewett
para-prh
para-priapism
para-prigatano
para-primacy
para-primiparous
para-principled
para-prion
para-prions
para-priori
para-probands
para-probed
para-procarbazine
para-prochlorperazine
para-procrastination
para-procure
para-prodromal
para-prodrome
para-productively
para-profane
para-professed
para-profuse
para-progessively
para-progesterone
para-prognoses
para-prognostic
para-progressed
para-progresses
para-progressively
para-prohibitions
para-prolactin
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meta-jaimelyn
meta-jakob
meta-jamais
meta-jamison
meta-jamylah
meta-jana
meta-janeane
meta-janey
meta-jankord
meta-jannah
meta-janus
meta-jarrett
meta-jaswant
meta-javier
meta-jawdat
meta-jayne
meta-jealousy
meta-jeanette
meta-jeanine
meta-jeannie
meta-jeeva
meta-jeffery
meta-jeffgorski
meta-jeffries
meta-jem
meta-jeopardize
meta-jeopardized
meta-jeopardizing
meta-jerlyn
meta-jeslina
meta-jheel
meta-jianhua
meta-jillian
meta-jing
meta-jiska
meta-jitteriness
meta-joachim
meta-jobes
meta-jocelyn
meta-jodi
meta-joelle
meta-joines
meta-joking
meta-joop
meta-jos
meta-joyner

ortho-disordet
ortho-disordgfs
ortho-disordgrs
ortho-disordgrsall
ortho-disorganization
ortho-disorganized
ortho-disorgar
ortho-disoriented
ortho-disparaging
ortho-disparagingly
ortho-disparate
ortho-disparities
ortho-disparity
ortho-dispensers
ortho-disposing
ortho-dispositions
ortho-disproportionate
ortho-disregarding
ortho-disregards
ortho-disrobing
ortho-disrupted
ortho-disrupting
ortho-disruptions
ortho-disruptive
ortho-disrupts
ortho-dissatisfaction
ortho-dissatisfied
ortho-dissecting
ortho-dissipate
ortho-dissipated
ortho-dissipates
ortho-dissoci
ortho-dissociated
ortho-dissociative
ortho-dissociativity
ortho-dissociaton
ortho-dissuaded
ortho-distension
ortho-distinctly
ortho-distinguishable
ortho-distinguishes
ortho-distortions
ortho-distr
ortho-distractibility
ortho-distracting
ortho-distressful

ortho-wittchen
ortho-wiu
ortho-wiuiam
ortho-wliat
ortho-wliether
ortho-wliich
ortho-wobbling
ortho-wolitzky
ortho-wom
ortho-womack
ortho-wonderlich
ortho-woodall
ortho-woodard
ortho-woodson
ortho-worded
ortho-workbased
ortho-workup
ortho-worl
ortho-worrisome
ortho-worsen
ortho-worsened
ortho-worsens
ortho-worster
ortho-worthington
ortho-worthless
ortho-worthlessness
ortho-wozniak
ortho-wringing
ortho-wrists
ortho-wulsin
ortho-wylie
ortho-xbo
ortho-xenia
ortho-xli
ortho-xo
ortho-xuan
ortho-yael
ortho-yager
ortho-yamamoto
ortho-yanovski
ortho-yawning
ortho-yearning
ortho-yeates
ortho-yekaterina
ortho-yelling
ortho-yellowing

para-prolapse
para-prolong
para-prolongation
para-prolongations
para-promethazine
para-promi
para-prominence
para-prominently
para-promis
para-promiscuity
para-promulgation
para-proneness
para-pronged
para-pronouncing
para-propellant
para-propensities
para-propoxyphene
para-proprioception
para-prosocial
para-prosodic
para-prosody
para-prostatitis
para-protopopescu
para-protracted
para-protrusion
para-provisionally
para-provocative
para-provoke
para-provoked
para-provokes
para-provoking
para-proximal
para-prudence
para-pruett
para-psen
para-psenl
para-pseudobulbar
para-pseudocataplexy
para-pseudocyesis
para-pseudodementia
para-pseudoephedrine
para-pseudopelade
para-psg
para-psilocin
para-psrsphilic
para-psych

DSM-UPAX

75
Meta, Ortho, Para Vocabulary

meta-jsi
meta-jugular
meta-juliana
meta-julianne
meta-jumpiness
meta-justifications
meta-justine
meta-juxtaposed
meta-kable
meta-kachapis
meta-kaempf
meta-kafka
meta-kahn
meta-kaki
meta-kales
meta-kalpakci
meta-kalpana
meta-kanak
meta-kanner
meta-kapur
meta-karam
meta-kari
meta-karimi
meta-karla
meta-karlsson
meta-karnik
meta-karyotype
meta-kashtan
meta-kashyap
meta-kasinath
meta-kassimir
meta-katharina
meta-katharine
meta-katja
meta-katlin
meta-katzman
meta-kaufmann
meta-kaufstein
meta-kaur
meta-kava
meta-kavitha
meta-kavoos
meta-kda
meta-keane
meta-keefe
meta-kellie

ortho-distressing
ortho-distrib
ortho-distrust
ortho-distrustful
ortho-disturb
ortho-disturiiance
ortho-disulfiram
ortho-ditza
ortho-diuretic
ortho-diuretics
ortho-diurnal
ortho-diverting
ortho-divides
ortho-divinorum
ortho-dizocilpine
ortho-dizygotic
ortho-dizziness
ortho-dizzy
ortho-dlb
ortho-dmt
ortho-dobbs
ortho-docile
ortho-dodd
ortho-dodds
ortho-doghouse
ortho-dohrenwend
ortho-dolgan
ortho-dolores
ortho-domanico
ortho-domenico
ortho-dominating
ortho-domineering
ortho-dominique
ortho-donohue
ortho-dopa
ortho-dopaminergic
ortho-dopaminergics
ortho-dope
ortho-doreau
ortho-doreen
ortho-dormer
ortho-dorsal
ortho-dorsey
ortho-dosages
ortho-dosher
ortho-dosing

ortho-ying
ortho-yoder
ortho-yofusho
ortho-yohimbine
ortho-yonas
ortho-yong
ortho-yonkers
ortho-yoon
ortho-youngstrom
ortho-youthful
ortho-ytosis
ortho-yusko
ortho-yustis
ortho-zabukovec
ortho-zachary
ortho-zack
ortho-zafrani
ortho-zaghloul
ortho-zakarchenco
ortho-zaleplon
ortho-zapotec
ortho-zarate
ortho-zartman
ortho-zeanah
ortho-zed
ortho-zee
ortho-zeitzer
ortho-zes
ortho-zibert
ortho-zigman
ortho-zilberstein
ortho-zillmann
ortho-zimmerman
ortho-zinbarg
ortho-zink
ortho-zippers
ortho-zisook
ortho-zo
ortho-zolpidem
ortho-zonana
ortho-zucker
ortho-zvi
para-aaidd
para-aartjan
para-aashish
para-abandoning

para-psychiatrically
para-psychiatrist
para-psychiatrists
para-psychiosis
para-psychoactive
para-psychodynamic
para-psychoeducational
para-psychogenic
para-psychoiogicai
para-psychologically
para-psychometric
para-psychometrically
para-psychometrics
para-psychomotor
para-psychopathic
para-psychopathological
para-psychopathology
para-psychopathy
para-psychophysiological
para-psychoses
para-psychosexual
para-psychosocial
para-psychosocially
para-psychotic
para-psychoticism
para-psychotropic
para-psycliiatry
para-psycliotic
para-psyctiological
para-ptsd
para-pubertal
para-puberty
para-publicized
para-pudendal
para-pukall
para-puliing
para-punching
para-punctuality
para-punctuated
para-puncture
para-punishing
para-punitive
para-puns
para-pupillary
para-purges
para-purging
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meta-keloidalis
meta-kelsay
meta-kendler
meta-kenney
meta-kerekes
meta-kermeth
meta-kerschmann
meta-kesner
meta-ketamine
meta-ketoacidosis
meta-kettenis
meta-keyed
meta-khadijah
meta-khalid
meta-khamneh
meta-khatchikian
meta-khy
meta-khyal
meta-kidd
meta-kidnapped
meta-kidnappers
meta-kidnapping
meta-kiefer
meta-kieine
meta-kieval
meta-kif
meta-kilpatrick
meta-kimlee
meta-kimmel
meta-kindhearted
meta-kinne
meta-kinship
meta-kircanski
meta-kirkland
meta-kirmayer
meta-kirz
meta-kish
meta-kissell
meta-klabunde
meta-kleffner
meta-klehm
meta-kleine
meta-kleinelevin
meta-kleptomania
meta-klonsky
meta-klyman

ortho-doubling
ortho-dougherty
ortho-downey
ortho-downy
ortho-dqb
ortho-dqbl
ortho-dramaticemotional
ortho-dramatization
ortho-dreaded
ortho-dreamlike
ortho-drescher
ortho-dreyer
ortho-driskill
ortho-drooping
ortho-dropout
ortho-drown
ortho-drowsiness
ortho-druginduced
ortho-drugrelated
ortho-drunkenness
ortho-drury
ortho-dryness
ortho-dsivi
ortho-dsmiv
ortho-dsms
ortho-dube
ortho-duffy
ortho-dulemba
ortho-dumas
ortho-dumps
ortho-dunbar
ortho-duodenal
ortho-durations
ortho-dwyer
ortho-dysarthria
ortho-dyscalculia
ortho-dyscontrol
ortho-dysexecutive
ortho-dysfimction
ortho-dysfluencies
ortho-dysfluency
ortho-dysfunctional
ortho-dysfunctions
ortho-dyskinesia
ortho-dyskinesias
ortho-dyslexia

para-abandonment
para-abashidze
para-abate
para-abbreviated
para-abdomen
para-aberration
para-aberrations
para-abihty
para-abila
para-abnormai
para-abnormality
para-abnormally
para-abolished
para-abrupt
para-abruptio
para-abruptly
para-abscesses
para-absences
para-absenteeism
para-abstinence
para-abstinent
para-abueg
para-abulia
para-abulseoud
para-abuser
para-abusers
para-accelerates
para-acceptability
para-accoimt
para-accommodated
para-accommodating
para-accompanies
para-accompaniment
para-accompaniments
para-accomplishing
para-accuardi
para-acculturation
para-acculturative
para-accumulating
para-accuse
para-acetylaspartate
para-acetylmethadol
para-aches
para-achy
para-acidosis
para-acknowledgment

para-purposeful
para-purposefully
para-purposeless
para-purpura
para-pursuits
para-purview
para-pus
para-putamen
para-puzzled
para-pyke
para-pyloric
para-pyromania
para-qent
para-qh
para-qhristine
para-qj
para-qll
para-qtc
para-qualitatively
para-quantifiable
para-quantifiably
para-quantified
para-quantify
para-queried
para-ques
para-quetiapine
para-quicken
para-quickness
para-quilty
para-quinones
para-quinsey
para-quitting
para-rachael
para-racketeers
para-racy
para-radiculopathy
para-radiograph
para-radiography
para-radiological
para-radov
para-raffa
para-ragged
para-rags
para-raho
para-raisiiig
para-raj
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meta-knapp
meta-knaust
meta-knerr
meta-knotting
meta-knovm
meta-koehler
meta-koenigsberg
meta-kola
meta-kolb
meta-kolbert
meta-kollar
meta-koop
meta-kopelowicz
meta-korff
meta-koro
meta-korsakoff
meta-kost
meta-kothare
meta-kotin
meta-kraemer
meta-krasner
meta-krausz
meta-kreipe
meta-krell
meta-krista
meta-kristian
meta-kristie
meta-kroenke
meta-kronenberg
meta-krueger
meta-kruse
meta-krystal
meta-kuchibhatla
meta-kufiingisisa
meta-kufs
meta-kuhl
meta-kun
meta-kuny
meta-kupfer
meta-kwame
meta-kyla
meta-kyofu
meta-kyofusho
meta-kyofushoaike
meta-kyomen
meta-kyphoscoliosis

ortho-dyslipidemia
ortho-dysmenorrhea
ortho-dysmo
ortho-dysmorphia
ortho-dysmorphic
ortho-dysmorphology
ortho-dysmorphophobia
ortho-dyspareunia
ortho-dyspepsia
ortho-dysphagia
ortho-dysphonia
ortho-dysphoria
ortho-dysphoric
ortho-dysphoriq
ortho-dysplioria
ortho-dyspnea
ortho-dyspraxia
ortho-dysreguiation
ortho-dysregulated
ortho-dysregulation
ortho-dysrhythmias
ortho-dysrinction
ortho-dyssocial
ortho-dyssomnias
ortho-dysthymia
ortho-dystonia
ortho-dystonias
ortho-dystonie
ortho-dystrophies
ortho-dystrophy
ortho-dzh
ortho-eariy
ortho-earlyonset
ortho-eartha
ortho-eben
ortho-eccentric
ortho-eccentricities
ortho-eccentricity
ortho-ecchymoses
ortho-echoed
ortho-echoing
ortho-echolalia
ortho-ecstatic
ortho-edginess
ortho-edinger
ortho-edna

para-acquaintance
para-acquaintances
para-acromegaly
para-actigraphy
para-activephase
para-acuity
para-acutely
para-acuteness
para-adaptability
para-adaptable
para-adapting
para-addictions
para-addimedical
para-addipossible
para-adenotonsillar
para-adewuyi
para-admiration
para-admiring
para-admitting
para-admixtures
para-admonition
para-adolescence
para-adoptive
para-adopts
para-adrenal
para-adrenergic
para-adrenocortical
para-adrenogenital
para-adrenoleukodystrophy
para-adriana
para-adrianne
para-adulterants
para-adulthoocj
para-adulthood
para-adultonset
para-adversities
para-afe
para-affecnvity
para-affectionate
para-affective
para-affectively
para-affectivity
para-affectwity
para-affiliative
para-afroz
para-aftemoon

para-raja
para-rajendran
para-rajiv
para-ramadan
para-ramaswamy
para-rambling
para-ramifications
para-ramsay
para-ranjit
para-ranting
para-ranvinder
para-rapee
para-rapidcycling
para-rapidity
para-rapoport
para-raquel
para-rarer
para-rarest
para-rarity
para-rasmussen
para-raters
para-rationales
para-rationalization
para-rationalizing
para-rauenhorst
para-ravi
para-rawson
para-raynaud
para-rcxser
para-rdoc
para-reacting
para-reactivity
para-reacts
para-reaffirming
para-realizes
para-reanalysis
para-reanalyzed
para-reardon
para-rearing
para-reassessment
para-reassignment
para-reassurance
para-reba
para-rebenstock
para-rebeta
para-recalling
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meta-laam
meta-laan
meta-labia
meta-labile
meta-lability
meta-labored
meta-lacerations
meta-lacey
meta-lachut
meta-laci
meta-lacrima
meta-lacrimation
meta-lactate
meta-lacunar
meta-lacunes
meta-ladson
meta-lafrance
meta-lahaie
meta-lahey
meta-laiowledgeable
meta-lakshmi
meta-lalone
meta-lamberti
meta-lamotrigine
meta-lancing
meta-landau
meta-langstr
meta-languor
meta-lankveld
meta-lanugo
meta-lapses
meta-lapsing
meta-laraque
meta-laria
meta-larkin
meta-larl
meta-lassitude
meta-latencies
meta-lateonset
meta-laterality
meta-latinos
meta-latitudes
meta-launer
meta-lauriello
meta-lavid
meta-lawless

ortho-eduvigis
ortho-edythe
ortho-eeks
ortho-efavirenz
ortho-effacing
ortho-effluvium
ortho-effortful
ortho-efrain
ortho-egocentric
ortho-egocentrism
ortho-ehrensaft
ortho-ehrlich
ortho-ehvayne
ortho-eichberg
ortho-eil
ortho-eilniefgmg
ortho-eisen
ortho-eisner
ortho-ejaculate
ortho-ejaculating
ortho-ejaculations
ortho-ejaculatory
ortho-ejected
ortho-ejection
ortho-elaborated
ortho-elapsing
ortho-elated
ortho-elation
ortho-electroconvulsive
ortho-electroencephalogram
ortho-electrolysis
ortho-electrolyte
ortho-electromyographic
ortho-electromyography
ortho-electrophysiological
ortho-elevating
ortho-elevations
ortho-elevators
ortho-elia
ortho-elicit
ortho-elicited
ortho-elicitors
ortho-elicits
ortho-elie
ortho-elimin
ortho-elise

para-aftercare
para-aftereffects
para-afterimages
para-afterward
para-afzal
para-agenesis
para-agerelated
para-aggarwal
para-aggravate
para-aggravates
para-aggravating
para-aggravation
para-aggregated
para-aggressively
para-aggressiveness
para-agid
para-agitated
para-agitation
para-agnosia
para-agonist
para-agoraphobia
para-agoraphobictype
para-agrammatic
para-agranulocytosis
para-agreeableness
para-aguilar
para-ahson
para-aiixiety
para-ail
para-aimee
para-aimety
para-ainslie
para-ainway
para-aiodolytic
para-airflow
para-airstream
para-airway
para-aita
para-ajay
para-ajfect
para-akathisia
para-akenings
para-aki
para-akinesia
para-akman
para-aksamit

para-recency
para-receptive
para-receptivity
para-rechallenged
para-recidivism
para-reciprocally
para-reciprocate
para-reciprocity
para-reckless
para-recklessness
para-reclassified
para-recoded
para-recoding
para-recognizable
para-recollect
para-recollection
para-recollections
para-reconceptualized
para-recounted
para-recov
para-recoveries
para-recovers
para-recreated
para-recuperation
para-recupero
para-recur
para-recurrences
para-recurrently
para-recurs
para-redcap
para-reddy
para-redline
para-redo
para-reefer
para-reefers
para-reenactment
para-reentering
para-reevaluated
para-reeve
para-reexperienced
para-reexperiencing
para-reexposure
para-refening
para-reflexes
para-reflexive
para-reflux
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meta-laxatives
meta-laypersons
meta-laziness
meta-leaflets
meta-leamed
meta-lebeau
meta-leckie
meta-leckman
meta-ledge
meta-ledical
meta-leff
meta-legibility
meta-leibenluft
meta-lem
meta-leneigh
meta-lenient
meta-leombruno
meta-leoneen
meta-leonore
meta-leopoulos
meta-lescent
meta-lesch
meta-lesion
meta-lessdifferentiated
meta-lessened
meta-lessens
meta-lethality
meta-lethargy
meta-leukocytosis
meta-leukodystrophy
meta-leukoencephalopathy
meta-leukopenia
meta-leukorrhea
meta-levamisole
meta-levei
meta-levenson
meta-levinson
meta-lew
meta-ley
meta-lia
meta-liaisons
meta-liallucinations
meta-lianzi
meta-lias
meta-libido
meta-lichen

ortho-elissa
ortho-elus
ortho-elwell
ortho-emaciation
ortho-eman
ortho-emanates
ortho-emasculinization
ortho-embarassment
ortho-embarrass
ortho-embarrassed
ortho-embellishment
ortho-embezzlement
ortho-embodied
ortho-embodies
ortho-emboli
ortho-embolism
ortho-embracing
ortho-emel
ortho-emergent
ortho-emfield
ortho-emil
ortho-emits
ortho-emmet
ortho-emmett
ortho-emoting
ortho-emotionality
ortho-emotionaliv
ortho-empathie
ortho-empathize
ortho-empathy
ortho-emphatic
ortho-empirically
ortho-emptiness
ortho-emsdorff
ortho-enact
ortho-enacting
ortho-enactments
ortho-enc
ortho-encapsulate
ortho-encephalitis
ortho-encephalopathies
ortho-encephalopathy
ortho-encodes
ortho-encoimtered
ortho-encompass
ortho-encompassed

para-alanine
para-alarcon
para-alarmed
para-alastair
para-albana
para-alcoholinduced
para-alcoholrelated
para-alcohpl
para-alcoliol
para-aldehyde
para-alden
para-alejandro
para-aleman
para-alessandro
para-alexithymia
para-algolagnie
para-alienate
para-alienating
para-alienation
para-alik
para-alimasuya
para-alina
para-alistair
para-alk
para-alkaloids
para-alkalosis
para-allele
para-alleviated
para-alleviates
para-allyson
para-almashat
para-almeida
para-alo
para-aloof
para-aloofness
para-alopecia
para-alphabetic
para-alphanumeric
para-alphasynuclein
para-alpher
para-altemative
para-alternation
para-altman
para-altshuler
para-alvarado
para-alvarenga

para-reformulation
para-refractoriness
para-refractory
para-reframing
para-refute
para-regier
para-regressing
para-regressions
para-regressive
para-regrouping
para-regurgitated
para-regurgitation
para-rehearsing
para-reiationship
para-reiationsliip
para-reichmuth
para-reification
para-reinblatt
para-reinforces
para-reinforcing
para-reinstituted
para-reis
para-reivi
para-rejecting
para-relapse
para-relapsed
para-relapses
para-relapsing
para-relatedness
para-relationsliip
para-relived
para-reluctance
para-reminiscent
para-reminiscing
para-remission
para-remissions
para-remit
para-remits
para-remorseful
para-renato
para-renaud
para-rence
para-renewing
para-renuka
para-reoccur
para-reordered
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meta-lichstein
meta-licit
meta-lieberman
meta-lifeless
meta-lifespan
meta-lifetimes
meta-lighters
meta-lightheadedness
meta-liiin
meta-limitless
meta-lina
meta-lindberg
meta-linearly
meta-linger
meta-lingering
meta-lingual
meta-linguistically
meta-linnea
meta-liora
meta-lipids
meta-lipoprotein
meta-lisping
meta-liss
meta-listlessness
meta-litfin
meta-litfle
meta-litigious
meta-livesley
meta-liypnotic
meta-liypoventilation
meta-liza
meta-llfilll
meta-lll
meta-lly
meta-lnduced
meta-lnjuiy
meta-lnte
meta-loathing
meta-lobar
meta-lobe
meta-lobes
meta-lobule
meta-loci
meta-lodger
meta-lodgers
meta-loeb

ortho-encompassing
ortho-encopresis
ortho-encountering
ortho-encoxmter
ortho-endings
ortho-endocarditis
ortho-endocrinological
ortho-endogenous
ortho-endometriosis
ortho-enema
ortho-enemas
ortho-engages
ortho-engel
ortho-engender
ortho-engrossed
ortho-enraged
ortho-enriches
ortho-enright
ortho-ensues
ortho-entail
ortho-entailed
ortho-entails
ortho-enteral
ortho-enterohepatic
ortho-entertained
ortho-entertains
ortho-enticing
ortho-entrain
ortho-entrainment
ortho-entrains
ortho-enuresis
ortho-enuretic
ortho-envious
ortho-enviroriment
ortho-epidemics
ortho-epidemiological
ortho-epidemiologists
ortho-epigenetic
ortho-epilepsies
ortho-epileptic
ortho-epilepticus
ortho-epileptogenic
ortho-episodic
ortho-episodically
ortho-epperson
ortho-eqn

para-alvarez
para-alvaro
para-alveolar
para-alya
para-alyse
para-alysia
para-alyssa
para-amalgam
para-amaro
para-ambivalence
para-ambivalent
para-ambulatory
para-amcriccin
para-amct
para-ameliorate
para-amelioration
para-amenable
para-amends
para-amenorrhea
para-amgricsn
para-aminal
para-aminotransferase
para-amitriptyline
para-amnesia
para-amnesias
para-amnesic
para-amnestic
para-amoia
para-amoimt
para-amoimts
para-amotivational
para-amow
para-amoxapine
para-amphetamine
para-amphetamines
para-amplify
para-amplifying
para-amputated
para-amputation
para-amputee
para-amygdala
para-amyl
para-amylase
para-amyloid
para-amyotrophic
para-anabolicandrogenic

para-reordering
para-reorganizing
para-reorienting
para-repehtive
para-repercussions
para-repetitions
para-repetitively
para-rephrased
para-rephrasing
para-replicate
para-replicated
para-replicative
para-repress
para-reproducible
para-repudiated
para-rer
para-reread
para-resection
para-resemblance
para-resembles
para-resembling
para-resentful
para-reserpine
para-resick
para-resilience
para-resilient
para-resisted
para-resisting
para-resnick
para-resolves
para-respiration
para-responders
para-responsiveness
para-restarting
para-rested
para-restful
para-restlessness
para-restorative
para-restraining
para-restricts
para-restroom
para-restrooms
para-resuming
para-retable
para-retching
para-reted
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meta-loewenstein
meta-logopenic
meta-logue
meta-lohl
meta-lom
meta-lona
meta-loneliness
meta-loners
meta-longing
meta-longitudinally
meta-longstanding
meta-longterm
meta-lool
meta-lorazepam
meta-lorena
meta-lorensen
meta-lorrie
meta-lotspeich
meta-loudness
meta-louisa
meta-lowpotency
meta-lowstimulation
meta-lpfs
meta-lsd
meta-lth
meta-lubrication
meta-lucidity
meta-ludy
meta-lulild
meta-lulixed
meta-luloderate
meta-lumbar
meta-lumping
meta-lupus
meta-lurie
meta-luteal
meta-luthra
meta-lutz
meta-lyerly
meta-lympho
meta-lymphocytes
meta-lynda
meta-lysergic
meta-maalobeeka
meta-mabel
meta-macallister

ortho-equivocal
ortho-eractive
ortho-eran
ortho-ercoli
ortho-erectiie
ortho-ergolines
ortho-eroticized
ortho-erotomanic
ortho-erotomanie
ortho-errands
ortho-erroneously
ortho-ersomnolence
ortho-ersonal
ortho-erythema
ortho-erythematosus
ortho-erythrophobia
ortho-erythropoiesis
ortho-escalating
ortho-escalation
ortho-escobar
ortho-eshold
ortho-esn
ortho-esophageal
ortho-esophagoscopy
ortho-esophagus
ortho-espanto
ortho-esperanza
ortho-espinoza
ortho-espy
ortho-estrange
ortho-estranged
ortho-estrangement
ortho-estrogens
ortho-eth
ortho-ethnicities
ortho-ethnobotanical
ortho-ethnocultural
ortho-ethr
ortho-etiological
ortho-etiologically
ortho-etiologies
ortho-etrated
ortho-etrator
ortho-euphoria
ortho-euphoric
ortho-euthymia

para-analgesic
para-analgesics
para-analvzinfi
para-anaphylactic
para-anatomical
para-andel
para-andr
para-andreea
para-andriy
para-androgen
para-androgenic
para-androgens
para-androphilic
para-anecdotal
para-anecdotally
para-aneita
para-anesthetic
para-anesthetics
para-angina
para-angiopathy
para-angold
para-angrily
para-angst
para-anhedonia
para-anhedonic
para-anmesias
para-annoys
para-anomalous
para-anorexia
para-anosmia
para-anosognosia
para-anotiier
para-anoxia
para-antagonism
para-antagonist
para-antagonistic
para-antagonists
para-antecedent
para-anted
para-anterograde
para-antianxiety
para-anticholinergic
para-anticholinergics
para-anticholinesterase
para-anticipates
para-anticipating

para-rethinking
para-reticence
para-reticent
para-retigious
para-retinal
para-retinoic
para-retracting
para-retraumatization
para-retribution
para-retrocollis
para-retrognathia
para-retrograde
para-retrospectively
para-rett
para-reunited
para-reuniting
para-reuptake
para-reus
para-reversibility
para-revert
para-reverts
para-revising
para-revolve
para-rewrites
para-rgl
para-rhabdomyolysis
para-rheena
para-rhesa
para-rheumatic
para-rhinorrhea
para-rhit
para-rhyme
para-rhyming
para-rhythmic
para-rialon
para-riba
para-ridden
para-ridiagnostic
para-ridicule
para-ridiculed
para-riecher
para-riemann
para-rightsided
para-rigidity
para-rigidly
para-rihials
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meta-maccallum
meta-machuda
meta-macropsia
meta-madan
meta-madhav
meta-magenis
meta-magically
meta-maglio
meta-magnitudes
meta-mahajan
meta-mahendra
meta-maher
meta-mahesh
meta-mahowald
meta-mailutha
meta-maj
meta-majewski
meta-majqr
meta-maladaptive
meta-maladi
meta-malaise
meta-malat
meta-maleifemale
meta-maleto
meta-malevolent
meta-malhotra
meta-maliciously
meta-malignancies
meta-maligned
meta-malinda
meta-malinger
meta-malloy
meta-malnutrition
meta-mamah
meta-manageable
meta-manasse
meta-manber
meta-mandibular
meta-manias
meta-manifestation
meta-manifestations
meta-manifests
meta-manipulating
meta-manipulative
meta-manipulativeness
meta-manisha

ortho-euthymie
ortho-evading
ortho-evani
ortho-evex
ortho-evi
ortho-eviction
ortho-evoke
ortho-evoked
ortho-evokes
ortho-exacerbate
ortho-exacerbated
ortho-exacerbating
ortho-exacerbation
ortho-exacerbations
ortho-exaggerate
ortho-exaggerated
ortho-exaggerates
ortho-exaggerating
ortho-exaggeration
ortho-examinees
ortho-exceedingly
ortho-excepting
ortho-excessively
ortho-excessiveness
ortho-excitation
ortho-excoriation
ortho-excoriations
ortho-excreted
ortho-excruciatingly
ortho-exculpation
ortho-exemplars
ortho-exemplified
ortho-exerting
ortho-exertion
ortho-exhaustion
ortho-exhibiting
ortho-exhibitionism
ortho-exhibitionistic
ortho-exiiibitionistic
ortho-existential
ortho-exogenous
ortho-expansive
ortho-expectable
ortho-expelled
ortho-expend
ortho-experiential

para-anticipatory
para-anticonvulsants
para-antidepressant
para-antidepressants
para-antihistamines
para-antihypertension
para-antihypertensive
para-antihypertensives
para-antipathy
para-antipsycho
para-antipsychotic
para-antipsychotics
para-antiretroviral
para-antisocial
para-antisociality
para-antistreptolysin
para-antithetical
para-antiviral
para-antonacci
para-anxieties
para-anxietyinduced
para-anxietyprovoking
para-anxioiytic
para-anxiolytic
para-anxiolyticinduced
para-anxiolytics
para-anxiolytk
para-anxiousness
para-apathetic
para-aperiodic
para-aphonia
para-apneas
para-apneic
para-apolipoprotein
para-apotemnophilia
para-appalachia
para-apparentiy
para-appeasement
para-appelbaum
para-appenc
para-appendbc
para-apphcations
para-apphes
para-appraise
para-appreciates
para-appreciating

para-rinehart
para-ripartum
para-risic
para-risking
para-risl
para-risperidone
para-rites
para-ritualistic
para-ritualized
para-rium
para-rls
para-rlunggi
para-robinowitz
para-roblek
para-roblems
para-rodents
para-roel
para-rogowski
para-rohde
para-rohren
para-roleplay
para-rolin
para-rollin
para-romero
para-romina
para-rosara
para-rosenbaum
para-rosenbloom
para-rosenstock
para-rosenthal
para-roslyn
para-rosso
para-rothenberg
para-rotomanie
para-rotting
para-roula
para-rousseau
para-rowland
para-rownak
para-rti
para-ruben
para-rubio
para-rubric
para-rudeness
para-ruegg
para-ruff
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meta-manji
meta-mannerism
meta-mannerisms
meta-mannuzza
meta-manography
meta-manpreet
meta-maples
meta-mapt
meta-marcotte
meta-marder
meta-mareos
meta-marginally
meta-margo
meta-mariarme
meta-marilynn
meta-marissa
meta-marited
meta-maritza
meta-marjorie
meta-markedly
meta-marketplaces
meta-markon
meta-markw
meta-marl
meta-marlena
meta-marlene
meta-marlon
meta-marokus
meta-marries
meta-marsha
meta-marta
meta-martekuor
meta-martinsen
meta-martyrdom
meta-marya
meta-masculine
meta-masculinity
meta-masculinizing
meta-masked
meta-masochism
meta-masochistic
meta-masochists
meta-massa
meta-mastectomy
meta-mastered
meta-masterson

ortho-expiated
ortho-expiating
ortho-explainable
ortho-exploitative
ortho-exploiting
ortho-exploratory
ortho-exponentially
ortho-expressiveness
ortho-expulsions
ortho-exstrophy
ortho-extant
ortho-extensor
ortho-extenuating
ortho-extinguish
ortho-extortion
ortho-extraneous
ortho-extraordinarily
ortho-extrapyramidal
ortho-extravagance
ortho-extremities
ortho-extremity
ortho-extroversion
ortho-exuberantly
ortho-exum
ortho-eyebrows
ortho-eyeglasses
ortho-eyelids
ortho-eyelothymia
ortho-eyetracking
ortho-fabiani
ortho-facade
ortho-facebook
ortho-facet
ortho-facets
ortho-facile
ortho-facto
ortho-factually
ortho-fads
ortho-fag
ortho-fahey
ortho-fahim
ortho-failings
ortho-fainting
ortho-faintness
ortho-faison
ortho-faking

para-apprehended
para-apprehension
para-apprehensions
para-apprehensive
para-appropriateness
para-approximates
para-approximations
para-aprons
para-arbuckle
para-archana
para-arched
para-archil
para-arching
para-arciniegas
para-ardolf
para-ardor
para-areata
para-argumentative
para-argumentativeness
para-arlene
para-arma
para-armety
para-armiesia
para-arora
para-arousal
para-arousals
para-arouse
para-arousing
para-arrayed
para-arrhythmia
para-arrhythmias
para-arrieta
para-arrington
para-arrogant
para-arson
para-arteriolosclerosis
para-arteriopathy
para-arthralgias
para-articulation
para-articulatory
para-artifact
para-aruciety
para-aruna
para-arylcyclohexylamines
para-aryn
para-ascertainable

para-rullo
para-rumaldo
para-rumbling
para-ruminate
para-ruminates
para-ruminating
para-rumination
para-ruminations
para-rummans
para-rundell
para-ruocco
para-rupture
para-ruptured
para-rustling
para-rutter
para-rynn
para-sabine
para-sabotage
para-sachdev
para-sacher
para-sacrifices
para-sacrificing
para-sadism
para-sadistic
para-sadomasochism
para-sadomasochistic
para-safranek
para-sagduyu
para-saha
para-saharan
para-salbutamol
para-salience
para-salient
para-saliva
para-saltz
para-salvatore
para-salvia
para-samardak
para-sameness
para-samokhvalov
para-samuels
para-sanctioned
para-sandusky
para-sanjay
para-sanjaya
para-sanjeev

DSM-UPAX

84
Meta, Ortho, Para Vocabulary

meta-mataix
meta-mateya
meta-mathematic
meta-mathev
meta-matin
meta-matney
meta-mattson
meta-maturation
meta-maturing
meta-mauricio
meta-maxillary
meta-maxillofacial
meta-maximiuian
meta-maximizes
meta-maybee
meta-mazarin
meta-mbwayo
meta-mcallister
meta-mcalpine
meta-mcclenahan
meta-mccleod
meta-mccloskey
meta-mcdonnell
meta-mcduffie
meta-mcdunn
meta-mcelhose
meta-mcgirr
meta-mcglashan
meta-mcgrath
meta-mcgrosky
meta-mcintyre
meta-mckay
meta-mckean
meta-mckeith
meta-mckhann
meta-mckinnis
meta-mckitty
meta-mclellan
meta-mcleod
meta-mcmain
meta-mcnelis
meta-mcnulty
meta-mcquistion
meta-mcv
meta-mcvoy
meta-mde

ortho-fallon
ortho-falsely
ortho-falsification
ortho-falsifies
ortho-falsify
ortho-falsifying
ortho-faltering
ortho-famihal
ortho-familial
ortho-familiality
ortho-familially
ortho-fanatics
ortho-faniily
ortho-fankhanel
ortho-fannily
ortho-fantasizes
ortho-fanton
ortho-farhan
ortho-farida
ortho-farifare
ortho-farifteh
ortho-farooqui
ortho-farzana
ortho-fascination
ortho-fascinations
ortho-fassler
ortho-fasting
ortho-fatalistic
ortho-fatalities
ortho-fatality
ortho-fatigability
ortho-fatigued
ortho-fatness
ortho-fattening
ortho-faulconbridge
ortho-faust
ortho-favorably
ortho-fawcett
ortho-faye
ortho-feahires
ortho-fearfulness
ortho-fearlessness
ortho-feats
ortho-febrile
ortho-fecal
ortho-feces

para-ascertained
para-ascertainment
para-ascribe
para-asexual
para-ashaktapanna
para-ashan
para-asjnnptomatic
para-asociality
para-aspartate
para-aspden
para-asperger
para-asphyxia
para-asphyxiation
para-asphyxiophilia
para-aspiration
para-asrm
para-assaulting
para-assaultive
para-assaultiveness
para-assaults
para-assembling
para-assertive
para-assesses
para-assessrilbnt
para-assures
para-aster
para-astonished
para-astute
para-asur
para-asymmetric
para-asymmetrical
para-asymmetrically
para-asymmetry
para-asymptomatic
para-ataque
para-ataques
para-ataxia
para-ataxic
para-atherosclerosis
para-athetoid
para-atlnisia
para-atonia
para-ator
para-atrial
para-atrocities
para-atrophic

para-sanjeeve
para-sanjurjo
para-sannar
para-sanno
para-sarajbit
para-sarcasm
para-sarcastic
para-sarcoidosis
para-sarcoma
para-sarin
para-sarmukaddam
para-saroyan
para-sartorius
para-sarvet
para-sastry
para-sateia
para-savin
para-sawhney
para-saxena
para-sboo
para-sboto
para-scab
para-scabs
para-scalco
para-scaletta
para-scalp
para-scant
para-scapegoating
para-scarcely
para-scarring
para-scatologia
para-schade
para-schaper
para-schatzberg
para-schechter
para-scheinker
para-schemata
para-scherdin
para-schilling
para-schizoaffective
para-schizoid
para-schizophreni
para-schizophreniform
para-schizoplirenia
para-schnurr
para-scholl
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meta-mdma
meta-meana
meta-meandering
meta-mediate
meta-mediators
meta-medicai
meta-medicationinduced
meta-medicationrelated
meta-medicolegal
meta-medioal
meta-meditative
meta-medulla
meta-medullary
meta-mee
meta-meeks
meta-meghan
meta-meianchoiic
meta-meir
meta-meisl
meta-melancholia
meta-melancholic
meta-melatonin
meta-mellisha
meta-mellitus
meta-memel
meta-memorization
meta-menarche
meta-mendelsohn
meta-menefee
meta-menninga
meta-menninger
meta-menon
meta-menopausal
meta-menses
meta-menstrual
meta-menstruate
meta-menstruation
meta-mentalizing
meta-mentation
meta-meperidine
meta-meprobamate
meta-mercilessly
meta-mermelstein
meta-mescaline
meta-messina
meta-metabolite

ortho-feedings
ortho-feeliag
ortho-feign
ortho-feigned
ortho-feigning
ortho-feinstein
ortho-feldman
ortho-femandez
ortho-femininity
ortho-feminizing
ortho-fen
ortho-fentanyl
ortho-fereidoon
ortho-festivities
ortho-fetishes
ortho-fetishist
ortho-fetishistic
ortho-fflin
ortho-ffm
ortho-fibrillation
ortho-fibromyalgia
ortho-fibrous
ortho-fidgetiness
ortho-fidgeting
ortho-fidgets
ortho-fidgety
ortho-fieid
ortho-figueiredo
ortho-filipa
ortho-fimctioning
ortho-fingernails
ortho-finiii
ortho-finitions
ortho-fink
ortho-finkle
ortho-finlay
ortho-finnerty
ortho-fio
ortho-fiom
ortho-fissure
ortho-fists
ortho-fitzpatrick
ortho-fivefold
ortho-fixated
ortho-fixation
ortho-flack

para-atrophy
para-atropine
para-attacl
para-attaclcs
para-attei
para-atten
para-attenhon
para-attentional
para-attentiondeficit
para-attentive
para-attenuate
para-attenuated
para-atter
para-attia
para-attics
para-attire
para-attributing
para-attributions
para-attuned
para-atures
para-atypicai
para-atypicality
para-atypically
para-audiovisual
para-aufism
para-augmented
para-auras
para-aurelian
para-auriacombe
para-autistic
para-autobiographical
para-autogynephiiia
para-autogynephilic
para-autoimmune
para-autonomic
para-autopsy
para-autosomal
para-autosomaldominant
para-availal
para-avenger
para-aversion
para-aversive
para-avert
para-avila
para-avocations
para-avoidant

para-schoolwork
para-schor
para-schover
para-schuyler
para-schwarzenbart
para-scialli
para-scientifically
para-sciiizophreniform
para-scintigraphy
para-sclerosed
para-scliool
para-scotten
para-scrupulous
para-scrutinized
para-scully
para-seasonality
para-seasonally
para-secobarbital
para-secondhand
para-secretions
para-secretive
para-sectionally
para-sects
para-sedating
para-sedation
para-sedative
para-sedatives
para-sedentary
para-seduction
para-seductive
para-seductiveness
para-seeman
para-seeming
para-seetable
para-segundo
para-seime
para-seizurelike
para-sel
para-selectively
para-selegiline
para-selena
para-selfadministration
para-selfappraisal
para-selfassigned
para-selfbiting
para-selfcare
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meta-metabolize
meta-metabolizing
meta-metachromatic
meta-metaphorical
meta-metaphors
meta-metasyndrome
meta-methadone
meta-methamphetamine
meta-methaqualone
meta-methemoglobinemia
meta-methodological
meta-methylamphetamine
meta-methyldopa
meta-methylenedioxy
meta-methylphenidate
meta-methyltransferase
meta-methyprylon
meta-meticulous
meta-metimes
meta-metoclopramide
meta-metzner
meta-mgclic
meta-mianzi
meta-mibg
meta-michaelsen
meta-micka
meta-microarray
meta-micrognathia
meta-micrograms
meta-microhemorrhages
meta-micropsia
meta-microvascular
meta-microvasculature
meta-micturition
meta-middleage
meta-midlife
meta-mii
meta-miiumize
meta-mikula
meta-milam
meta-mildest
meta-mildly
meta-milieu
meta-millar
meta-milliseconds
meta-mimic

ortho-flamboyance
ortho-flamboyant
ortho-flammable
ortho-flapping
ortho-flashback
ortho-flashbacks
ortho-flatness
ortho-flattened
ortho-flav
ortho-flawless
ortho-fleisher
ortho-flexibly
ortho-flexion
ortho-flicking
ortho-flipping
ortho-flirtatiousness
ortho-flj
ortho-fll
ortho-florentini
ortho-florid
ortho-floridly
ortho-fluctuate
ortho-fluctuates
ortho-fluctuation
ortho-fluencies
ortho-fluency
ortho-fluent
ortho-fluently
ortho-fluorodeoxyglucose
ortho-fluoxetine
ortho-fluphenazine
ortho-flurazepam
ortho-flushed
ortho-fluttering
ortho-flye
ortho-foa
ortho-fochtmann
ortho-foci
ortho-foggy
ortho-foi
ortho-foiiowing
ortho-foimd
ortho-foimdational
ortho-folate
ortho-folliculitis
ortho-follov

para-avolition
para-avpidance
para-awaken
para-awakened
para-awakens
para-awan
para-axons
para-ayahuasca
para-ayanna
para-ayurveda
para-azimipour
para-bachan
para-backfiring
para-baddam
para-bagby
para-bagley
para-bahar
para-bahl
para-bahlburg
para-baici
para-bailout
para-baird
para-baldassano
para-baldness
para-balkozar
para-balog
para-baluyut
para-bamum
para-banging
para-bangsund
para-banihill
para-bansal
para-banter
para-baranek
para-baratta
para-barbaree
para-barbiturate
para-barbiturates
para-barch
para-bariatric
para-barillas
para-barlow
para-barnard
para-barros
para-barsky
para-basements

para-selfcenteredness
para-selfderogatory
para-selfdestructive
para-selfdiscipline
para-selfdoubts
para-selfdramatization
para-selfesteem
para-selfi
para-selfinduced
para-selfinjurious
para-selfinjury
para-selfishness
para-selflimited
para-selflimiting
para-selfloathing
para-selfmutilating
para-selfmutilation
para-selfreport
para-selfreported
para-semen
para-semistructured
para-senile
para-senseless
para-sensitivities
para-sensitization
para-sensorium
para-sentimental
para-septum
para-sequelae
para-sequenced
para-sequentially
para-serable
para-seriousness
para-serotonergic
para-serotonin
para-serretti
para-sertraline
para-setter
para-seung
para-sevenfold
para-sexsomnia
para-sexualized
para-shadi
para-shadowing
para-shakiness
para-shaky
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meta-mimicking
meta-mina
meta-mindy
meta-mingo
meta-minimally
meta-minnete
meta-mintzer
meta-minutely
meta-miriimize
meta-miriyala
meta-mirrored
meta-mirtazapine
meta-misalignment
meta-misapplied
meta-misarticulated
meta-misarticulating
meta-misarticulation
meta-misattributed
meta-misbehave
meta-misdiagnosed
meta-misdiagnosing
meta-misdiagnosis
meta-miserly
meta-misfolding
meta-misfortune
meta-misidentification
meta-misinte
meta-misinterpret
meta-misinterpretation
meta-misinterpretations
meta-misinterpreted
meta-misleadingly
meta-mismatch
meta-misperceive
meta-misperceived
meta-misperception
meta-misperceptions
meta-mispronounce
meta-misrepresent
meta-misrepresentation
meta-missense
meta-misshapen
meta-mistakenly
meta-mistreated
meta-mistreating
meta-mistrust

ortho-followthrough
ortho-fondling
ortho-forceful
ortho-forcefulness
ortho-forearm
ortho-foreplay
ortho-forerunner
ortho-foresee
ortho-foreshadow
ortho-foresight
ortho-forethought
ortho-forgery
ortho-forgetful
ortho-forgets
ortho-forgetting
ortho-forgoes
ortho-formality
ortho-formes
ortho-formication
ortho-formulations
ortho-forstein
ortho-fossum
ortho-foundational
ortho-fourfold
ortho-foussias
ortho-foxpz
ortho-fragmentary
ortho-fragmented
ortho-frail
ortho-frailty
ortho-francesca
ortho-frankel
ortho-frantic
ortho-fraudulence
ortho-freebase
ortho-freedman
ortho-frewen
ortho-freytag
ortho-frick
ortho-friedemann
ortho-friendships
ortho-fright
ortho-frightened
ortho-frinctional
ortho-froehlich
ortho-fronn

para-baskin
para-bassiri
para-basson
para-bauermeister
para-baum
para-baumgardner
para-baystate
para-bayview
para-bazzi
para-beale
para-bearlyn
para-beaudoin
para-beckham
para-beckner
para-beckwith
para-bedbound
para-bedside
para-bedtime
para-beeh
para-beekman
para-beesdo
para-befalling
para-befriend
para-begirming
para-begrudge
para-behaves
para-behaving
para-behaviorally
para-behaviorial
para-behjavioral
para-behling
para-beidel
para-beiiefs
para-belching
para-beliavioral
para-belinda
para-belittle
para-belligerence
para-bellville
para-beneficent
para-benoit
para-benzodiazepine
para-benzodiazepinelike
para-benzodiazepines
para-benzoylecgonine
para-berating

para-shalev
para-shalini
para-shamanism
para-shamed
para-sharjeel
para-sharlene
para-sharpe
para-shaukat
para-shaywitz
para-shc
para-sheena
para-shen
para-shenjing
para-sheree
para-sherre
para-sherri
para-sheryl
para-sheth
para-shghtly
para-shidents
para-shim
para-shiner
para-shinn
para-shivakumar
para-shobha
para-shona
para-shoplifting
para-shortchange
para-shortcomings
para-shorten
para-shortening
para-shortens
para-shortness
para-shoving
para-showering
para-shrout
para-shrugging
para-shuairuo
para-shubha
para-shubo
para-shubu
para-shupinka
para-shyness
para-sialorrhea
para-sias
para-sibilants
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meta-misunderstand
meta-misunderstanding
meta-misunderstood
meta-misused
meta-mitd
meta-mitigated
meta-mitigates
meta-mitigating
meta-mitral
meta-mize
meta-mlvhijtikamod
meta-mmhg
meta-moaning
meta-mockery
meta-modality
meta-modeirate
meta-moderates
meta-modestly
meta-modifiers
meta-modulate
meta-modulating
meta-moeller
meta-moenssens
meta-moffitt
meta-mogels
meta-mohamed
meta-mohlman
meta-moir
meta-moira
meta-mokhtar
meta-momen
meta-moming
meta-monique
meta-monogamous
meta-monograph
meta-mononucleosis
meta-monosyllabic
meta-monosymptomatic
meta-monothetic
meta-monozygotic
meta-montage
meta-moodcongruent
meta-moodincongruent
meta-moodiness
meta-moods
meta-moraes

ortho-frontotemporal
ortho-frotteurism
ortho-frotteuristic
ortho-frustes
ortho-frye
ortho-fugue
ortho-fuii
ortho-fulfills
ortho-fullness
ortho-fullsymptom
ortho-fumes
ortho-functionai
ortho-functionally
ortho-fundamentalist
ortho-funerals
ortho-funerary
ortho-funnels
ortho-furlan
ortho-furr
ortho-furthering
ortho-furtiiermore
ortho-fusar
ortho-fused
ortho-fuu
ortho-fv
ortho-gabapentin
ortho-gabrielle
ortho-gaebel
ortho-gaf
ortho-gagandeep
ortho-gahr
ortho-gait
ortho-galanter
ortho-galasko
ortho-galia
ortho-gallien
ortho-gallo
ortho-gamblers
ortho-gambles
ortho-ganglia
ortho-gangopadhyay
ortho-gangster
ortho-gannon
ortho-ganser
ortho-gariti
ortho-garza

para-berea
para-bereaved
para-bereavement
para-bergeron
para-berman
para-bermant
para-bernadette
para-bertman
para-betel
para-betrayed
para-bewildered
para-bhang
para-bhat
para-bhati
para-bhatnagar
para-bhembe
para-bhor
para-bhui
para-bhupinder
para-bianca
para-biases
para-bibeau
para-bicarbonate
para-bickford
para-bidirectional
para-bieber
para-bifida
para-bilaterally
para-binge
para-bingeeating
para-binges
para-binik
para-bioavailable
para-biochemically
para-biologically
para-biomarker
para-biomarkers
para-birmaher
para-bitten
para-bitterness
para-blacker
para-blacking
para-blackouts
para-blames
para-blaming
para-blatchley

para-sicilians
para-sidetracked
para-sidiropoulos
para-sieep
para-siegell
para-siever
para-sighted
para-signaled
para-signers
para-signifying
para-silliness
para-silverman
para-silvia
para-simonds
para-simplex
para-simplification
para-simplistic
para-simulates
para-simulating
para-singareddy
para-singly
para-sinusitis
para-situationai
para-situational
para-sjmdrome
para-sjmiptoms
para-sjmnptoms
para-sjnnptom
para-sjnnptoms
para-sjonptoms
para-skariah
para-skepticism
para-skewed
para-skodol
para-skoog
para-skrzypchak
para-slapping
para-sldlls
para-sleepers
para-sleepiness
para-sleepless
para-sleeplessness
para-sleeprelated
para-sleeptalking
para-sleepwake
para-sleepwalk
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meta-moralistic
meta-morbid
meta-morbidity
meta-morey
meta-moriarty
meta-morin
meta-mormons
meta-moroseness
meta-morphologically
meta-mort
meta-moscicki
meta-moskowitz
meta-moth
meta-motility
meta-motivates
meta-motoric
meta-motsinger
meta-moullin
meta-moun
meta-mouthing
meta-mow
meta-moyer
meta-mptp
meta-msdg
meta-mslt
meta-mucosa
meta-mucous
meta-muddled
meta-mugged
meta-muggers
meta-mugging
meta-multiaxial
meta-multidimensional
meta-multifactorial
meta-multifocal
meta-multiparity
meta-multisensory
meta-multisite
meta-multisyllable
meta-munson
meta-muppa
meta-murgolo
meta-murmuring
meta-murmurs
meta-musculature
meta-musculoskeletal

ortho-gaskins
ortho-gasping
ortho-gastritis
ortho-gastroesophageal
ortho-gastroparesis
ortho-gastrostomy
ortho-gaudioso
ortho-gautam
ortho-gauthier
ortho-gaxiola
ortho-gayle
ortho-geagea
ortho-gearhart
ortho-geda
ortho-geetha
ortho-geffen
ortho-gehrman
ortho-gelb
ortho-gelfond
ortho-geller
ortho-gels
ortho-genderrelated
ortho-genders
ortho-generahzed
ortho-generaiized
ortho-generational
ortho-genevieve
ortho-genitalia
ortho-genitally
ortho-genitals
ortho-genito
ortho-genlto
ortho-genotype
ortho-genotypes
ortho-gepirone
ortho-geppert
ortho-germaine
ortho-germs
ortho-gerow
ortho-gerring
ortho-gerson
ortho-gerstmann
ortho-gestational
ortho-gestural
ortho-gestures
ortho-gettingoutof

para-bleiberg
para-blemish
para-blepharitis
para-blinded
para-blinking
para-blinks
para-blithely
para-bliwise
para-bloating
para-blockers
para-blocl
para-bloodstream
para-bloodworth
para-bloomenstiel
para-blot
para-blotchy
para-blume
para-blumkin
para-blunting
para-blunts
para-blurred
para-blurriness
para-blurring
para-blurry
para-blurts
para-bluvshtein
para-boastful
para-boasting
para-bobb
para-bobbing
para-bobbitt
para-bochtler
para-bodner
para-bodv
para-bodyfocused
para-boehnlein
para-bogue
para-boldface
para-bollinger
para-boman
para-bongs
para-borderiine
para-borderline
para-borges
para-borrov
para-bothersome

para-sleepwalking
para-slighted
para-slights
para-slowness
para-slowwave
para-sluggishness
para-slump
para-slurred
para-slurs
para-smartest
para-smearing
para-smedley
para-smelling
para-smilowitz
para-smita
para-smokeless
para-smothering
para-snacking
para-snatching
para-sniff
para-sniffer
para-sniffing
para-snobbish
para-snore
para-snoring
para-snorted
para-snorting
para-sobbing
para-sociability
para-sociai
para-socialization
para-socializing
para-sociocultural
para-socioculturally
para-socioeconomic
para-socioemotional
para-sociopathy
para-sociopolitical
para-sodomy
para-sofie
para-soiling
para-sola
para-solanto
para-soloff
para-somatic
para-somatization

DSM-UPAX

90
Meta, Ortho, Para Vocabulary

meta-muskin
meta-muted
meta-mutilating
meta-mutilative
meta-mutism
meta-mutiso
meta-mutuality
meta-myalgias
meta-myasthenia
meta-mydriasis
meta-myeloneuropathy
meta-myoclonic
meta-myoclonus
meta-myoinositol
meta-myopathies
meta-myrna
meta-mythical
meta-nada
meta-nadir
meta-naivet
meta-naloxone
meta-nandini
meta-nape
meta-napping
meta-narcissism
meta-narcissistic
meta-narcolepsy
meta-narrate
meta-narratives
meta-narrowed
meta-narrowing
meta-nasogastric
meta-nasopharynx
meta-nathalie
meta-naugle
meta-navigating
meta-navin
meta-nazarian
meta-ncd
meta-ncdlb
meta-ncds
meta-ndetei
meta-ndez
meta-nding
meta-neale
meta-neatly

ortho-geyer
ortho-gfeller
ortho-ggt
ortho-gherman
ortho-ghosh
ortho-gibbons
ortho-gillespie
ortho-gillian
ortho-girly
ortho-gitlin
ortho-gizzi
ortho-glands
ortho-glasser
ortho-glib
ortho-glibness
ortho-glicksman
ortho-glisky
ortho-globus
ortho-glorisa
ortho-glossa
ortho-glucocorticoid
ortho-glues
ortho-glutamyltransferase
ortho-glycoprotein
ortho-gnizes
ortho-gnrh
ortho-goaldirected
ortho-goalfocused
ortho-godbole
ortho-godehard
ortho-goldbloom
ortho-goldfischer
ortho-golding
ortho-golfer
ortho-gonadal
ortho-gonadotropin
ortho-gonads
ortho-gonzaga
ortho-goodline
ortho-goofiness
ortho-gorelick
ortho-gorkin
ortho-gottumakkla
ortho-gow
ortho-gozal
ortho-graeber

para-botulinum
para-bourgeois
para-bourne
para-bouts
para-bowden
para-bowley
para-boxshaped
para-boyajian
para-boyarsky
para-boyer
para-boyhood
para-brachfeld
para-bradykinesia
para-bradytachycardia
para-braff
para-braininjured
para-brainwashing
para-brandler
para-brandt
para-brandyn
para-branton
para-breakup
para-breathingrelated
para-breaths
para-brewin
para-bridged
para-brien
para-brighten
para-brightening
para-brightens
para-brigitta
para-brijan
para-brilliance
para-brink
para-brl
para-broadley
para-brocco
para-brommelhoff
para-bronchitis
para-bronchodilators
para-brooding
para-brotto
para-brower
para-bruises
para-bruising
para-bruxism

para-somatizing
para-somatoform
para-somatosensory
para-sommer
para-somnolence
para-somstic
para-soni
para-sonmolence
para-sooring
para-soqal
para-sor
para-sorel
para-soreness
para-sores
para-sororities
para-sotial
para-spani
para-spared
para-sparing
para-spasm
para-spasms
para-spatafora
para-spatano
para-specifier
para-specifiers
para-spect
para-speculated
para-speculative
para-spence
para-spero
para-sphincter
para-spied
para-spiegel
para-spina
para-spirals
para-spiro
para-spiteful
para-spitting
para-spivak
para-splittgerber
para-spongiform
para-spontaneity
para-spontaneously
para-sporadic
para-spousal
para-sprayed
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meta-necessitate
meta-necessitates
meta-necessitating
meta-necessities
meta-necrophilia
meta-neely
meta-negahve
meta-negates
meta-negativism
meta-negativity
meta-neglectful
meta-neill
meta-neiman
meta-neivosa
meta-nen
meta-neophobia
meta-neoplasia
meta-neoplasm
meta-neoplastic
meta-nervios
meta-nervosa
meta-nervousness
meta-nesr
meta-neurasthenia
meta-neuritic
meta-neuro
meta-neuroanatomical
meta-neurobehavioral
meta-neurobiological
meta-neurobiology
meta-neurochemical
meta-neurocircuitry
meta-neurocognihve
meta-neurocognitive
meta-neurodegenerative
meta-neurodevelopmental
meta-neuroendocrine
meta-neurofibrillary
meta-neurogenetic
meta-neurogenic
meta-neuroimaging
meta-neuroleptic
meta-neuroleptics
meta-neurologic
meta-neuromotor
meta-neuron

ortho-graf
ortho-graff
ortho-grammatical
ortho-granader
ortho-grandparent
ortho-granulin
ortho-gratification
ortho-grau
ortho-gravis
ortho-greben
ortho-greenhut
ortho-greenspan
ortho-greenstone
ortho-gregarious
ortho-gregariousness
ortho-greiner
ortho-gretchen
ortho-grieving
ortho-grillo
ortho-grimace
ortho-grimaces
ortho-grimacing
ortho-grisez
ortho-grn
ortho-groat
ortho-groen
ortho-groesz
ortho-grogginess
ortho-groin
ortho-groping
ortho-grosscup
ortho-grossi
ortho-grossly
ortho-groupings
ortho-grout
ortho-grudges
ortho-grunt
ortho-grunting
ortho-gsi
ortho-guanethidine
ortho-guarded
ortho-guarding
ortho-guedet
ortho-guerrero
ortho-guesses
ortho-guido

para-bso
para-bucholz
para-buckner
para-budney
para-buiimia
para-bulbar
para-bullied
para-bullies
para-bum
para-bumping
para-bums
para-bunt
para-bupreno
para-buprenorphine
para-bupropion
para-burd
para-burglary
para-burnout
para-burnside
para-bursch
para-burstein
para-bursts
para-buspirone
para-bustillo
para-butterfield
para-buttocks
para-butyl
para-buysse
para-bvo
para-byung
para-caban
para-cadasil
para-caffeinated
para-caffeinerelated
para-cag
para-cagigas
para-calibrated
para-callicott
para-callie
para-callous
para-callousness
para-calluses
para-caloric
para-cambodian
para-cambodians
para-cambra

para-sprees
para-sputum
para-squalor
para-squandering
para-squirms
para-sra
para-sriram
para-srog
para-ssific
para-ssion
para-ssler
para-ssri
para-ssris
para-staab
para-stabbed
para-stabbing
para-stabihty
para-stabilize
para-stabilizer
para-stabilizers
para-stabilizing
para-stadler
para-staffs
para-stagnation
para-stalking
para-stamboni
para-stanek
para-stanislav
para-starvation
para-statisticians
para-staving
para-stedge
para-steen
para-steeply
para-steinman
para-stemming
para-stenosis
para-stephane
para-stepwise
para-ster
para-stereotyped
para-stereotypes
para-stereotypic
para-stereotypical
para-stereotypically
para-stereotypies
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meta-neuronal
meta-neuropathology
meta-neuropathy
meta-neurophysiological
meta-neuroplasticity
meta-neuropsychiatric
meta-neuropsychological
meta-neuropsychologists
meta-neuropsychology
meta-neuroscientists
meta-neurosyphilis
meta-neurotic
meta-neuroticism
meta-neurotoxic
meta-neurotoxicity
meta-neurotoxin
meta-neurotransmitter
meta-neurovegetative
meta-neutralize
meta-neutralizing
meta-neutropenia
meta-nevado
meta-nevra
meta-newcomer
meta-neylan
meta-nfiedlcation
meta-nfiotives
meta-nggi
meta-niacin
meta-nicasio
meta-nickola
meta-nicola
meta-niculescu
meta-nida
meta-nidrome
meta-nigg
meta-nightmares
meta-nighttime
meta-niglitmare
meta-nihilism
meta-niklas
meta-nikulina
meta-niness
meta-ninfa
meta-nininger
meta-niranjan

ortho-guilherme
ortho-guillain
ortho-guillemet
ortho-guillermo
ortho-gullibility
ortho-gunderson
ortho-gunshot
ortho-gunshots
ortho-gur
ortho-gustatory
ortho-gutman
ortho-guzder
ortho-gwenn
ortho-gynecological
ortho-gynecologist
ortho-gynephilic
ortho-gyrus
ortho-habitual
ortho-habitually
ortho-hachinski
ortho-hackett
ortho-hackman
ortho-hage
ortho-haggard
ortho-hagman
ortho-haigh
ortho-hairdresser
ortho-hairpulling
ortho-hairs
ortho-hairston
ortho-hairstyle
ortho-hairstyles
ortho-haji
ortho-hales
ortho-haley
ortho-haliucinogen
ortho-hallinarks
ortho-hallmarks
ortho-hallucinating
ortho-hallucination
ortho-hallucinations
ortho-hallucinatory
ortho-hallucinogen
ortho-hallucinogenic
ortho-hallucinogeninduced
ortho-hallucinogenrelated

para-camilleri
para-camis
para-camouflaging
para-campanella
para-campo
para-canino
para-cannabinoid
para-cannabinoids
para-cannabisinduced
para-cannabisrelated
para-cannavo
para-cannot
para-cannotdo
para-capitalized
para-caporale
para-capps
para-captivity
para-caraballo
para-carbamates
para-carcinogenic
para-cardasis
para-cardiomyopathy
para-cardiopulmonary
para-cardiorespiratory
para-carditis
para-caregiverchild
para-caregiving
para-careless
para-carelessness
para-caressing
para-caretaker
para-caretakers
para-caribbeans
para-caricature
para-caries
para-carissa
para-carlino
para-carmabis
para-carmichael
para-carmody
para-carney
para-caroff
para-caron
para-carpal
para-carrion
para-carrizales

para-stereotyping
para-stereotypy
para-sterotyped
para-stic
para-stiffening
para-stiffness
para-stigma
para-stigmata
para-stigmatization
para-stigmatize
para-stigmatizing
para-stilted
para-stimillation
para-stimulant
para-stimulantlike
para-stimulantrelated
para-stimulants
para-stingy
para-stipec
para-stipulated
para-stipulating
para-stipulation
para-stipulations
para-stomachaches
para-stoop
para-stoppel
para-stopwatch
para-storch
para-storyhke
para-storylike
para-stotland
para-straebler
para-straining
para-straneri
para-strangulating
para-strassnig
para-strategically
para-stratified
para-streamlined
para-stremel
para-strep
para-streptococcal
para-stressfui
para-stressful
para-stressor
para-stressorrelated
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meta-nitrites
meta-nitrous
meta-nitschke
meta-nmda
meta-nnetabolism
meta-nnin
meta-nock
meta-noconsensus
meta-nocturia
meta-nocturnal
meta-nocturnus
meta-nods
meta-nof
meta-noises
meta-nomenclature
meta-nomi
meta-nonaccidental
meta-nonadherence
meta-nonaggressive
meta-nonalphabetic
meta-nonambiguous
meta-nonambulatory
meta-nonamnestic
meta-nonanmestic
meta-nonattendance
meta-nonbizarre
meta-noncastrated
meta-nonclinical
meta-noncoma
meta-noncompliance
meta-nonconfirming
meta-nonconforming
meta-nonconformity
meta-noncontact
meta-nondaily
meta-nondamaging
meta-nondelusional
meta-nondependent
meta-nondestructive
meta-nondeveloped
meta-nondisordered
meta-nonelinieal
meta-nonepisodic
meta-nonergot
meta-nonfatal
meta-nonfemale

ortho-hallucinogens
ortho-hallway
ortho-haloperidol
ortho-halos
ortho-hamper
ortho-hampered
ortho-hanau
ortho-handicapping
ortho-handicaps
ortho-handwringing
ortho-handwrite
ortho-hansler
ortho-haphazard
ortho-happ
ortho-hara
ortho-harassed
ortho-harassing
ortho-harbors
ortho-hardan
ortho-harish
ortho-hariton
ortho-harmandayan
ortho-harmed
ortho-harming
ortho-harmonize
ortho-harmonized
ortho-harmonizing
ortho-harms
ortho-harshly
ortho-hartlage
ortho-hartman
ortho-hartmann
ortho-hartsock
ortho-harwood
ortho-hashish
ortho-hasin
ortho-hassad
ortho-hasty
ortho-hatcher
ortho-hatsukami
ortho-hauger
ortho-haughty
ortho-haunt
ortho-hauser
ortho-haverly
ortho-hawton

para-caseby
para-cason
para-cassandra
para-cassie
para-caste
para-castellanos
para-castration
para-casye
para-catalepsy
para-cataloging
para-cataloguing
para-catania
para-cataplectic
para-cataplexy
para-catastrophe
para-catastrophes
para-catatonia
para-catatonic
para-catechol
para-catecholamines
para-categorical
para-categorically
para-categorization
para-categorize
para-catered
para-cathi
para-cathinones
para-cathryn
para-caucasians
para-caudate
para-causality
para-causally
para-causative
para-cautionary
para-cautioned
para-cavanagh
para-caveat
para-cavendish
para-cavernosography
para-caywood
para-cbl
para-ccs
para-ceasing
para-cecile
para-cedilla
para-ceglie

para-stressors
para-stressrelated
para-strgssor
para-striatal
para-striatum
para-striegel
para-strikingly
para-strives
para-stroboscopic
para-stroeh
para-stroup
para-strouts
para-struble
para-structive
para-structurally
para-structuring
para-stubborn
para-stubbornly
para-stubbornness
para-stumbling
para-stump
para-stupidity
para-stutes
para-stuttering
para-stylistic
para-subacute
para-subacutely
para-subarachnoid
para-subclassified
para-subclinical
para-subcortical
para-subcultural
para-subcutaneous
para-subdivided
para-subgrouping
para-subgroupings
para-subheadings
para-subjectively
para-submentalis
para-submissive
para-submissiveness
para-suboptimal
para-subsample
para-subscales
para-subserving
para-subsets
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meta-nonfluent
meta-nonfood
meta-nonfrail
meta-nongambling
meta-nongenital
meta-nongoal
meta-nonhallucinatory
meta-nonhallucinogen
meta-nonhierarchical
meta-nonhormonal
meta-nonhuman
meta-noninjurious
meta-nonlewy
meta-nonliteral
meta-nonliving
meta-nonmalignant
meta-nonmaltreatment
meta-nonmedical
meta-nonmedically
meta-nonmelancholic
meta-nonmood
meta-nonmotor
meta-nonneuropsychiatric
meta-nonnutritive
meta-nonparental
meta-nonpartner
meta-nonpathological
meta-nonperformance
meta-nonphysical
meta-nonproblematic
meta-nonproblematically
meta-nonproductive
meta-nonprogressive
meta-nonpsychiatric
meta-nonpurposive
meta-nonreactivity
meta-nonrelative
meta-nonresident
meta-nonresponse
meta-nonrestorative
meta-nonrhythmic
meta-nonsexuai
meta-nonsexual
meta-nonsignificant
meta-nonsocial
meta-nonsomatic

ortho-hazelike
ortho-hco
ortho-healed
ortho-healers
ortho-healthrelated
ortho-heartedness
ortho-heaviness
ortho-heckers
ortho-heddle
ortho-hedonic
ortho-heideman
ortho-heighten
ortho-heightened
ortho-heimberg
ortho-heinen
ortho-heino
ortho-heir
ortho-heitkamp
ortho-heizer
ortho-helene
ortho-heller
ortho-hellings
ortho-helmick
ortho-helplessness
ortho-helpseeking
ortho-hematemesis
ortho-hematocrit
ortho-hematology
ortho-hematoma
ortho-hemiparesis
ortho-hemodialysis
ortho-hemoglobin
ortho-hemorrhage
ortho-hemorrhages
ortho-hemorrhoids
ortho-hendry
ortho-hepatic
ortho-hepatomegaly
ortho-heralds
ortho-herbicides
ortho-hereditary
ortho-heritabilities
ortho-heritability
ortho-heritable
ortho-hermosillo
ortho-hernia

para-celeste
para-cellulitis
para-cemin
para-censor
para-centeredness
para-centimeters
para-centrality
para-centrifugal
para-cerebellar
para-cerebellum
para-cerebrospinal
para-cerebrovascular
para-ceremonial
para-cerhan
para-certa
para-cesar
para-cfcu
para-cfi
para-chadwick
para-chalmers
para-chandraiah
para-characteristically
para-characterizes
para-characterizing
para-charcot
para-charee
para-chatlos
para-cheated
para-cheered
para-chemerinski
para-chemoresponsiveness
para-cheniaux
para-chessick
para-chewed
para-chewing
para-cheyne
para-chiefly
para-childfriendly
para-childlike
para-chilis
para-chills
para-chipped
para-chir
para-chirman
para-chisholm
para-chloral

para-subside
para-subsides
para-subsiding
para-subskill
para-substanceinduced
para-substancespecific
para-substarice
para-substitutions
para-substsncg
para-subsume
para-subsumed
para-subsyndromal
para-subterfuge
para-subtests
para-subthreshold
para-subtler
para-subtleties
para-subtracting
para-subtype
para-subtyped
para-subtypes
para-subtyping
para-succinct
para-succinctly
para-sudah
para-sufferings
para-suffice
para-suffocation
para-sugary
para-suggeshng
para-suggestibility
para-suggestible
para-suggestive
para-suicidal
para-suicidality
para-suicides
para-suijaku
para-suk
para-sulci
para-sultzer
para-suman
para-summed
para-summergrad
para-summing
para-sunderstand
para-sunzeri
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meta-nonspecific
meta-nonspoken
meta-nonspousal
meta-nonspouse
meta-nonstereotyped
meta-nonsteroidal
meta-nonsubstance
meta-nonsuicidal
meta-nonthreatening
meta-nontolerant
meta-nontransient
meta-nontraumatic
meta-nontwin
meta-nonuse
meta-nonusers
meta-nonvaginal
meta-nonvegetative
meta-nonveridical
meta-nonviolent
meta-nonvisual
meta-norah
meta-noreen
meta-norepinephrine
meta-normality
meta-normative
meta-normatively
meta-normed
meta-normocapneic
meta-normophihc
meta-normophilic
meta-northrop
meta-nosological
meta-nosology
meta-nostrils
meta-notations
meta-nourishment
meta-nowak
meta-nown
meta-noxiousness
meta-nptoms
meta-ntiptoms
meta-nuchae
meta-nulliparous
meta-numbing
meta-numbness
meta-numeracy

ortho-herrera
ortho-herzog
ortho-hesitation
ortho-heterogeneity
ortho-hettema
ortho-heuristic
ortho-hia
ortho-hiatal
ortho-hic
ortho-hich
ortho-hickey
ortho-hideous
ortho-highattention
ortho-highdose
ortho-highnormal
ortho-highrisk
ortho-hilf
ortho-hiller
ortho-hinders
ortho-hine
ortho-hinman
ortho-hinton
ortho-hippocampal
ortho-hippocampus
ortho-hirschsprung
ortho-hirsute
ortho-hispanics
ortho-histopathological
ortho-histopathology
ortho-histrionic
ortho-hivinfected
ortho-hke
ortho-hla
ortho-hlnl
ortho-hoang
ortho-hoard
ortho-hoarded
ortho-hoarding
ortho-hoards
ortho-hochang
ortho-hoek
ortho-hofmann
ortho-hoge
ortho-holaway
ortho-holcomb
ortho-holloman

para-chlorpromazine
para-chmp
para-choking
para-cholecystokinin
para-choline
para-cholinergic
para-choosy
para-choreic
para-choreiform
para-choreoathetoid
para-chores
para-choticism
para-chottera
para-christa
para-christenson
para-christiansen
para-christianson
para-christophe
para-chromatin
para-chromosomal
para-chromosomes
para-chronically
para-chronicity
para-chrzanowski
para-chsnggs
para-chui
para-chyristianne
para-ciassification
para-cibih
para-cic
para-cicatricial
para-ciccone
para-ciiaracteristics
para-ciinicai
para-ciinical
para-cille
para-cim
para-cinapter
para-cingulate
para-ciomek
para-cip
para-cipitants
para-circadian
para-circling
para-circuitries
para-circulatory

para-superimposed
para-superiority
para-supersede
para-supersedes
para-superstitions
para-superstitious
para-superstitiousness
para-supine
para-suppes
para-supplicant
para-suppressant
para-suppressants
para-suppresses
para-suppressibility
para-suppressors
para-supranuclear
para-supraventricular
para-sureyya
para-surges
para-suris
para-surreptitious
para-surrogate
para-survives
para-susanna
para-sushrut
para-susi
para-suspecting
para-suspensions
para-suspicions
para-suspiciousness
para-sustains
para-susto
para-suzanna
para-swallowed
para-sweating
para-swedo
para-sweene
para-swerdlow
para-sybil
para-syllable
para-symbolically
para-symmetrically
para-sympathomimetic
para-symptomatic
para-symptomatically
para-symptomatology
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meta-nunes
meta-nunez
meta-nurturance
meta-nurture
meta-nurturing
meta-nussbaum
meta-nutritionally
meta-nyhan
meta-nystagm
meta-nystagmus
meta-oanh
meta-oast
meta-objectively
meta-objectivity
meta-obliteration
meta-oblivious
meta-obscenities
meta-obscured
meta-obsen
meta-observable
meta-observances
meta-observational
meta-observes
meta-obsessing
meta-obsessional
meta-obsessions
meta-obsessive
meta-obsessivecompulsive
meta-obsessively
meta-obsgssivg
meta-obstetric
meta-obstetrical
meta-obstruct
meta-obstructed
meta-obstructing
meta-obstructions
meta-obstructive
meta-obtundation
meta-obviates
meta-occasioning
meta-occhiu
meta-occipital
meta-occupationali
meta-occupationally
meta-ocd
meta-ocs

ortho-hollowed
ortho-holter
ortho-holve
ortho-homebound
ortho-homemaker
ortho-homeostatic
ortho-homesick
ortho-homicidal
ortho-homicides
ortho-homocysteine
ortho-homocystinuria
ortho-homophobia
ortho-homozygous
ortho-honorfinancial
ortho-hopeless
ortho-hopelessness
ortho-hormonal
ortho-horowitz
ortho-horrific
ortho-hospitalization
ortho-hospitalizations
ortho-hospitalized
ortho-hostilities
ortho-hostility
ortho-housebound
ortho-hov
ortho-hsu
ortho-htigious
ortho-httle
ortho-htv
ortho-hucker
ortho-huegel
ortho-huestis
ortho-humanly
ortho-humanmade
ortho-humiliated
ortho-humiliating
ortho-humility
ortho-humke
ortho-humpreys
ortho-hundt
ortho-huntingtin
ortho-hussainee
ortho-husseini
ortho-hydrate
ortho-hydrocarbon

para-circumlocutions
para-circumscribed
para-circumstantial
para-circumvent
para-cirona
para-cirrhosis
para-civi
para-civilly
para-cjd
para-ckl
para-ckle
para-clairvoyance
para-clarifies
para-clarifying
para-classed
para-classifiable
para-classifying
para-clausell
para-clenching
para-clevenger
para-clieyne
para-climbs
para-clinging
para-cliniciai
para-clinician
para-clinicopathological
para-clir
para-clitoral
para-cll
para-cloacal
para-clonic
para-clonidine
para-closeness
para-clostridium
para-clothed
para-clozapine
para-clumsiness
para-clumsy
para-cluttered
para-cmr
para-cnown
para-cobwebs
para-coccaro
para-cockfights
para-cocking
para-cocky

para-synchronies
para-syncope
para-syndromal
para-syndromes
para-syndromic
para-syndronne
para-synesthesias
para-synovitis
para-synthesized
para-syntonic
para-synuclein
para-synucleinopathies
para-synucleinopathy
para-syphilis
para-systematized
para-tabletops
para-tachycardia
para-tactile
para-tactilely
para-taein
para-taghizadeh
para-taijin
para-takotsubo
para-talcum
para-talkable
para-talkative
para-talkativeness
para-tamar
para-tamara
para-tami
para-tamoxifen
para-tampon
para-tampons
para-tandon
para-tangential
para-tangentiality
para-tangles
para-tania
para-tannock
para-tansvestic
para-tantrum
para-tantrums
para-taper
para-tapered
para-tapering
para-tarbell
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meta-ocular
meta-oculography
meta-oculogyric
meta-oddness
meta-oderate
meta-odors
meta-odromal
meta-oes
meta-ofer
meta-offend
meta-offending
meta-ohayon
meta-ohr
meta-ojo
meta-oland
meta-oleson
meta-olfactory
meta-olga
meta-oligodendrocyte
meta-olincy
meta-omen
meta-ona
meta-onehalf
meta-onerous
meta-onethird
meta-onetime
meta-onno
meta-ono
meta-onsets
meta-onslow
meta-opalesky
meta-ophthalmological
meta-ophthalmoplegia
meta-opiate
meta-opioidinduced
meta-opioidrelated
meta-opioids
meta-opisthotonus
meta-opportunistic
meta-opposites
meta-oppositional
meta-optimally
meta-oquendo
meta-orderliness
meta-ordinaiy
meta-ordinarily

ortho-hydrocarbons
ortho-hydrochloride
ortho-hydroxysteroid
ortho-hygienic
ortho-hyman
ortho-hymowitz
ortho-hynes
ortho-hypeiihyroidism
ortho-hyperactive
ortho-hyperactiveimpulsive
ortho-hyperactivity
ortho-hyperacusis
ortho-hyperarousal
ortho-hypercapneic
ortho-hypercapnia
ortho-hypercapnic
ortho-hypercarbia
ortho-hypercholesterolemia
ortho-hyperextensible
ortho-hyperintensities
ortho-hypermetabolic
ortho-hypermetabolism
ortho-hypermobility
ortho-hyperparathyroidism
ortho-hyperperfectionism
ortho-hyperphagia
ortho-hyperplasia
ortho-hyperprolactinemia
ortho-hyperpyrexia
ortho-hyperresponsibility
ortho-hyperresponsivity
ortho-hypersensitive
ortho-hypersensitivity
ortho-hypersexuality
ortho-hypersomnia
ortho-hypersomnias
ortho-hypersomnoience
ortho-hypersomnolence
ortho-hypersoninolence
ortho-hypersonmia
ortho-hypersonnnia
ortho-hypersonrmolence
ortho-hypertelorism
ortho-hyperthyroidism
ortho-hypertrophy
ortho-hyperventilation

para-codable
para-codefirst
para-codeine
para-coello
para-coerce
para-coerced
para-coercion
para-coercive
para-coexist
para-coexistence
para-coexisting
para-coexists
para-cofactors
para-cognitions
para-cognitively
para-cognizant
para-cohabit
para-cohesive
para-cohorts
para-coincide
para-coincided
para-coincident
para-coincidental
para-coincidentally
para-coincides
para-coinciding
para-coined
para-coinpiilsive
para-coira
para-coitus
para-coker
para-colbom
para-coldness
para-collaborating
para-collapsing
para-collectivistic
para-collin
para-colloquialism
para-colman
para-colorless
para-cols
para-comatose
para-combatant
para-combativeness
para-combing
para-comeal

para-tarcia
para-tardbp
para-tardif
para-tardiness
para-tardive
para-tars
para-tarves
para-tasked
para-tasneem
para-tatarchuk
para-tattooing
para-tavares
para-taylere
para-tazza
para-tbi
para-tbis
para-tctj
para-tearful
para-tearfulness
para-teasing
para-tegmental
para-teic
para-tejal
para-telemetric
para-telemetry
para-telepathy
para-telephoning
para-telogen
para-temazepam
para-temperament
para-temperamental
para-temperaments
para-tempered
para-temporally
para-temporoparietal
para-tendencies
para-tenderness
para-tending
para-tenseness
para-tensing
para-tensor
para-teratogen
para-teratogenic
para-teratogens
para-terence
para-terminating
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meta-orexin
meta-organophosphate
meta-organophosphates
meta-orientations
meta-orienting
meta-oropharyngeal
meta-oropharynx
meta-orphanage
meta-orphanages
meta-orry
meta-orthographies
meta-orthopnea
meta-orthostasis
meta-orthostatic
meta-osa
meta-oscillations
meta-ose
meta-oses
meta-osiol
meta-osteoarthritis
meta-osteopenia
meta-ostracism
meta-osvchiatric
meta-othei
meta-othena
meta-othenvise
meta-otiier
meta-otiiers
meta-ounter
meta-outbreaks
meta-outburst
meta-outbursts
meta-outlooks
meta-outnumber
meta-outpatients
meta-outwardly
meta-ovenwhelmed
meta-overabstract
meta-overactivity
meta-overanxious
meta-overarching
meta-overaroused
meta-overattribute
meta-overconcemed
meta-overconcern
meta-overconcrete

ortho-hypervigilant
ortho-hypnagogic
ortho-hypnohc
ortho-hypnopompic
ortho-hypnotic
ortho-hypnotics
ortho-hypnotizability
ortho-hypo
ortho-hypoactive
ortho-hypoadrenocorticism
ortho-hypoalbuminemia
ortho-hypocapneic
ortho-hypocapnia
ortho-hypochondriacal
ortho-hypochondriasis
ortho-hypocretin
ortho-hypoemotionahty
ortho-hypoemotionality
ortho-hypogastric
ortho-hypoglycemia
ortho-hypogonadal
ortho-hypogonadism
ortho-hypokalemia
ortho-hypomagnesemia
ortho-hypomania
ortho-hypomanias
ortho-hypomanic
ortho-hypomanie
ortho-hypomar
ortho-hypometabolism
ortho-hyponatremia
ortho-hypoparathyroidism
ortho-hypophosphatemia
ortho-hypophosphorylation
ortho-hypopnea
ortho-hypopneas
ortho-hypopneic
ortho-hyporeactivity
ortho-hyposensitive
ortho-hypotension
ortho-hypothalamic
ortho-hypothermia
ortho-hypothyroidism
ortho-hypotonia
ortho-hypoventilation
ortho-hypoxemia

para-comforting
para-commandeer
para-commensurate
para-commimicating
para-commimication
para-commimltv
para-commonalities
para-communicative
para-comorbid
para-comorbidities
para-comorbidly
para-comorbldlty
para-comotbid
para-compel
para-compendium
para-compensatory
para-competences
para-compiex
para-completions
para-complexion
para-complicate
para-complicates
para-complicating
para-compounding
para-comprehend
para-comprehending
para-comprehensibility
para-comprehensible
para-comprehensiveness
para-compromises
para-compul
para-compulsions
para-compulsive
para-compulsively
para-compulsivg
para-comt
para-conaway
para-conceal
para-conceive
para-conceptions
para-conceptualization
para-conceptualizations
para-conceptualized
para-conceptualizing
para-conceptually
para-concomitant

para-terrell
para-terrence
para-terrors
para-tess
para-testes
para-testicular
para-tetanus
para-tetrahydrocannabinol
para-tfie
para-tgcl
para-thalamus
para-thalia
para-thase
para-thc
para-thefts
para-thelen
para-thematically
para-thermoregulation
para-thes
para-thg
para-thiamine
para-thibault
para-thiethylperazine
para-thiht
para-thilly
para-thinned
para-thinner
para-thinness
para-thinning
para-thirst
para-thiruneermalai
para-thomason
para-thome
para-thomton
para-thorp
para-thoughtless
para-threefold
para-throbbing
para-thrombocytopenia
para-thrusting
para-thumm
para-thunderstorms
para-thunfors
para-thyra
para-thyrotoxicosis
para-thyroxine
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meta-overconfidence
meta-overconnection
meta-overconscientious
meta-overcrowding
meta-overdiagnosed
meta-overdiagnosis
meta-overdoses
meta-overdosing
meta-overdue
meta-overeating
meta-overemphasized
meta-overemphasizes
meta-overestimate
meta-overfamiliarity
meta-overgeneralize
meta-overinvolvement
meta-overlaps
meta-overlie
meta-overlooks
meta-overpreparing
meta-overprotection
meta-overprotective
meta-overprotectiveness
meta-overreport
meta-overrepresented
meta-overs
meta-overseeing
meta-oversleeping
meta-overstimulating
meta-overstraining
meta-overt
meta-overtly
meta-overtness
meta-overtreatment
meta-overuse
meta-overvaluatipn
meta-overvalued
meta-overweening
meta-overwhelmingly
meta-overwhelms
meta-overwork
meta-overzealous
meta-ovulation
meta-oxazepam
meta-oxycodone
meta-oyev

ortho-hypoxemic
ortho-hypoxia
ortho-hypoxic
ortho-hypozincemia
ortho-hysterectomy
ortho-hysterical
ortho-hysterically
ortho-hystericus
ortho-iagnostic
ortho-ibarra
ortho-ibrahim
ortho-ical
ortho-icd
ortho-icf
ortho-icit
ortho-icnown
ortho-icsd
ortho-ictal
ortho-ictally
ortho-idalia
ortho-ideahon
ortho-idealization
ortho-idealize
ortho-idealized
ortho-idealizing
ortho-ideation
ortho-ideational
ortho-ideologies
ortho-idiom
ortho-idiomatic
ortho-idioms
ortho-idiosyncratic
ortho-idos
ortho-ierate
ortho-iers
ortho-iess
ortho-ignores
ortho-ihat
ortho-iibitors
ortho-iiii
ortho-iilce
ortho-iilll
ortho-iimer
ortho-iindividuali
ortho-iip
ortho-iiwestigator

para-concomitants
para-concordant
para-concurrently
para-concussions
para-condescending
para-condescension
para-condon
para-conductance
para-conduction
para-confabulate
para-confabulatory
para-confer
para-confers
para-confide
para-configurai
para-confining
para-confiplex
para-conflicted
para-confluent
para-confronts
para-confuse
para-confusional
para-congest
para-congestive
para-congregate
para-congruent
para-conhised
para-conible
para-conjunctival
para-conmion
para-conmionly
para-conmiunity
para-conning
para-connmon
para-connotation
para-connotes
para-conrmion
para-conscientious
para-conscientiousness
para-consciously
para-consented
para-consenting
para-considerakjle
para-consonants
para-conspired
para-constellation

para-tial
para-tibialis
para-tics
para-tiefer
para-tife
para-tightening
para-tiiat
para-tiie
para-tille
para-tillery
para-timelimited
para-timid
para-timidity
para-tingling
para-tinnitus
para-tio
para-tionnaire
para-tippey
para-tiptoes
para-tiredness
para-tirelessly
para-tirumalasetty
para-titers
para-titration
para-tiv
para-tivg
para-tjoa
para-tliat
para-tlie
para-tliere
para-tliey
para-tliis
para-tlu
para-tlustos
para-tobaccoinduced
para-tobaccorelated
para-tobe
para-toddlerhood
para-tohen
para-toileting
para-tojuana
para-tolin
para-toluene
para-tomboyism
para-tomography
para-tonal
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meta-ozonoff
meta-pacha
meta-pachikara
meta-pacification
meta-pacing
meta-paddling
meta-pae
meta-painfully
meta-painstaking
meta-palate
meta-paleness
meta-paley
meta-palilalia
meta-palliation
meta-pallor
meta-palpation
meta-palpitations
meta-palsies
meta-pancreatitis
meta-panicking
meta-panicky
meta-paniclike
meta-papadakis
meta-papenwork
meta-papetti
meta-paracetamol
meta-paradoxical
meta-parahippocampal
meta-paralikar
meta-parallels
meta-paralyses
meta-paralysis
meta-paraneoplastic
meta-paranoia
meta-paraphernalia
meta-paraphilia
meta-paraphilias
meta-paraphilic
meta-paraphilically
meta-parapkilic
meta-parasite
meta-parasitosis
meta-parasomnia
meta-parenteral
meta-parenthetical
meta-parenthetically

ortho-ikram
ortho-ild
ortho-ileana
ortho-ilechukwu
ortho-ilhiess
ortho-ili
ortho-illintent
ortho-illiteracy
ortho-ills
ortho-illustrative
ortho-imanic
ortho-imbalance
ortho-imbalances
ortho-imder
ortho-imderstanding
ortho-imild
ortho-immaterial
ortho-immature
ortho-immaturities
ortho-immaturity
ortho-immigrated
ortho-immobility
ortho-immobilization
ortho-immunocompromise
ortho-immunological
ortho-immunoreactivity
ortho-immunosorbent
ortho-immunosuppressant
ortho-immunosuppression
ortho-immutable
ortho-imoderate
ortho-imoortant
ortho-imoving
ortho-impaction
ortho-impainnent
ortho-impair
ortho-impairing
ortho-impairments
ortho-impairs
ortho-impatience
ortho-impatient
ortho-impede
ortho-impeded
ortho-impedes
ortho-impending
ortho-imperceptibly

para-constellations
para-constipation
para-constituting
para-constrain
para-constricted
para-constriction
para-constructional
para-constructionist
para-constructions
para-consumes
para-contaly
para-contaminating
para-contemporaneously
para-contemptuous
para-continence
para-continuance
para-contours
para-contraceptives
para-contracture
para-contradict
para-contradictory
para-contradistinction
para-contralateral
para-contrasted
para-contrasts
para-contributory
para-controiied
para-contusion
para-conunent
para-conununities
para-convene
para-conventionally
para-convergent
para-converging
para-conversational
para-conversing
para-conveyed
para-conveying
para-conveys
para-convulsions
para-conwell
para-cooccurrence
para-cooccurring
para-cooccurs
para-cooperstein
para-coordinahon

para-tong
para-tonic
para-tonsils
para-tonsure
para-tonya
para-topography
para-tore
para-tormented
para-torrance
para-torrey
para-torrisi
para-torry
para-torticollis
para-tose
para-totaled
para-touchstone
para-touchy
para-tourette
para-towery
para-toxicants
para-toxicities
para-toxicological
para-toxin
para-toxocariasis
para-trachman
para-traci
para-tracts
para-trajectories
para-tramautic
para-trancelike
para-tranquilizers
para-transactive
para-transcultural
para-transferrin
para-transfusions
para-transitory
para-transmissible
para-transporation
para-transsexualism
para-transurethral
para-transvestic
para-transvestism
para-traum
para-traumaand
para-traumatized
para-traumatizing
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meta-paresthesias
meta-pargyline
meta-parietal
meta-parikh
meta-parkinsonian
meta-parkinsonism
meta-parkir
meta-parltinson
meta-parotid
meta-paroxetine
meta-paroxysmal
meta-parroting
meta-parrotlike
meta-partialism
meta-parting
meta-partnered
meta-paruresis
meta-passively
meta-passivity
meta-pastimes
meta-patchy
meta-pate
meta-patel
meta-patency
meta-paternal
meta-pathogenesis
meta-pathogenic
meta-pathognomonic
meta-pathoiogicai
meta-pathological
meta-pathologies
meta-pathologized
meta-pathologizing
meta-pathophysiological
meta-patil
meta-patrece
meta-patronizing
meta-pattem
meta-patterning
meta-paucity
meta-paulette
meta-paulsen
meta-paulson
meta-pauses
meta-pautz
meta-pavor

ortho-imperfect
ortho-imperfections
ortho-impersistence
ortho-implying
ortho-imposition
ortho-impostor
ortho-impoverished
ortho-impoverishment
ortho-impractical
ortho-impressing
ortho-impressionability
ortho-impressionistic
ortho-impressively
ortho-improvise
ortho-imptuse
ortho-impuise
ortho-impuisivity
ortho-impulsecontrol
ortho-impulses
ortho-impulsive
ortho-impulsively
ortho-impulsiveness
ortho-imraan
ortho-imreality
ortho-ina
ortho-inaccessibility
ortho-inactivity
ortho-inadequately
ortho-inadvertent
ortho-inancial
ortho-inanimate
ortho-inappropriately
ortho-inasmuch
ortho-inattention
ortho-inattentive
ortho-inauthentic
ortho-incapable
ortho-incapacitated
ortho-incapacitation
ortho-incarceration
ortho-incipient
ortho-incite
ortho-inciuding
ortho-incoherence
ortho-incoherent
ortho-incompatibility

para-copd
para-coprolalia
para-coprophilia
para-copropraxia
para-copulation
para-coquettish
para-corbelle
para-corbett
para-cordaro
para-cordova
para-cormecting
para-cormnon
para-cornelia
para-corpses
para-corpuscular
para-correlate
para-correlates
para-corroborate
para-corroborating
para-corroborative
para-cortical
para-cortices
para-corticobasal
para-cortisol
para-coryell
para-costumed
para-cotinine
para-coughing
para-counterattack
para-countis
para-courtship
para-coury
para-covariance
para-covariates
para-covariation
para-covertness
para-covet
para-cowardly
para-coworkers
para-cphc
para-craddock
para-cramps
para-craniofacial
para-cranium
para-cranky
para-craske

para-travails
para-treacher
para-treatable
para-tremens
para-tremors
para-tremulousness
para-triad
para-triais
para-triazolam
para-tric
para-tricamo
para-trichobezoars
para-trichophagia
para-trichoscopy
para-trichotillomania
para-tricking
para-tricycle
para-tricyclic
para-triglycerides
para-triiodothyronine
para-trilng
para-trimester
para-trimethobenzamide
para-trincleotide
para-trinucleotide
para-triphasic
para-tripling
para-triptans
para-trisha
para-trismus
para-trisomy
para-trivedi
para-triviality
para-troemel
para-tropulsion
para-troublesome
para-troubling
para-truant
para-trzepacz
para-tsai
para-tsuang
para-tsychotic
para-ttie
para-tuberculin
para-tuberous
para-tuch
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meta-pbk
meta-pco
meta-pcp
meta-peaking
meta-peculiarities
meta-pedophilia
meta-pedophilic
meta-peele
meta-peering
meta-pejorative
meta-pelham
meta-pelvic
meta-pena
meta-penal
meta-penetrant
meta-penetrating
meta-penile
meta-perceives
meta-perceiving
meta-perceptible
meta-perceptual
meta-perelman
meta-pereonality
meta-perfectionism
meta-perfectionist
meta-perforated
meta-perforation
meta-perfusion
meta-peri
meta-periand
meta-perimenopause
meta-perinasal
meta-perinatal
meta-perioral
meta-peripartum
meta-peristent
meta-perisylvian
meta-peritraumatic
meta-perivoliotis
meta-perlis
meta-perlman
meta-permanence
meta-perminder
meta-pernicious
meta-perpetrator
meta-perpetrators

ortho-incompetence
ortho-incompleteness
ortho-incomprehensible
ortho-inconclusive
ortho-incongruence
ortho-inconsequential
ortho-inconsistently
ortho-inconsolable
ortho-inconspicuously
ortho-incontinence
ortho-incontrovertible
ortho-inconveniences
ortho-incoordination
ortho-inculcate
ortho-indecision
ortho-indecisiveness
ortho-indefinitely
ortho-independentiy
ortho-indiff
ortho-indifference
ortho-indifferent
ortho-indignation
ortho-indiscretions
ortho-indiscriminate
ortho-indiscriminately
ortho-indisposition
ortho-indistinguishable
ortho-individu
ortho-individuai
ortho-individualize
ortho-individualized
ortho-indoctrination
ortho-indoleamines
ortho-inducgcl
ortho-inducing
ortho-indulge
ortho-industrialized
ortho-inedibles
ortho-ineffectiveness
ortho-ineffectual
ortho-ineligibility
ortho-inept
ortho-ineptitude
ortho-inequities
ortho-inertia
ortho-inexhaustibility

para-crauciuc
para-crave
para-craving
para-cravings
para-creeping
para-creighton
para-crescendo
para-crescendodecrescendo
para-crg
para-criminality
para-cristancho
para-criteha
para-crohn
para-crossculturally
para-crossdressed
para-crossfield
para-crowley
para-cru
para-cruelly
para-cryptococcal
para-cryptococcus
para-csemansky
para-csf
para-csl
para-cuesta
para-cuitural
para-cuiture
para-culhire
para-cullen
para-culltai
para-culmination
para-culp
para-cults
para-cultursl
para-culty
para-cumulatively
para-cures
para-cursing
para-curt
para-cushing
para-cuthbert
para-cutpoint
para-cuyar
para-cva
para-cyanosis
para-cyclical

para-tulshi
para-tumescence
para-tumoral
para-ture
para-turgidity
para-turmoil
para-tweedie
para-tweezers
para-twitching
para-twofold
para-txco
para-typography
para-uei
para-ugliness
para-uj
para-ulanday
para-ulcers
para-ulrich
para-ultradian
para-ultrasonography
para-umi
para-unabated
para-unaccompanied
para-unappealing
para-unappreciated
para-unassociated
para-unattainability
para-unattractive
para-unavailability
para-unavoidable
para-unawareness
para-unbidden
para-uncaring
para-uncharacteristic
para-uncluttered
para-uncomfortably
para-uncommonly
para-uncomplicated
para-unconcerned
para-uncongenial
para-unconsciousness
para-unconsenting
para-uncontrollable
para-uncontrolled
para-unconventional
para-uncorrected
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meta-perpetuate
meta-perpetuating
meta-perpetuation
meta-perplexing
meta-perplexity
meta-persecuted
meta-persecutory
meta-perseverant
meta-perseverate
meta-perseveration
meta-perseverative
meta-persisjence
meta-persisted
meta-persistently
meta-persisting
meta-personahty
meta-personaiity
meta-personaliiy
meta-personified
meta-perspiration
meta-pertain
meta-pertains
meta-perturbation
meta-perturbations
meta-pervasiveness
meta-pessimism
meta-pessimistic
meta-pessin
meta-petechiae
meta-petechial
meta-peteet
meta-peterman
meta-petrakis
meta-petry
meta-peyote
meta-pfeffer
meta-pfeiffer
meta-pflugardt
meta-pggdiriq
meta-phalloplasty
meta-pharmacodynamics
meta-pharmacokinetic
meta-pharmacokinetics
meta-pharmacological
meta-pharmacologically
meta-pharyngeal

ortho-inexperience
ortho-inexplicable
ortho-infallible
ortho-infancy
ortho-infanticide
ortho-infantile
ortho-infarct
ortho-infarction
ortho-infarctions
ortho-infarcts
ortho-infeasible
ortho-infects
ortho-infer
ortho-inferences
ortho-inferred
ortho-infestation
ortho-infested
ortho-infidelity
ortho-inflate
ortho-inflection
ortho-inflexibility
ortho-inflexible
ortho-inflicted
ortho-infliction
ortho-inflicts
ortho-informant
ortho-informants
ortho-infradian
ortho-infrequency
ortho-infrequent
ortho-infrequently
ortho-inges
ortho-ingest
ortho-ingested
ortho-ingesting
ortho-ingestion
ortho-ingestions
ortho-ingmar
ortho-ingratiation
ortho-inhalant
ortho-inhalantinduced
ortho-inhalantrelated
ortho-inhalants
ortho-inhale
ortho-inhaling
ortho-inhibited

para-cyclohexamine
para-cyclosporine
para-cyclothymia
para-cyclothymic
para-cyclotiiymic
para-cynical
para-cystitis
para-cytokines
para-cytology
para-cytotoxic
para-dabrick
para-dagga
para-dahl
para-daime
para-dalder
para-damiaan
para-dampened
para-danenberg
para-dang
para-daphne
para-darci
para-darcy
para-darken
para-darlene
para-darnall
para-darrel
para-darting
para-daskalakis
para-dass
para-dassori
para-datta
para-dauro
para-dav
para-davs
para-daywork
para-daze
para-dazed
para-dbms
para-dcm
para-deadness
para-deafness
para-dealmeida
para-deanna
para-debakey
para-debatable
para-debause

para-underachievement
para-undercontrolled
para-underdeveloped
para-underdiagnosed
para-underdiagnosis
para-underestimate
para-underestimated
para-underestimates
para-underestimation
para-undergone
para-underlie
para-underlies
para-undermining
para-underreport
para-underreporting
para-underrepresented
para-underscores
para-underscoring
para-underspecified
para-underweight
para-undeserving
para-undesirability
para-undesirable
para-undesired
para-undetectable
para-undetected
para-undetermined
para-undgrst
para-undiagnosed
para-undifferentiated
para-undistorted
para-undisturbed
para-undue
para-unduly
para-uneasiness
para-unempathic
para-unending
para-unequivocal
para-uneven
para-unexpectedly
para-unexpectedness
para-unexplained
para-unfairly
para-unfaithful
para-unfamiliarity
para-unfilled
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meta-phasic
meta-phencychdine
meta-phencyclidine
meta-phencyclidineinduced
meta-phencyclidines
meta-phenelzine
meta-phenocopy
meta-phenomenological
meta-phenotypes
meta-phenotypically
meta-phenylephrine
meta-phenylethylamine
meta-phenylketonuria
meta-pheochromocytoma
meta-phillippo
meta-phobia
meta-phobias
meta-phobic
meta-phonemes
meta-phonological
meta-phosphatase
meta-phosphenes
meta-phospho
meta-phosphokinase
meta-phosphorylated
meta-photosensitivity
meta-phox
meta-phq
meta-phrasing
meta-physiologically
meta-physique
meta-pica
meta-picchietti
meta-pickles
meta-picky
meta-picl
meta-piek
meta-pikonis
meta-pilar
meta-pilarchik
meta-piled
meta-piloerection
meta-pimples
meta-pinals
meta-pinching
meta-pineda

ortho-inhibitions
ortho-inhibitory
ortho-inihal
ortho-initiates
ortho-inject
ortho-injecting
ortho-injectors
ortho-injure
ortho-injurious
ortho-innate
ortho-innervation
ortho-inordinate
ortho-inouye
ortho-inpatients
ortho-inquires
ortho-insecticide
ortho-insecticides
ortho-insecurity
ortho-insensitive
ortho-insidious
ortho-insincere
ortho-insipidus
ortho-insomnias
ortho-insomr
ortho-insonmia
ortho-insonrmia
ortho-instabilities
ortho-institutionalization
ortho-institutionalized
ortho-insufficiently
ortho-insular
ortho-insulted
ortho-insults
ortho-insurmountable
ortho-inte
ortho-integrative
ortho-inteliectual
ortho-intellectually
ortho-intelligibility
ortho-intelligible
ortho-intemet
ortho-intensely
ortho-intensification
ortho-intensified
ortho-intensify
ortho-intentionality

para-debilitating
para-debility
para-decalvans
para-decaying
para-deceit
para-deceitful
para-deceitfulness
para-deceive
para-deceived
para-deceiving
para-deceleration
para-deceptive
para-deceptively
para-decidedly
para-deciliter
para-decompensation
para-decorticate
para-decrements
para-decrescendo
para-deepak
para-deepika
para-defaulting
para-defecating
para-defecation
para-defectiveness
para-deference
para-deferential
para-defiance
para-defiant
para-deficii
para-defidt
para-defies
para-definitional
para-definitively
para-deflated
para-deformed
para-deformity
para-defy
para-degeneration
para-degenerative
para-degraded
para-degrading
para-dehrium
para-dehydration
para-deiirium
para-deities

para-unfocused
para-unforgiving
para-unformed
para-unfulfilled
para-unfulfilling
para-ungrounded
para-unhelpful
para-unidimensional
para-unidirectional
para-unilateral
para-uninformative
para-unintelligent
para-unintended
para-unintentional
para-unintentionally
para-uninterested
para-uninterrupted
para-uninvited
para-unipolar
para-unitary
para-unjustified
para-unkempt
para-unknovm
para-unknowingly
para-unl
para-unlikable
para-unlinked
para-unmanageable
para-unmask
para-unmotivated
para-unnatural
para-unnecessarily
para-unneeded
para-unnoticed
para-unplanned
para-unpunished
para-unrealistic
para-unrealistically
para-unreality
para-unreasonably
para-unreceptive
para-unreliable
para-unremitting
para-unresponsive
para-unresponsiveness
para-unrestrained
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meta-pinpoint
meta-pinto
meta-pipich
meta-pitts
meta-piven
meta-pizzulli
meta-placental
meta-plantar
meta-plateaus
meta-plattner
meta-plausibility
meta-playmates
meta-pleasurable
meta-plethysmography
meta-plh
meta-pliase
meta-pliencyclidine
meta-plms
meta-plucking
meta-pneumonitis
meta-pneumothorax
meta-poisoned
meta-poisonings
meta-poking
meta-polarity
meta-polatajko
meta-poli
meta-polio
meta-politeness
meta-pollack
meta-pollock
meta-polycythemia
meta-polydrug
meta-polygenic
meta-polymorphism
meta-polymorphisms
meta-polypharmacy
meta-polysomnogram
meta-polysomnographic
meta-polysomnographie
meta-polysomnography
meta-polysomnograpy
meta-polysonmographic
meta-polysonmography
meta-polysonrmographic
meta-polysubstance

ortho-inteq
ortho-interactioh
ortho-interacts
ortho-intercultural
ortho-intercurrent
ortho-interdependence
ortho-interepisode
ortho-interferes
ortho-interfering
ortho-intergenerational
ortho-intergenic
ortho-interian
ortho-interictal
ortho-intermarriage
ortho-intermixing
ortho-internalization
ortho-internalized
ortho-internalizing
ortho-internationai
ortho-internatlonai
ortho-internment
ortho-interns
ortho-interpersonally
ortho-interplay
ortho-interpretive
ortho-interprets
ortho-interrater
ortho-interrelationships
ortho-interrogating
ortho-interrupts
ortho-intersex
ortho-interstitial
ortho-intervened
ortho-intervening
ortho-interviewer
ortho-interviewers
ortho-inteuigible
ortho-intimacy
ortho-intimidate
ortho-intimidates
ortho-intimidation
ortho-intolerable
ortho-intolerance
ortho-intolerances
ortho-intonation
ortho-intoxicant

para-deity
para-dejected
para-delaney
para-delatorre
para-delaurentis
para-deleene
para-deleterious
para-deliberation
para-deliberative
para-delimited
para-delineated
para-delineation
para-delinquent
para-delirious
para-delirium
para-delmonico
para-delusion
para-delusionai
para-delusional
para-delusions
para-demarcated
para-demeaning
para-demeanor
para-dementias
para-dementing
para-demonstrable
para-demoralization
para-demotion
para-demyelinating
para-denckla
para-denervation
para-dennehy
para-denner
para-denney
para-dennihan
para-denoting
para-denys
para-depaulo
para-dependents
para-depersonaiization
para-depersonaliza
para-depersonalization
para-depersonalized
para-depleted
para-deprecating
para-depress

para-unsanitary
para-unsatisfying
para-unscrupulous
para-unselected
para-unsightly
para-unspecifed
para-unsteady
para-unstructured
para-unsuspecting
para-untimed
para-untoward
para-untreated
para-untrustworthy
para-unusable
para-unvs
para-unwarranted
para-unwavering
para-unwillingness
para-unwitting
para-upbringing
para-upsets
para-upsurge
para-urea
para-uremia
para-ureters
para-urgently
para-uric
para-urination
para-uring
para-urispecified
para-urological
para-urophilia
para-ursano
para-usages
para-usefully
para-ussler
para-usu
para-usuauy
para-utero
para-utterance
para-utterances
para-vacillating
para-vaginismus
para-vaginoplasty
para-vaiscular
para-valence
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meta-polythetic
meta-polyuria
meta-pomerantz
meta-ponder
meta-pooled
meta-poorer
meta-poortinga
meta-popping
meta-porfiri
meta-porous
meta-porphyria
meta-portillo
meta-posillico
meta-positional
meta-possessing
meta-possessionform
meta-postabstinence
meta-postconflict
meta-postdischarge
meta-postictal
meta-postmenopausal
meta-postmenses
meta-postmenstrual
meta-postmortem
meta-postnatal
meta-postoperative
meta-postoperatively
meta-postpartum
meta-postponement
meta-postponing
meta-postsurgical
meta-posttransition
meta-posttransttion
meta-posttrauma
meta-posttraumatic
meta-postural
meta-postures
meta-posturing
meta-postviral
meta-potency
meta-powderlike
meta-powerless
meta-prader
meta-pragmatics
meta-preadolescents
meta-precede

ortho-intoxicants
ortho-intoxicated
ortho-intoxicating
ortho-intoxication
ortho-intoxications
ortho-intraclass
ortho-intracranial
ortho-intractable
ortho-intranasal
ortho-intranasally
ortho-intrapersonal
ortho-intrauterine
ortho-intravaginal
ortho-intravascular
ortho-intravenously
ortho-intronic
ortho-intrude
ortho-intrusions
ortho-intrusive
ortho-intrusiveness
ortho-intuitively
ortho-invalidism
ortho-invariably
ortho-inversely
ortho-inversion
ortho-investigational
ortho-involimtary
ortho-involuntarily
ortho-involuntary
ortho-invulnerability
ortho-iol
ortho-iostic
ortho-ipecac
ortho-ipsing
ortho-ipso
ortho-iravis
ortho-iring
ortho-irrational
ortho-irregularities
ortho-irregularity
ortho-irrelevancies
ortho-irrepressible
ortho-irresistible
ortho-irresponsibility
ortho-irresponsible
ortho-irresponsibly

para-depressant
para-depressants
para-depressive
para-depressivity
para-deprgssivg
para-deprives
para-depvessive
para-derail
para-derailment
para-derangements
para-dereahzation
para-dereaiization
para-derealization
para-derealizaton
para-dereallzation
para-derision
para-derives
para-dermatopathological
para-derogatory
para-derringer
para-desai
para-desaturation
para-desaturations
para-descriptors
para-deserving
para-deshpande
para-designations
para-desilva
para-desipramine
para-desiring
para-desisted
para-desists
para-despondency
para-destructiveness
para-detachment
para-detectable
para-detenber
para-deteriorate
para-deteriorated
para-deteriorating
para-deteriorative
para-detoxification
para-detract
para-detrick
para-detrimental
para-detrinis

para-valentina
para-valerio
para-valias
para-validating
para-validators
para-valosin
para-valproate
para-valsalva
para-vandalism
para-vandalizing
para-vanderlip
para-vann
para-vaporization
para-vardi
para-varenicline
para-variably
para-variously
para-vasoactive
para-vasocongestion
para-vasoconstriction
para-vasopressin
para-vasovagal
para-vasudeo
para-vata
para-vause
para-vcp
para-vedat
para-veena
para-vegetal
para-vego
para-vehemently
para-vehicular
para-veldhuizen
para-veldic
para-velez
para-vellus
para-vengeful
para-venkataramana
para-venous
para-ventilatory
para-ventral
para-ventricle
para-ventricles
para-ventromedial
para-venturing
para-veracity
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meta-precipitant
meta-precipitate
meta-precipitated
meta-precipitates
meta-precipitating
meta-precipitous
meta-precipitously
meta-preclude
meta-precluded
meta-precludes
meta-preconceived
meta-precondition
meta-predate
meta-predating
meta-predatory
meta-predecessors
meta-prediagnostic
meta-predicament
meta-predicaments
meta-predictor
meta-predictors
meta-predilection
meta-predispose
meta-predisposed
meta-predisposition
meta-predispositions
meta-predominance
meta-predominate
meta-predominates
meta-predominating
meta-preempt
meta-preexisting
meta-preeya
meta-preferential
meta-preferentially
meta-preferring
meta-prefrontal
meta-prelingual
meta-premahire
meta-prematurity
meta-premeditated
meta-premenopausal
meta-premenstrual
meta-premenstrually
meta-premenstruum
meta-premonitory

ortho-irreversible
ortho-irreversibly
ortho-irritabihty
ortho-irritability
ortho-irritabity
ortho-irritable
ortho-irritated
ortho-irt
ortho-isaacs
ortho-isabelle
ortho-isackila
ortho-ischemia
ortho-ischemic
ortho-ise
ortho-ismene
ortho-isobutylnitrite
ortho-isoenzyme
ortho-isolating
ortho-isoniazid
ortho-isoproterenol
ortho-isorders
ortho-isotretinoin
ortho-issa
ortho-isu
ortho-itch
ortho-itching
ortho-ite
ortho-iterations
ortho-iterative
ortho-ith
ortho-ithout
ortho-iulajor
ortho-iuliid
ortho-iulild
ortho-iverson
ortho-iviajor
ortho-iviaricers
ortho-iviarkers
ortho-iviarlcers
ortho-iviay
ortho-iviedical
ortho-iviedlcal
ortho-iviental
ortho-iviiid
ortho-iviotor
ortho-iviovement

para-detrusor
para-deutschman
para-devaluation
para-devalue
para-devaluing
para-deveiopment
para-developmeat
para-developmentally
para-deviance
para-devin
para-devious
para-devising
para-devlin
para-devote
para-dexamethasone
para-dexterity
para-dextroamphetamine
para-dfgnitv
para-dharmesh
para-dhat
para-dhatu
para-diagnosable
para-diagnoses
para-diagnosing
para-diagnosisspecific
para-diagnostically
para-dialects
para-diaphoresis
para-diaphragm
para-diathesis
para-diazgranados
para-dictate
para-dido
para-dienstmaier
para-dieter
para-diethylamide
para-dieting
para-dif
para-differentiable
para-differentiai
para-differentiates
para-differentiating
para-differentiy
para-difficultn
para-diffidence
para-difmental

para-verbalize
para-verbally
para-verg
para-verhulst
para-vermetten
para-vermin
para-vertigo
para-vestibular
para-vetting
para-vexed
para-vichnis
para-victimization
para-victimized
para-vigilance
para-vigilant
para-vigilantly
para-vijayta
para-vincenzo
para-vindictive
para-vindictiveness
para-violeta
para-virilization
para-vishesh
para-visuoconstructional
para-visuospatial
para-vith
para-vividly
para-vj
para-vocalization
para-vocalizations
para-vocalizing
para-vocation
para-voegels
para-vogt
para-voineskos
para-volimtary
para-volitionally
para-volkmar
para-volkow
para-voluble
para-vomit
para-vomitus
para-votolato
para-vou
para-vour
para-vowel
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meta-premorbid
meta-prenatally
meta-preoccupation
meta-preoccupations
meta-preoccupied
meta-preplan
meta-preponderance
meta-prepubertal
meta-prepubescent
meta-preschoolers
meta-presenilin
meta-pressuring
meta-presumption
meta-presymptomatic
meta-preteens
meta-pretentious
meta-prevaience
meta-prevalences
meta-prevocational
meta-prewett
meta-prh
meta-priapism
meta-prigatano
meta-prigerson
meta-primacy
meta-primiparous
meta-principled
meta-prions
meta-priori
meta-probands
meta-probed
meta-procarbazine
meta-prochlorperazine
meta-procrastination
meta-procure
meta-prodromal
meta-prodrome
meta-productively
meta-proetto
meta-profane
meta-profess
meta-professed
meta-profuse
meta-progessively
meta-progesterone
meta-prognoses

ortho-ivlajor
ortho-ivlari
ortho-ivlaricers
ortho-ivlarkers
ortho-ivlarlcers
ortho-ivlay
ortho-ivleasures
ortho-ivledication
ortho-ivlodel
ortho-ivloderate
ortho-ivlood
ortho-ivlovement
ortho-iwi
ortho-iwild
ortho-ixtremeo
ortho-izophren
ortho-jacalyn
ortho-jacobo
ortho-jacobson
ortho-jacobus
ortho-jacquelyn
ortho-jacquie
ortho-jadhav
ortho-jafet
ortho-jails
ortho-jaime
ortho-jaimelyn
ortho-jakob
ortho-jamais
ortho-jamison
ortho-jamylah
ortho-jana
ortho-janeane
ortho-janey
ortho-jankord
ortho-jannah
ortho-javier
ortho-jawdat
ortho-jayne
ortho-jeaious
ortho-jeanine
ortho-jeannette
ortho-jeannie
ortho-jeannine
ortho-jeeva
ortho-jeffery

para-digested
para-digitorum
para-digoxin
para-digressive
para-dijk
para-dike
para-dikmen
para-dilated
para-dilation
para-dilip
para-diller
para-dimensionality
para-dimethoxy
para-dimethyltryptamine
para-diminish
para-diminishes
para-diminishing
para-dimitri
para-dimorphism
para-dimsdale
para-dinnitris
para-diplopia
para-directedness
para-directionless
para-dirtiness
para-disabling
para-disadvantageous
para-disappearance
para-disappears
para-disappoint
para-disapproval
para-disapproving
para-disarray
para-disarrayed
para-disbelief
para-discards
para-discernable
para-discerned
para-discernible
para-discerning
para-disciplining
para-disclosing
para-discoid
para-disconnectedness
para-disconnection
para-discontent

para-vowels
para-voyeurism
para-voyeuristic
para-vuhierability
para-vulva
para-vulvovaginal
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David Shaffer, M.D. (---------->meta-jeslina)
Chair (---------->ortho-asexual)
F. Xavier Castellanos, M.D. (---------->ortho-healthrelated)
Co-Chair (---------->para-incipient)
Paul J. Frick, Ph.D., Text Coordinator Luis Augusto Rohde, M.D., Sc.D. (---------->para-ursano)
Glorisa Canino, Ph.D. Rosemary Tannock, Ph.D. (---------->meta-multiparity)
Terrie E. Moffitt, Ph.D. Eric A. Taylor, M.B. (---------->para-selfi)
Joel T. Nigg, Ph.D. Richard Todd, Ph.D., M.D. (d. 2008) (---------->meta-benzodiazepines)
Anxiety, Obsessive-Compulsive Spectrum, Posttraumatic, (---------->para-sleeprelated)
and Dissociative Disorders (---------->meta-kable)
Katharine A. Phillips, M.D. (---------->meta-hyperresponsibility)
Chair (---------->meta-negativism)
Michelle G. Craske, Ph.D., Text Scott L. Rauch, M.D. (---------->para-hypermobility)
Coordinator H. Blair Simpson, M.D., Ph.D. (---------->ortho-schizoid)
J. Gavin Andrews, M.D. David Spiegel, M.D. (---------->ortho-trichoscopy)
Susan M. Bögels, Ph.D. Dan J. Stein, M.D., Ph.D. (---------->meta-persecutory)
Matthew J. Friedman, M.D., Ph.D. Murray B. Stein, M.D. (---------->meta-acquaintance)
Eric Hollander, M.D. (2007-2009) Robert J. Ursano, M.D. (---------->meta-immaturity)
Roberto Lewis-Fernandez, M.D., M.T.S. Hans-Ulrich Wittchen, Ph.D. (---------->para-dejected)
Robert S. Pynoos, M.D., M.P.H. (---------->meta-dryness)
Childhood and Adolescent Disorders (---------->ortho-safranek)
Daniel S. Pine, M.D. (---------->para-absenteeism)
Chair (---------->para-gepirone)
Ronald E. Dahl, M.D. James F. Leckman, M.D. (---------->para-akathisia)
E. Jane Costello, Ph.D. (2007-2009) Ellen Leibenluft, M.D. (---------->para-guilherme)
Regina Smith James, M.D. Judith H. L. Rapoport, M.D. (---------->ortho-combativeness)
Rachel G. Klein, Ph.D. Charles H. Zeanah, M.D. (---------->meta-overconscientious)
Eating Disorders (---------->ortho-functionai)
B. Timothy Walsh, M.D. (---------->para-cardiorespiratory)
Chair (---------->para-huegel)
Stephen A. Wonderlich, Ph.D., Richard E. Kreipe, M.D. (---------->para-sarcastic)
Text Coordinator Marsha D. Marcus, Ph.D. (---------->ortho-cathi)
Evelyn Attia, M.D. James E. Mitchell, M.D. (---------->para-phencyclidines)
Anne E. Becker, M.D., Ph.D., Sc.M. Ruth H. Striegel-Moore, Ph.D. (---------->meta-unreliable)
Rachel Bryant-Waugh, M.D. G. Terence Wilson, Ph.D. (---------->meta-rauenhorst)
Hans W. Hoek, M.D., Ph.D. Barbara E. Wolfe, Ph.D. A.P.R.N. (---------->ortho-sultzer)
Mood Disorders (---------->meta-klabunde)
Jan a . F aw ce tt, M.D. (---------->ortho-nondeveloped)
Chair (---------->ortho-overseeing)
Ellen Frank, Ph.D., Text Coordinator (---------->ortho-amaro)
Jules Angst, M.D. (2007-2008) (---------->meta-waid)
William H. Coryell, M.D. (---------->ortho-receptivity)
Lori L. Davis, M.D. (---------->meta-striatum)
Raymond J. DePaulo, M.D. (---------->para-nonconformity)
Sir David Goldberg, M.D. (---------->meta-dysrhythmias)
James S. Jackson, Ph.D. (---------->para-antonacci)
Kenneth S. Kendler, M.D., Ph.D. (---------->ortho-dif)
(2007-2010) (---------->ortho-mort)
Mario Maj, M.D., Ph.D. (---------->ortho-urological)
Husseini K. Manji, M.D. (2007-2008) (---------->ortho-vomit)
Michael R. Phillips, M.D. (---------->para-precipitating)
Trisha Suppes, M.D., Ph.D. (---------->ortho-towery)
Carlos A. Zarate, M.D. (---------->para-feltrup)
Neurocognitive Disorders (---------->ortho-priapism)
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Dilip V. Jeste, M.D. (2007-2011) (---------->meta-commandeer)
Chair Emeritus (---------->ortho-nandini)
Dan G. Blazer, M.D., Ph.D., M.P.H. (---------->para-overdiagnose)
Chair (---------->para-ayanna)
R o n a ld C. Petersen, M.D., Ph.D. (---------->para-edythe)
Co-Chair (---------->para-secretions)
Mary Ganguli, M.D., M.P.H., (---------->meta-subtracting)
Text Coordinator (---------->ortho-aggregated)
Deborah Blacker, M.D., Sc.D. (---------->meta-attributing)
Warachal Faison, M.D. (2007-2008) (---------->meta-intoxicahon)
Igor Grant, M.D. (---------->para-nicasio)
Eric J. Lenze, M.D. (---------->para-ivlovement)
Jane S. Paulsen, Ph.D. (---------->ortho-goldfischer)
Perminder S. Sachdev, M.D., Ph.D. (---------->ortho-drunkenness)
Neurodevelopmental Disorders (---------->ortho-constrain)
Susan E. Swedo, M.D. (---------->ortho-multifactorial)
Chair (---------->ortho-forgetting)
Gillian Baird, M.A., M.B., B.Chir., (---------->ortho-rti)
Text Coordinator (---------->ortho-overconcern)
Edwin H. Cook Jr., M.D. (---------->ortho-diminishes)
Francesca G. Happé, Ph.D. (---------->ortho-outsider)
James C. Harris, M.D. (---------->meta-monogamous)
Walter E. Kaufmann, M.D. (---------->meta-mibg)
Bryan H. King, M.D. (---------->meta-srog)
Catherine E. Lord, Ph.D. (---------->para-wirebaugh)
Joseph Piven, M.D. (---------->meta-complicate)
Sally J. Rogers, Ph.D. (---------->meta-purposeless)
Sarah J. Spence, M.D., Ph.D. (---------->para-cystitis)
Fred Volkmar, M.D. (2007-2009) (---------->meta-polysomnograpy)
Amy M. Wetherby, Ph.D. (---------->para-structurally)
Harry H. Wright, M.D. (---------->ortho-raisiiig)
Personality and Personality Disorders^ (---------->ortho-handwringing)
Andrew E. Skodol, M.D. (---------->meta-morbid)
Chair (---------->para-alarcon)
John M. Oldham, M.D. (---------->meta-minnete)
Co-Chair (---------->para-incarcerated)
Robert F. Krueger, Ph.D., Text (---------->ortho-zinbarg)
Coordinator (---------->meta-stylistic)
Renato D. Alarcon, M.D., M.P.H. (---------->meta-dyssomnias)
Carl C. Bell, M.D. (---------->para-untreated)
Donna S. Bender, Ph.D. (---------->ortho-frankel)
Lee Anna Clark, Ph.D. (---------->meta-remissions)
W. John Livesley, M.D., Ph.D. (2007-2012) (---------->para-arson)
Leslie C. Morey, Ph.D. (---------->ortho-inpatients)
Larry J. Siever, M.D. (---------->ortho-overlaps)
Roel Verheul, Ph.D. (2008-2012) (---------->para-chandraiah)
^ The members of the Personality and Personality Disorders Work Group are responsible for the (--------->ortho-conceive)
alternative DSM-5 model for personality disorders that is included in Section III. The Section II (--------->meta-sclerosus)
personality disorders criteria and text (with updating of the text) are retained from DSM-IV-TR. (--------->ortho-pacing)
Psychotic Disorders (---------->meta-linger)
William T. Carpenter Jr., M.D. (---------->ortho-noreen)
Chair (---------->ortho-subsample)
Deanna M. Barch, Ph.D., Text Dolores Malaspina, M.D., M.S.P.H. (---------->ortho-feinstein)
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Coordinator Michael J. Owen, M.D., Ph.D. (---------->ortho-excoriations)
Juan R. Bustillo, M.D. Susan K. Schultz, M.D. (---------->ortho-tirelessly)
Wolfgang Gaebel, M.D. Rajiv Tandon, M.D. (---------->para-deteriorating)
Raquel E. Gur, M.D., Ph.D. Ming T. Tsuang, M.D., Ph.D. (---------->meta-nonpathological)
Stephan H. Heckers, M.D. Jim van Os, M.D. (---------->meta-gallo)
Sexual and Gender Identity Disorders (---------->meta-dysregulated)
Kenneth J. Zucker, Ph.D. (---------->ortho-biomarker)
Chair (---------->meta-suspicions)
Lori Brotto, Ph.D., Text Coordinator Martin P. Kafka, M.D. (---------->para-hatsukami)
Irving M. Binik, Ph.D. Richard B. Krueger, M.D. (---------->ortho-ocd)
Ray M. Blanchard, Ph.D. Niklas Langström, M.D., Ph.D. (---------->meta-causality)
Peggy T. Cohen-Kettenis, Ph.D. Heino F.L. Meyer-Bahlburg, Dr. rer. nat. (---------->metamispronounce)
Jack Drescher, M.D. Friedemann Pfäfflin, M.D. (---------->ortho-piloerection)
Cynthia A. Graham, Ph.D. Robert Taylor Segraves, M.D., Ph.D. (---------->para-uninvited)
Sleep-Wake Disorders (---------->meta-predictor)
Charles F. Reynolds III, M.D. (---------->ortho-microhemorrhages)
Chair (---------->ortho-outburst)
Ruth M. O'Hara, Ph.D., Text Coordinator Kathy P. Parker, Ph.D., R.N. (---------->meta-bustillo)
Charles M. Morin, Ph.D. Susan Redline, M.D., M.P.H. (---------->ortho-purposeful)
Allan I. Pack, Ph.D. Dieter Riemann, Ph.D. (---------->meta-fankhanel)
Somatic Symptom Disorders (---------->ortho-insonmia)
Joel E. Dimsdale, M.D. (---------->meta-predicament)
Chair (---------->para-encapsulate)
James L. Levenson, M.D., Text Michael R. Irwin, M.D. (---------->meta-kola)
Coordinator Francis J. Keefe, Ph.D. (2007-2011) (---------->meta-subsample)
Arthur J. Barsky III, M.D. Sing Lee, M.D. (---------->meta-hesitation)
Francis Creed, M.D. Michael Sharpe, M.D. (---------->meta-incipient)
Nancy Frasure-Smith, Ph.D. (2007-2011) Lawson R. Wulsin, M.D. (---------->para-jeffries)
Substance-Related Disorders (---------->ortho-pflugardt)
Charles P. O'Brien, M.D., Ph.D. (---------->ortho-grimace)
Chair (---------->ortho-lafrance)
Thomas J. Crowley, M.D. (---------->para-katharina)
Co-Chair (---------->meta-nonvaginal)
Wilson M. Compton, M.D., M.P.E., Thomas R. Kosten, M.D. (2007-2008) (---------->ortho-neatly)
Text Coordinator Walter Ling, M.D. (---------->ortho-mikula)
Marc Auriacombe, M.D. Spero M. Manson, Ph.D. (2007-2008) (---------->para-memel)
Guilherme L. G. Borges, M.D., Dr .Sc. A. Thomas McLellan, Ph.D. (2007-2008) (---------->para-risking)
Kathleen K. Bucholz, Ph.D. Nancy M. Petry, Ph.D. (---------->ortho-terence)
Alan J. Budney, Ph.D. Marc A. Schuckit, M.D. (---------->para-fluctuation)
Bridget F. Grant, Ph.D., Ph.D. Wim van den Brink, M.D., Ph.D. (---------->ortho-campo)
Deborah S. Hasin, Ph.D. (2007-2008) (---------->ortho-adapting)
DSM-5 Study Groups (---------->para-hostilities)
Diagnostic Spectra and DSM/ICD Harmonization (---------->meta-predicament)
Steven E. Hyman, M.D. (---------->meta-hazelike)
Chair (2007-2012) (---------->para-inteliectual)
William T. Carpenter Jr., M.D. William E. Narrow, M.D., M.P.H. (---------->ortho-alarmed)
Wilson M. Compton, M.D., M.P.E. Charles P. O'Brien, M.D., Ph.D. (---------->meta-mutilative)
Jan A. Fawcett, M.D. John M. Oldham, M.D. (---------->ortho-pharmacokinetic)
Helena C. Kraemer, Ph.D. Katharine A. Phillips, M.D. (---------->ortho-subsides)
David J. Kupfer, M.D. Darrel A. Regier, M.D., M.P.H. (---------->para-glycoprotein)
Lifespan Developmental Approaches (---------->para-heterogeneity)
Eric J. Lenze, M.D. (---------->ortho-somatizing)
Chair (---------->ortho-shoving)
Susan K. Schultz, M.D. (---------->meta-nnin)
Chair Emeritus (---------->meta-broadley)
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Daniel S. Pine, M.D. (---------->meta-tlie)
Chair Emeritus (---------->ortho-reverts)
Dan G. Blazer, M.D., Ph.D., M.P.H. (---------->para-nof)
F. Xavier Castellanos, M.D. (---------->meta-montage)
Wilson M. Compton, M.D., M.P.E. (---------->para-unmask)
Daniel T. Mamah, M.D., M.P.E. (---------->para-jeopardize)
Andrew E. Skodol II, M.D. (---------->meta-fflin)
Susan E. Swedo, M.D. (---------->meta-anotiier)
Gender and Cross-Cultural Issues (---------->meta-disomer)
Kimberly A. Yonkers, M.D. (---------->para-noncontact)
Chair (---------->ortho-canhabis)
Roberto Lewis-Fernândez, M.D., M.T.S. (---------->meta-medicationrelated)
Co-Chair, Cross-Cultural Issues (---------->ortho-atrophy)
Renato D. Alarcon, M.D., M.P.H. (---------->meta-obsessional)
Diana E. Clarke, Ph.D., M.Sc. (---------->meta-heritabilities)
Javier I. Escobar, M.D., M.Sc. (---------->para-quantify)
Ellen Frank, Ph.D. (---------->para-pseudopelade)
James S. Jackson, Ph.D. (---------->para-mow)
Spiro M. Manson, Ph.D. (2007-2008) (---------->para-nida)
James P. McNulty, A.B., Sc.B. (---------->para-oblivious)
Leslie C. Morey, Ph.D. (---------->para-pliase)
William E. Narrow, M.D., M.P.H. (---------->ortho-prodromal)
Roger Peele, M.D. (---------->meta-manifestations)
Philip Wang, M.D., Dr.P.H. (2007-2012) (---------->meta-spongiform)
William M. Womack, M.D. (---------->para-dysregulation)
Kermeth J. Zucker, Ph.D. (---------->meta-manography)
Psychiatric/General Medical Interface (---------->ortho-undetectable)
Lawson R. Wulsin, M.D. (---------->para-castellanos)
Chair (---------->para-convene)
Ronald E. Dahl, M.D. (---------->ortho-psycliotic)
Joel E. Dimsdale, M.D. (---------->meta-tumescence)
Javier I. Escobar, M.D., M.Sc. (---------->meta-gherman)
Dilip V. Jeste, M.D. (2007-2011) (---------->ortho-contaly)
Walter E. Kaufmann, M.D. (---------->ortho-antidepressant)
Richard E. Kreipe, M.D. (---------->meta-bedside)
Ronald C. Petersen, Ph.D., M.D. (---------->meta-shinn)
Charles F. Reynolds III, M.D. (---------->meta-banging)
Robert Taylor Segraves, M.D., Ph.D. (---------->para-grunting)
B. Timothy Walsh, M.D. (---------->ortho-confabulatory)
Impairment and Disability (---------->para-offend)
Jane S. Paulsen, Ph.D. (---------->para-atrial)
Chair (---------->ortho-rhinorrhea)
J. Gavin Andrews, M.D. (---------->ortho-kable)
Glorisa Canino, Ph.D. (---------->para-ssific)
Lee Anna Clark, Ph.D. (---------->meta-jeopardize)
Diana E. Clarke, Ph.D., M.Sc. (---------->para-icf)
Michelle G. Craske, Ph.D. (---------->para-restorative)
Hans W. Hoek, M.D., Ph.D. (---------->meta-heinen)
Helena C. Kraemer, Ph.D. (---------->para-interpersonally)
William E. Narrow, M.D., M.P.H. (---------->para-muteness)
David Shaffer, M.D. (---------->meta-selfassigned)
Diagnostic Assessment Instruments (---------->para-mcgrath)
Jack D. Burke Jr., M.D., M.P.H. (---------->ortho-woodall)
Chair (---------->meta-dismissals)
Lee Anna Clark, Ph.D. (---------->ortho-andel)
Diana E. Clarke, Ph.D., M.Sc. (---------->para-kafka)
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Bridget F. Grant, Ph.D., Ph.D. (---------->ortho-fondling)
Helena C. Kraemer, Ph.D. (---------->meta-marsha)
William E. Narrow, M.D., M.P.H. (---------->ortho-inducing)
David Shaffer, M.D. (---------->ortho-subsume)
DSM-5 Research Group (---------->ortho-jamylah)
William E. Narrow, M.D., M.P.H. (---------->meta-eeks)
Chair (---------->meta-imdemutrition)
Jack D. Burke Jr., M.D., M.P.H. (---------->para-amputation)
Diana E. Clarke, Ph.D., M.Sc. (---------->para-perminder)
Helena C. Kraemer, Ph.D. (---------->para-deteriorate)
David J. Kupfer, M.D. (---------->para-boman)
Darrel A. Regier, M.D., M.P.H. (---------->para-impairs)
David Shaffer, M.D. (---------->meta-liss)
Course Specifiers and Glossary (---------->ortho-directedness)
Wolfgang Gaebel, M.D. (---------->para-cryptococcus)
Chair (---------->ortho-dzh)
Ellen Frank, Ph.D. (---------->ortho-shorten)
Charles P. O'Brien, M.D., Ph.D. (---------->ortho-brandt)
Norman Sartorius, M.D., Ph.D., (---------->ortho-fassler)
Consultant (---------->ortho-antithetical)
Susan K. Schultz, M.D. (---------->ortho-bagby)
Dan J. Stein, M.D., Ph.D. (---------->ortho-alphabetic)
Eric A. Taylor, M.B. (---------->meta-expiated)
David J. Kupfer, M.D. (---------->ortho-untoward)
Darrel A. Regier, M.D., M.P.H. (---------->meta-dilation)
Before each disorder name, ICD-9-CM codes are provided, followed by ICD-IO-CM codes (--------->ortho-moskowitz)
in parentheses. Blank lines indicate that either the ICD-9-CM or the ICD-IO-CM code is not (--------->meta-characterizes)
applicable. For some disorders, the code can be indicated only according to the subtype or (--------->ortho-maj)
specifier. (---------->ortho-cytokines)
ICD-9-CM codes are to be used for coding purposes in the United States through September (--------->para-banihill)
30,2014. ICD-IO-CM codes are to be used starting October 1,2014. (---------->orthohypophosphorylation)
Following chapter titles and disorder names, page numbers for the corresponding text (---------->orthoexpiated)
or criteria are included in parentheses. (---------->para-subgrouping)
Note for all mental disorders due to another medical condition: Indicate the name of (---------->parambwayo)
the other medical condition in the name of the mental disorder due to [the medical condition]. (--------->para-expository)
The code and name for the other medical condition should be listed first immediately (---------->metabaldness)
before the mental disorder due to the medical condition. (---------->ortho-withhold)
Neurodevelopmental Disorders (31) (---------->para-ophthalmoplegia)
Intellectual Disabilities (33) (---------->meta-lysergic)
319 (___.__) Intellectual Disability (Intellectual Developmental Disorder) (33) (---------->metapredisposed)
Specify current severity; (---------->para-akathisia)
(F70) Mild (---------->meta-codable)
(F71) Moderate (---------->para-caffeinerelated)
(F72) Severe (---------->meta-aurelian)
(F73) Profound (---------->ortho-adewuyi)
315.8 (F88) Global Developmental Delay (41) (---------->para-distressing)
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319 (F79) Unspecified Intellectual Disability (Intellectual Developmental (---------->para-catechol)
Disorder) (41) (---------->ortho-antipsychotics)
Communication Disorders (41) (---------->meta-distrib)
315.39 (F80.9) Language Disorder (42) (---------->meta-coello)
315.39 (F80.0) Speech Sound Disorder (44) (---------->ortho-exacerbations)
315.35 (F80.81) Childhood-Onset Fluency Disorder (Stuttering) (45) (---------->ortho-intoxications)
Note: Later-onset cases are diagnosed as 307.0 (F98.5) adult-onset fluency (---------->meta-nonliving)
disorder. (---------->para-iviarlcers)
315.39 (F80.89) Social (Pragmatic) Communication Disorder (47) (---------->para-adaptable)
307.9 (F80.9) Unspecified Communication Disorder (49) (---------->meta-disrupt)
Autism Spectrum Disorder (50) (---------->para-disordgrs)
299.00 (F84.0) Autism Spectrum Disorder (50) (---------->ortho-schizoplirenia)
Specify if: Associated with a known medical or genetic condition or environmental (---------->metaantistreptolysin)
factor; Associated with another neurodevelopmental, mental, (---------->meta-willoughby)
or behavioral disorder (---------->para-reuptake)
Specify current severity for Criterion A and Criterion B: Requiring very (---------->para-erratic)
substantial support. Requiring substantial support. Requiring support (---------->para-facto)
Specify if: With or without accompanying intellectual impairment. With (---------->ortho-stimulantrelated)
or without accompanying language impairment. With catatonia (use (---------->para-vandalizing)
additional code 293.89 [F06.1]) (---------->ortho-carpal)
Attention-Deficit/Hyperactivity Disorder (59) (---------->ortho-bieber)
___.__ (__ .__) Attention-Deficit/Hyperactivity Disorder (59) (---------->meta-troublesome)
Specify whether: (---------->para-indecision)
314.01 (F90.2) Combined presentation (---------->para-guarded)
314.00 (F90.0) Predominantly inattentive presentation (---------->para-tsuang)
314.01 (F90.1) Predominantly hyperactive/impulsive presentation (---------->ortho-mikula)
Specify if: In partial remission (---------->para-abusers)
Specify current severity: Mild, Moderate, Severe (---------->para-phonemes)
314.01 (F90.8) Other Specified Attention-Deficit/Hyperactivity Disorder (65) (---------->ortho-fecal)
314.01 (F90.9) Unspecified Attention-Deficit/Hyperactivity Disorder (66) (---------->ortho-falsifies)
Specific Learning Disorder (66) (---------->meta-saraswathi)
___.__ (___.__) Specific Learning Disorder (66) (---------->meta-beal)
Specify if: (---------->para-acculturative)
315.00 (F81.0) With impairment in reading {specify if with word reading (---------->ortho-diurnal)
accuracy, reading rate or fluency, reading comprehension) (---------->ortho-veena)
315.2 (F81.81 ) With impairment in written expression {specify if with spelling (---------->parahemorrhoids)
accuracy, grammar and punctuation accuracy, clarity or (---------->para-eqn)
organization of written expression) (---------->ortho-neurotoxic)
315.1 (F81.2) With impairment in mathematics {specify if with number sense, (---------->para-jeste)
memorization of arithmetic facts, accurate or fluent (---------->para-radiological)
calculation, accurate math reasoning) (---------->ortho-reordered)
Specify current severity: Mild, Moderate, Severe (---------->meta-cursing)
Motor Disorders (74) (---------->para-launer)
315.4 (F82) Developmental Coordination Disorder (74) (---------->para-cranium)
307.3 (F98.4) Stereotypic Movement Disorder (77) (---------->ortho-anmesias)
Specify if: With self-injurious behavior. Without self-injurious behavior (---------->para-llfilll)
Specify if: Associated with a known medical or genetic condition, neurodevelopmental (---------->orthorudeness)
disorder, or environmental factor (---------->ortho-pharmacodynamic)
Specify current severity: Mild, Moderate, Severe (---------->ortho-enriches)
Tic Disorders (---------->meta-excreted)
307.23 (F95.2) Tourette's Disorder (81) (---------->para-urophilia)
307.22 (F95.1) Persistent (Chronic) Motor or Vocal Tic Disorder (81) (---------->meta-expend)
Specify if: With motor tics only. With vocal tics only (---------->ortho-unappreciated)
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307.21 (F95.0) Provisional Tic Disorder (81) (---------->meta-catecholamines)
307.20 (F95.8), Other Specified Tic Disorder (85) (---------->para-anecdotally)
307.20 (F95.9) Urispecified Tic Disorder (85) (---------->para-conjunctival)
Other Neurodevelopmental Disorders (86) (---------->para-antidepressants)
315.8 (FSB) Other Specified Neurodevelopmental Disorder (86) (---------->meta-interictal)
315.9 (F89) Unspecified Neurodevelopmental Disorder (86) (---------->ortho-fochtmann)
Schizophrenia Spectrum (---------->ortho-jaime)
and Other Psychotic Disorders (87) (---------->para-oxazepam)
The following specifiers apply to Schizophrenia Spectrum and Other Psychotic Disorders (--------->meta-goldbloom)
where indicated: (---------->ortho-frotteurism)
^Specify if: The following course specifiers are only to be used after a 1-year duration of the disorder: (--------->meta-amends)
First episode, currently in acute episode; First episode, currently in partial remission; (---------->metadysregulated)
First episode, currently in full remission; Multiple episodes, currently in acute episode; Multiple (--------->para-vego)
episodes, currently in partial remission; Multiple episodes, currently in full remission; (---------->orthomonozygotic)
Continuous; Unspecified (---------->para-extensor)
^Specify if: With catatonia (use additional code 293.89 [F06.1]) (---------->para-deprgssivg)
^Specify current severity of delusions, hallucinations, disorganized speech, abnormal psychomotor (--------->para-leckie)
behavior, negative symptoms, impaired cognition, depression, and mania symptoms (---------->metaimpulsiveness)
301.22 (F21) (---------->ortho-pinals)
297.1 (F22) (---------->ortho-putamen)
298.8 (F23) (---------->ortho-pinals)
295.40 (F20.81) (---------->ortho-epigenetic)
295.90 (F20.9) (---------->meta-inhalantrelated)
295.70 (F25.0) (---------->meta-drinkers)
295.70 (F25.1) (---------->para-larkin)
293.81 (F06.2) (---------->meta-gillian)
293.82 (F06.0) (---------->para-industrialized)
Schizotypal (Personality) Disorder (90) (---------->para-mintzer)
Delusional Disorder^' ^ (90) (---------->para-jafar)
Specify whether: Erotomanie type. Grandiose type. Jealous type. Persecutory (---------->orthobaldassano)
type. Somatic type. Mixed type. Unspecified type (---------->ortho-subclassified)
Specify if: With bizarre content (---------->para-panicking)
Brief Psychotic Disorder^' ^ (94) (---------->para-forcefulness)
Specify if: With marked stressor(s). Without marked stressor(s). With (---------->para-rer)
postpartum onset (---------->ortho-psychosocial)
Schizophreniform Disorder^' ^ (96) (---------->para-halos)
Specify if: With good prognostic features. Without good prognostic features (---------->ortho-signifying)
Schizophrenia^' ^ (99) (---------->para-elation)
Schizoaffective Disorder^' ^ (105) (---------->ortho-uncommonly)
Specify whether: (---------->para-expend)
Bipolar type (---------->ortho-rumination)
Depressive type (---------->meta-ferent)
Substance/Medication-Induced Psychotic Disorder^ (110) (---------->para-narcissistic)
Note: See the criteria set and corresponding recording procedures for (---------->meta-wilk)
substance-specific codes and ICD-9-CM and ICD-IO-CM coding. (---------->ortho-cecilia)
Specify if: With onset during intoxication. With onset during withdrawal (---------->meta-stipulation)
Psychotic Disorder Due to Another Medical Condition^ (115) (---------->meta-tlu)
Specify whether: (---------->para-emits)
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With delusions (---------->ortho-corroborative)
With hallucinations (---------->ortho-unwavering)
293.89 (F06.1) Catatonia Associated With Another Mental Disorder (Catatonia (---------->meta-atter)
Specifier) (119) (---------->ortho-radiological)
293.89 (F06.1) Catatonic Disorder Due to Another Medical Condition (120) (---------->orthoposttraumatic)
293.89 (F06.1) Unspecified Catatonia (121) (---------->meta-neoplasm)
Note: Code first 781.99 (R29.818) other symptoms involving nervous and (---------->orthoimpoverishment)
musculoskeletal systems. (---------->meta-gfeller)
298.8 (F28) Other Specified Schizophrenia Spectrum and Other Psychotic (---------->para-obsessions)
Disorder (122) (---------->meta-laraque)
298.9 (F29) Unspecified Schizophrenia Spectrum and Other Psychotic (---------->meta-typography)
Disorder (122) (---------->meta-pae)
Bipolar and Related Disorders (123) (---------->meta-tuberculin)
The following specifiers apply to Bipolar and Related Disorders where indicated: (---------->para-gelb)
^Specify: With anxious distress (specify current severity: mild, moderate, moderate-severe, severe); (--------->meta-greenhut)
With mixed features; With rapid cycling; With melancholic features; With atypical features; (--------->ortho-neurocognitive)
With mood-congruent psychotic features; With mood-incongruent psychotic features; With (--------->ortho-strouts)
catatonia (use additional code 293.89 [F06.1]); With péripartum onset; With seasonal pattem (--------->meta-hypogonadism)
296.41 (---------->meta-dimitri)
296.42 (---------->para-retigious)
296.43 (---------->meta-involuntarily)
296.44 (---------->meta-assaultive)
296.45 (---------->meta-mugging)
296.46 (---------->para-resilient)
296.4 (---------->ortho-clarifies)
296.4 (---------->ortho-transvestic)
296.45 (---------->meta-iwi)
296.46 (---------->meta-suggeshng)
296.4 (---------->para-codeine)
296.51 (---------->ortho-retching)
296.52 (---------->para-forebrain)
296.53 (---------->ortho-misinterpret)
296.54 (---------->meta-assaultive)
296.55 (---------->ortho-arlene)
296.56 (---------->meta-unspecifed)
296.5 (---------->para-volitionally)
296.7 (---------->para-negahve)
(F31.11) (---------->meta-infects)
(F31.12) (---------->meta-liora)
(F31.13) (---------->para-weill)
(F31.2) (---------->meta-branton)
(F31.73) (---------->meta-phenotypes)
(F31.74) (---------->para-bicarbonate)
(F31.9) (---------->para-breakup)
(F31.0) (---------->para-disguise)
(F31.73) (---------->para-lavid)
(F31.74) (---------->meta-disinhibiting)
(F31.9) (---------->ortho-espinoza)
(F31.31) (---------->meta-elicitors)
(F31.32) (---------->para-scabs)
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(F31.4) (---------->para-disordgfs)
(F31.5) (---------->meta-tlustos)
(F31.75) (---------->ortho-psychoses)
(F31.76) (---------->ortho-mcnulty)
(F31.9) (---------->ortho-masculinity)
(F31.9) (---------->ortho-adaptable)
296.89 (F31.81) (---------->para-sadomasochistic)
Bipolar I Disorder® (123) (---------->para-schemata)
Current or most recent episode manic (---------->ortho-amalgam)
Mild (---------->para-flye)
Moderate (---------->meta-fahey)
Severe (---------->para-inflict)
With psychotic features (---------->meta-nonmalignant)
In partial remission (---------->ortho-akman)
In full remission (---------->meta-withi)
Unspecified (---------->meta-ensues)
Current or most recent episode hypomanie (---------->para-distension)
In partial remission (---------->meta-utterance)
In kill remission (---------->ortho-nonvegetative)
Unspecified (---------->para-haloperidol)
Current or most recent episode depressed (---------->para-myasthenia)
Mild (---------->meta-blunting)
Moderate (---------->meta-linearly)
Severe (---------->meta-mathev)
With psychotic features (---------->para-kwame)
In partial remission (---------->meta-markedly)
In full remission (---------->meta-liiin)
Unspecified (---------->meta-airway)
Current or most recent episode unspecified (---------->ortho-suijaku)
Bipolar II Disorder® (132) (---------->para-ibrahim)
Specify current or most recent episode: Hypomanie, Depressed (---------->meta-bradykinesia)
Specify course if full criteria for a mood episode are not currently met: In (---------->para-pyke)
partial remission. In full remission (---------->meta-hypozincemia)
Specify severity if full criteria for a mood episode are not currently met: (---------->ortho-klonsky)
Mild, Moderate, Severe (---------->meta-astute)
301.13 (F34.0) (---------->para-rhit)
y (---------->meta-sherri)
293.83 (__._ ) (---------->para-evex)
(F06.33) (---------->para-cardiorespiratory)
(F06.33) (---------->ortho-corpses)
(F06.34) (---------->meta-gendered)
296.89 (F31.89) (---------->meta-dhatu)
296.80 (F31.9) (---------->meta-menon)
Cyclothymic Disorder (139) (---------->para-burd)
Specify if: With anxious distress (---------->meta-ilhiess)
Substance/Medication-Induced Bipolar and Related Disorder (142) (---------->ortho-sleepiness)
Note: See the criteria set and corresponding recording procedures for (---------->ortho-parotid)
substance-specific codes and ICD-9-CM and ICD-IO-CM coding. (---------->para-adolescence)
Specify if: With onset during intoxication. With onset during withdrawal (---------->ortho-salbutamol)
Bipolar and Related Disorder Due to Another Medical Condition (---------->ortho-horrific)
-145 (---------->meta-embellishment)
Specify if: (---------->para-lauriello)
With manic features (---------->ortho-parasitosis)
With manic- or hypomanic-like episode (---------->para-imoderate)
With mixed features (---------->meta-zaidi)
Other Specified Bipolar and Related Disorder (148) (---------->meta-imperfect)
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Unspecified Bipolar and Related Disorder (149) (---------->para-incapacitation)
Depressive Disorders (155) (---------->para-onerous)
The following specifiers apply to Depressive Disorders where indicated: (---------->meta-syntonic)
^Specify: With anxious distress (specify current severity: mild, moderate, moderate-severe, (--------->meta-selfappraisal)
severe); With mixed features; With melancholic features; With atypical features; With moodcongruent (--------->meta-coincidentally)
psychotic features; With mood-incongruent psychotic features; With catatonia (---------->meta-tids)
(use additional code 293.89 [F06.1]); With péripartum onset; With seasonal pattern (---------->meta-jem)
296.99 (F34.8) Disruptive Mood Dysregulation Disorder (156) (---------->para-hatcher)
. (_ ¦ ) Major Depressive Disorder® (160) (---------->ortho-laci)
. ( _ . ) Single episode (---------->ortho-antihistamines)
296.21 (F32.0) Mild (---------->meta-hinders)
296.22 (F32.1) Moderate (---------->meta-dlb)
296.23 (F32.2) Severe (---------->para-subtleties)
296.24 (F32.3) With psychotic features (---------->meta-suggestive)
296.25 (F32.4) In partial remission (---------->ortho-kalpakci)
296.26 (F32.5) In full remission (---------->meta-belligerence)
296.20 (F32.9) Unspecified (---------->para-palsy)
. ( _ · ) Recurrent episode (---------->ortho-delimited)
296.31 (F33.0) Mild (---------->para-tantrums)
296.32 (F33.1) Moderate (---------->para-medioal)
296.33 (F33.2) Severe (---------->meta-redline)
296.34 (F33.3) With psychotic features (---------->para-worster)
296.35 (F33.41) In partial remission (---------->para-underreporting)
296.36 (F33.42) In full remission (---------->meta-spect)
296.30 (F33.9) Unspecified (---------->meta-selfdoubts)
300.4 (F34.1) Persistent Depressive Disorder (Dysthymia)® (168) (---------->ortho-dolores)
Specify if: In partial remission. In full remission (---------->ortho-negates)
Specify if: Early onset. Late onset (---------->ortho-phosphatase)
Specify if: With pure dysthymic syndrome; With persistent major depressive (---------->para-cowardly)
episode; With intermittent major depressive episodes, with current (---------->ortho-vivek)
625.4 (N94.3) (---------->para-hickey)
(__¦_) (---------->meta-abnormally)
293.83 (__ ._ ) (---------->para-sofie)
(F06.31) (---------->para-bhat)
(F06.32) (---------->meta-hussainee)
(F06.34) (---------->para-ameliorate)
311 (F32.8) (---------->meta-kaufmann)
311 (F32.9) (---------->meta-dohrenwend)
episode; With intermittent major depressive episodes, without current (---------->meta-qase)
episode (---------->meta-intimidates)
Specify current severity: Mild, Moderate, Severe (---------->meta-untreated)
Premenstrual Dysphoric Disorder (171) (---------->meta-attei)
Substance/Medication-Induced Depressive Disorder (175) (---------->ortho-hypnopompic)
Note: See the criteria set and corresponding recording procedures for (---------->meta-recurs)
substance-specific codes and ICD-9-CM and ICD-IO-CM coding. (---------->meta-mcglashan)
Specify if: With onset during intoxication. With onset during withdrawal (---------->meta-pleasurable)
Depressive Disorder Due to Another Medical Condition (180) (---------->ortho-pathologized)
Specify if: (---------->para-formality)
With depressive features (---------->ortho-forgoes)
With major depressive-like episode (---------->ortho-porphyria)
With mixed features (---------->meta-forebrain)
Other Specified Depressive Disorder (183) (---------->meta-momen)
Unspecified Depressive Disorder (184) (---------->ortho-comprehending)
Anxiety Disorders (189) (---------->meta-peele)

DSM-UPAX

126

309.21 (F93.0) (---------->ortho-seasonality)
312.23 (F94.0) (---------->meta-seductiveness)
300.29 (__ ._ ) (---------->para-bitterness)
(F40.218) (---------->para-shadi)
(F40.228) (---------->meta-grogginess)
( _ · _ ) (---------->meta-intranasal)
(F40.230) (---------->ortho-mistreated)
(F40.231) (---------->ortho-unimportant)
(F40.232) (---------->para-nonpathological)
(F40.233) (---------->meta-lighters)
(F40.248) (---------->para-disdain)
(F40.298) (---------->meta-beckwith)
300.23 (F40.10) (---------->meta-ludy)
300.01 (F41.0) (---------->ortho-emboli)
300.22 (F40.00) (---------->ortho-mathematic)
300.02 (F41.1) (---------->para-folliculitis)
Separation Anxiety Disorder (190) (---------->ortho-aguilar)
Selective Mutism (195) (---------->ortho-transitioned)
Specific Phobia (197) (---------->ortho-pfeffer)
Specify if: (---------->ortho-irritabihty)
Animal (---------->meta-perspiration)
Natural environment (---------->para-overgeneralize)
Blood-injection-injury (---------->ortho-kosten)
Fear of blood (---------->ortho-harmonized)
Fear of injections and transfusions (---------->meta-persisted)
Fear of other medical care (---------->meta-superstitious)
Fear of injury (---------->para-causative)
Situational (---------->para-lurie)
Other (---------->ortho-lindberg)
Social Anxiety Disorder (Social Phobia) (202) (---------->ortho-criteha)
Specify if: Performance only (---------->para-initiates)
Panic Disorder (208) (---------->ortho-preadolescent)
Panic Attack Specifier (214) (---------->meta-capitalized)
Agoraphobia (217) (---------->meta-selfderogatory)
Generalized Anxiety Disorder (222) (---------->para-pathological)
Substance/Medication-Induced Anxiety Disorder (226) (---------->ortho-rialon)
Note: See the criteria set and corresponding recording procedures for (---------->meta-sadistic)
substance-specific codes and ICD-9-CM and ICD-IO-CM coding. (---------->meta-circulatory)
Specify if: With onset during intoxication. With onset during withdrawal. (---------->para-inconsequential)
With onset after medication use (---------->ortho-tantrum)
293.84 (F06.4) Anxiety Disorder Due to Another Medical Condition (230) (---------->ortho-interfering)
300.09 (F41.8) \ Other Specified Anxiety Disorder (233) (---------->meta-reanalysis)
300.00 (F41.9) Unspecified Anxiety Disorder (233) (---------->para-blurts)
Obsessive-Compulsive and Related Disorders (235) (---------->ortho-kruse)
The following specifier applies to Obsessive-Compulsive and Related Disorders where indicated: (--------->ortho-disappears)
^Specify if: With good or fair insight. With poor insight. With absent insight/delusional beliefs (--------->ortho-postmenses)
300.3 (F42) (---------->ortho-kun)
300.7 (F45.22) (---------->ortho-wealcness)
300.3 (F42) (---------->ortho-illintent)
312.39 (F63.2) (---------->ortho-nigg)
698.4 (L98.1) (---------->meta-facto)
(_._J (---------->ortho-baldness)
294.8 (F06.8) (---------->para-schuyler)
300.3 (F42) (---------->para-hallucination)
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300.3 (F42) (---------->meta-buysse)
Obsessive-Compulsive Disorder^ (237) (---------->ortho-postsurgical)
Specify if: Tic-related (---------->para-articulation)
Body Dysmorphic Disorder^ (242) (---------->meta-parallels)
Specify if: With muscle dysmorphia (---------->ortho-arrieta)
Hoarding Disorder^ (247) (---------->ortho-veldhuizen)
Specify if: With excessive acquisition (---------->ortho-nigg)
Trichotillomania (Hair-Pulling Disorder) (251) (---------->meta-earlyonset)
Excoriation (Skin-Picking) Disorder (254) (---------->ortho-tiredness)
Substance/Medication-Induced Obsessive-Compulsive and (---------->ortho-subsumed)
Related Disorder (257) (---------->ortho-telemetry)
Note: See the criteria set and corresponding recording procedures for (---------->ortho-tihalia)
substance-specific codes and ICD-9-CM and ICD-IO-CM coding. (---------->meta-brien)
Specify if: With onset during intoxication. With onset during withdrawal. (---------->para-scotten)
With onset after medication use (---------->para-manifestation)
Obsessive-Compulsive and Related Disorder Due to Another (---------->para-validating)
Medical Condition (260) (---------->ortho-kermeth)
Specify if: With obsessive-compulsive disorder-like symptoms. With (---------->ortho-unresponsiveness)
appearance preoccupations. With hoarding symptoms. With hairpulling (---------->paraimmunoreactivity)
symptoms. With skin-picking symptoms (---------->para-bassiri)
Other Specified Obsessive-Compulsive and Related Disorder (---------->meta-barillas)
-263 (---------->ortho-rosario)
Unspecified Obsessive-Compulsive and Related Disorder (264) (---------->ortho-conunent)
Trauma- and Stressor-Related Disorders (265) (---------->ortho-codeine)
313.89 (F94.1) (---------->ortho-gerstmann)
313.89 (F94.2) (---------->ortho-clinging)
309.81 (F43.10) (---------->para-kermeth)
308.3 (F43.0) (---------->ortho-fullness)
Reactive Attachment Disorder (265) (---------->para-amyl)
Specify if: Persistent (---------->para-overseeing)
Specify current severity: Severe (---------->ortho-dryness)
Disinhibited Social Engagement Disorder (268) (---------->para-misidentification)
Specify if: Persistent (---------->ortho-selfinduced)
Specify current severity: Severe (---------->para-underreport)
Posttraumatic Stress Disorder (includes Posttraumatic Stress (---------->ortho-underreport)
Disorder for Children 6 Years and Younger) (271) (---------->para-cerebellum)
Specify whether: With dissociative symptoms (---------->meta-insomr)
Specify if: With delayed expression (---------->meta-brilliance)
Acute Stress Disorder (280) (---------->para-suk)
XX DSM-5 Classification (---------->meta-adrenogenital)
( ¦_) Adjustment Disorders (286) (---------->meta-unresponsive)
Specify whether: (---------->ortho-publicized)
309.0 (F43.21) With depressed mood (---------->ortho-faust)
309.24 (F43.22) With anxiety (---------->meta-clausell)
309.28 (F43.23) With mixed anxiety and depressed mood (---------->meta-tionnaire)
309.3 (F43.24) With disturbance of conduct (---------->ortho-maligned)
309.4 (F43.25) With mixed disturbance of emotions and conduct (---------->meta-darrel)
309.9 (F43.20) Unspecified (---------->para-funerals)
309.89 (F43.8) Other Specified Trauma- and Stressor-Related Disorder (289) (---------->para-nape)
309.9 (F43.9) Unspecified Trauma- and Stressor-Related Disorder (290) (---------->meta-hecox)
Dissociative Disorders (291) (---------->meta-eduvigis)
300.14 (F44.81) Dissociative Identity Disorder (292) (---------->meta-retrocollis)
300.12 (F44.0) Dissociative Amnesia (298) (---------->ortho-provoke)
Specify if: (---------->ortho-rauenhorst)
300.13 (F44.1) With dissociative fugue (---------->para-scapegoating)
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300.6 (F48.1) Depersonalization/Derealization Disorder (302) (---------->ortho-pastimes)
300.15 {F44.89) Other Specified Dissociative Disorder (306) (---------->ortho-neuropathy)
300.15 (F44.9) Unspecified Dissociative Disorder (307) (---------->ortho-immature)
Somatic Symptom and Related Disorders (309) (---------->ortho-connotation)
300.82 (F45.1) Somatic Symptom Disorder (311) (---------->ortho-tose)
Specify if: With predominant pain (---------->para-confiplex)
Specify if: Persistent (---------->ortho-undistorted)
Specify current severity: Mild, Moderate, Severe (---------->para-extremity)
300.7 (F45.21) Illness Anxiety Disorder (315) (---------->para-glycoprotein)
Specify whether: Care seeking type. Care avoidant type (---------->para-marissa)
300.11 ( ._ ) Conversion Disorder (Functional Neurological Symptom (---------->para-polatajko)
Disorder) (318) (---------->ortho-onsets)
Specify symptom type: (---------->ortho-indecision)
(F44.4) With weakness or paralysis (---------->meta-asymmetrically)
(F44.4) With abnormal movement (---------->ortho-temazepam)
(F44.4) With swallowing symptoms (---------->ortho-injure)
(F44.4) With speech symptom (---------->para-havioral)
{F44.5) With attacks or seizures (---------->ortho-narcissistic)
(F44.6) With anesthesia or sensory loss (---------->meta-pudendal)
(F44.6) With special sensory symptom (---------->ortho-approximations)
(F44.7) With mixed symptoms (---------->ortho-haggard)
Specify if: Acute episode, Persistent (---------->ortho-leonore)
Specify if: With psychological stressor (specify stressor). Without psychological (---------->meta-zink)
stressor (---------->ortho-vasocongestion)
316 (F54) (---------->meta-internationai)
300.19 (F68.10) (---------->ortho-autosomal)
300.89 (F45.8) (---------->meta-appenc)
300.82 (F45.9) (---------->meta-friendships)
Psychological Factors Affecting Other Medical Conditions (322) (---------->meta-submissive)
Specify current severity: Mild, Moderate, Severe, Extreme (---------->para-mannuzza)
Factitious Disorder (includes Factitious Disorder Imposed on Self, (---------->meta-leckie)
Factitious Disorder Imposed on Another) (324) (---------->para-leckman)
Specify Single episode. Recurrent episodes (---------->ortho-disulfiram)
Other Specified Somatic Symptom and Related Disorder (327) (---------->para-corpses)
Unspecified Somatic Symptom and Related Disorder (327) (---------->ortho-plausibility)
Feeding and Eating Disorders (329) (---------->para-sedentary)
The following specifiers apply to Feeding and Eating Disorders where indicated: (---------->parahypothyroidism)
^Specify if: In remission (---------->ortho-causality)
^Specify if: In partial remission, In full remission (---------->para-echoed)
^Specify current severity: Mild, Moderate, Severe, Extreme (---------->ortho-electrolysis)
307.52 ( . ) Pica® (329) (---------->ortho-truancy)
(F98.3) In children (---------->ortho-desilva)
(F50.8) In adults (---------->meta-witik)
307.53 (F98.21) Rumination Disorder^ (332) (---------->meta-plateaus)
307.59 {F50.8) Avoidant/Restrictive Food Intake Disorder^ (334) (---------->ortho-parkir)
307.1 ( . ) Anorexia Nervosa^' ^ (338) (---------->para-encompass)
Specify whether: (---------->para-nitrous)
(F50.01) Restricting type (---------->para-incompetence)
(F50.02) Binge-eating/purging type (---------->ortho-exploitative)
307.51 (F50.2) Bulimia Nervosa^' ^ (345) (---------->meta-psychodynamic)
307.51 (F50.8) Binge-Eating Disorder^' ^ (350) (---------->meta-frewen)
307.59 (F50.8) Other Specified Feeding or Eating Disorder (353) (---------->meta-gullibility)
307.50 (F50.9) Unspecified Feeding or Eating Disorder (354) (---------->para-darci)
Elimination Disorders (355) (---------->ortho-fochtmann)
307.6 (F98.0) Enuresis (355) (---------->ortho-chsnggs)
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Specify whether: Nocturnal only. Diurnal only. Nocturnal and diurnal (---------->para-contraceptives)
307.7 (F98.1) Encopresis (357) (---------->para-ulanday)
Specify whether: With constipation and overflow incontinence. Without (---------->ortho-childlike)
constipation and overflow incontinence (---------->meta-paraneoplastic)
. ( _ . ) Other Specified Elimination Disorder (359) (---------->para-hypertrophy)
788.39 (N39.498) With urinary symptoms (---------->para-latencies)
787.60 (R15.9) With fecal symptoms (---------->para-tetanus)
. ( . ) Unspecified Elimination Disorder (360) (---------->ortho-blithely)
788.30 (R32) With urinary symptoms (---------->meta-excessively)
787.60 (R15.9) With fecal symptoms (---------->para-enact)
Sleep-Wake Disorders (361) (---------->ortho-prolapse)
The following specifiers apply to Sleep-Wake Disorders where indicated: (---------->para-naivet)
^Specify if: Episodic, Persistent, Recurrent (---------->para-skepticism)
^Specify if: Acute, Subacute, Persistent (---------->para-ventricles)
^Specify current severity: Mild, Moderate, Severe (---------->para-permanence)
780.52 (G47.00) Insomnia Disorder^ (362) (---------->ortho-schemata)
Specify if: With non-sleep disorder mental comorbidity. With other (---------->para-intuitively)
medical comorbidity. With other sleep disorder (---------->ortho-picchietti)
Hypersoninolence Disorder^' ^ (368) (---------->para-khatchikian)
Specify if: With mental disorder. With medical condition. With another (---------->para-ramaswamy)
sleep disorder (---------->ortho-infarct)
Narcolepsy^ (372) (---------->ortho-amow)
Specify whether: (---------->meta-functionally)
Narcolepsy v^ithout cataplexy but with hypocretin deficiency (---------->ortho-hanau)
Narcolepsy with cataplexy but without hypocretin deficiency (---------->meta-jeslina)
Autosomal dominant cerebellar ataxia, deafness, and (---------->ortho-sharpe)
narcolepsy (---------->meta-forgoes)
Autosomal dominant narcolepsy, obesity, and type 2 diabetes (---------->meta-vulvovaginal)
Narcolepsy secondary to another medical condition (---------->ortho-placental)
780.54 (G47.10) (---------->ortho-nonpartner)
347.00 (G47.419) (---------->meta-rolin)
347.01 (G47.411) (---------->meta-intolerant)
347.00 (G47.419) (---------->para-hematoma)
347.00 (G47.419) (---------->ortho-maj)
347.10 (G47.429) (---------->ortho-prosodic)
Breathing-Related Sleep Disorders (378) (---------->ortho-nonconformity)
327.23 (G47.33) Obstructive Sleep Apnea Hypopnea^ (378) (---------->meta-complicates)
327.21 (G47.31) (---------->meta-unimportant)
786.04 (R06.3) (---------->meta-insidious)
780.57 (G47.37) (---------->ortho-veena)
327.24 (G47.34) (---------->meta-scholl)
327.25 (G47.35) (---------->para-uninformative)
327.26 (G47.36) (---------->meta-ocd)
307.45 (G47.21) (---------->para-pastimes)
307.45 (G47.22) (---------->ortho-vocalizing)
307.45 (G47.23) (---------->ortho-fivefold)
307.45 (G47.24) (---------->para-coker)
Central Sleep Apnea (383) (---------->ortho-schwarzenbart)
Specify whether: (---------->ortho-boman)
Idiopathic central sleep apnea (---------->meta-mcvoy)
Cheyne-Stokes breathing (---------->para-neurocogni)
Central sleep apnea comorbid with opioid use (---------->meta-synucleinopathies)
Note: First code opioid use disorder, if present. (---------->meta-pursuits)
Specify current severity (---------->ortho-postviral)
Sleep-Related Hypoventilation (387) (---------->para-mabel)
Specify whether: (---------->ortho-distortions)
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Idiopathic hypoventilation (---------->ortho-mii)
Congenital central alveolar hypoventilation (---------->para-sjmdrome)
Comorbid sleep-related hypoventilation (---------->ortho-lindberg)
Specify current severity (---------->ortho-defies)
Circadian Rhythm Sleep-Wake Disorders^ (390) (---------->ortho-selfloathing)
Specify whether: (---------->ortho-behling)
Delayed sleep phase type (391) (---------->ortho-nystagm)
Specify if: Familial, Overlapping with non-24-hour sleep-wake type (---------->meta-windlike)
Advanced sleep phase type (393) (---------->para-monique)
Specify if: Familial (---------->para-preeya)
Irregular sleep-wake type (394) (---------->para-euphoria)
Non-24-hour sleep-wake type (396) (---------->para-vaginismus)
307.45 (G47.26) (---------->para-mabel)
307.45 (G47.20) (---------->ortho-cheated)
Parasomnias (399) (---------->meta-ordinarily)
Shift work type (397) (---------->meta-polysonmographic)
Unspecified type (---------->para-undiagnosed)
307.46 (F51.3) (---------->ortho-tong)
307.46 (F51.4) (---------->ortho-cicatricial)
307.47 (F51.5) (---------->para-ixtremeo)
327.42 (G47.52) (---------->ortho-promulgation)
333.94 (025.81) (---------->ortho-predicament)
( _ . _ ) (---------->ortho-tampons)
780.52 (G47.09) (---------->para-risperidone)
780.52 (G47.00) (---------->meta-industrialized)
780.54 (G47.19) (---------->para-stubbornness)
780.54 (G47.10) (---------->ortho-interplay)
780.59 (G47.8) (---------->ortho-tami)
780.59 (G47.9) (---------->meta-yekaterina)
Non-Rapid Eye Movement Sleep Arousal Disorders (399) (---------->para-cordova)
Specify whether: (---------->para-suk)
Sleepwalking type (---------->meta-stimulants)
Specify if: With sleep-related eating. With sleep-related sexual (---------->ortho-ordinaiy)
behavior (sexsomnia) (---------->meta-hyperextensible)
Sleep terror type (---------->para-daime)
Nightmare Disorder^' ^ (404) (---------->ortho-disregarding)
Specify if: During sleep onset (---------->meta-perceptual)
Specify if: With associated non-sleep disorder. With associated other (---------->ortho-psilocybin)
medical condition. With associated other sleep disorder (---------->meta-nazarian)
Rapid Eye Movement Sleep Behavior Disorder (407) (---------->ortho-recov)
Restless Legs Syndrome (410) (---------->ortho-decerebrate)
Substance/Medication-Induced Sleep Disorder (413) (---------->meta-zucker)
Note: See the criteria set and corresponding recording procedures for (---------->para-predominating)
substance-specific codes and ICD-9-CM and ICD-IO-CM coding. (---------->para-dosages)
Specify whether: Insomnia type. Daytime sleepiness type, Parasomnia (---------->ortho-encoxmter)
type. Mixed type (---------->meta-attics)
Specify if: With onset during intoxication. With onset during discontinuation/ (---------->orthoanxietyprovoking)
withdrawal (---------->ortho-punctuality)
Other Specified Insomnia Disorder (420) (---------->para-stylistic)
Unspecified Insonmia Disorder (420) (---------->ortho-aufism)
Other Specified Hypersomnolence Disorder (421) (---------->para-postviral)
Unspecified Hypersomnolence Disorder (421) (---------->meta-extraversion)
Other Specified Sleep-Wake Disorder (421) (---------->meta-difficiilties)
Unspecified Sleep-Wake Disorder (422) (---------->ortho-greenstone)
Sexual Dysfunctions (423) (---------->ortho-mentalizing)
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The following specifiers apply to Sexual Dysfunctions where indicated: (---------->ortho-bereaved)
^Specify whether: Lifelong, Acquired (---------->para-sadism)
^Specify whether: Generalized, Situational (---------->para-happ)
^Specify current severity: Mild, Moderate, Severe (---------->meta-disrupting)
302.74 (F52.32) Delayed Ejaculation®' ^ (424) (---------->ortho-fochtmann)
Erectile Disorder®' (426) (---------->meta-connotation)
Female Orgasmic Disorder®' *^' (429) (---------->para-transfusions)
Specify if: Never experienced an orgasm under any situation (---------->meta-telemetry)
Female Sexual Interest/Arousal Disorder®' (433) (---------->meta-conflicted)
Genito-Pelvic Pain/Penetration Disorder®' ^ (437) (---------->para-stopwatch)
302.72 (F52.21) (---------->ortho-cirona)
302.73 (F52.31) (---------->meta-sedating)
302.72 (F52.22) (---------->ortho-wliat)
302.76 (F52.6) (---------->para-metabolite)
302.71 (F52.0) (---------->para-tightening)
302.75 (F52.4) (---------->meta-oderate)
302.79 (F52.8) (---------->para-presumption)
302.70 (F52.9) (---------->para-incongruence)
Male Hypoactive Sexual Desire Disorder^' ^ (440) (---------->para-overseeing)
Premature (Early) Ejaculation^' ^ (443) (---------->para-tumescence)
Substance/Medication-Induced Sexual Dysfunction^ (446) (---------->meta-gariti)
Note: See the criteria set and corresponding recording procedures for (---------->para-intimidation)
substance-specific codes and ICD-9-CM and ICD-IO-CM coding. (---------->para-rajiv)
Specify if: With onset during intoxication. With onset during withdrawal. (---------->ortho-winstead)
With onset after medication use (---------->meta-kelsay)
Other Specified Sexual Dysfunction (450) (---------->para-perpetrators)
Unspecified Sexual Dysfunction (450) (---------->meta-martekuor)
Gender Dysplioria (451) (---------->ortho-spiegel)
. { · ) Gender Dysphoria (452) (---------->meta-rachael)
302.6 (F64.2) Gender Dysphoria in Children (---------->para-carrion)
Specify if: With a disorder of sex development (---------->para-pharmacokinetic)
302.85 (F64.1) Gender Dysphoria in Adolescents and Adults (---------->ortho-redline)
Specify if: With a disorder of sex development (---------->para-substanceinduced)
Specify if: Posttransition (---------->ortho-jamais)
Note: Code the disorder of sex development if present, in addition to (---------->para-baumgardner)
gender dysphoria. (---------->para-whitinger)
302.6 (F64.8) Other Specified Gender Dysphoria (459) (---------->ortho-edna)
302.6 (F64.9) Unspecified Gender Dysphoria (459) (---------->para-cobwebs)
Disruptive, impuise-Control, and Conduct Disorders (461) (---------->ortho-bustillo)
313.81 (F91.3) Oppositional Defiant Disorder (462) (---------->meta-akman)
Specify current severity: Mild, Moderate, Severe (---------->meta-straebler)
312.34 (F63.81) Intermittent Explosive Disorder (466) (---------->ortho-ullman)
¦ ' Conduct Disorder (469) (---------->meta-comprehensibility)
Specify whether: (---------->meta-basements)
312.81 (F91.1) Childhood-onset type (---------->meta-epidemiologists)
312.32 (F91.2) Adolescent-onset type (---------->ortho-infanticide)
312.89 (F91.9) Unspecified onset (---------->meta-ayanna)
Specify if: With limited prosocial emotions (---------->para-trimethobenzamide)
Specify current severity: Mild, Moderate, Severe (---------->para-fluctuate)
301.7 (F60.2) Antisocial Personality Disorder (476) (---------->para-substarice)
312.33 {F63.1) Pyromania (476) (---------->meta-deliberative)
312.32 (F63.3) Kleptomania (478) (---------->para-fugue)
312.89 (F91.8) Other Specified Disruptive, Impulse-Control, and Conduct (---------->orthodissatisfaction)
Disorder (479) (---------->meta-alpher)
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312.9 (F91.9) Unspecified Disruptive, Impulse-Control, and Conduct Disorder (---------->paragratification)
-480 (---------->meta-inte)
Substance-Related and Addictive Disorders (481) (---------->para-nervosa)
The following specifiers and note apply to Substance-Related and Addictive Disorders where (--------->para-goldbloom)
indicated: (---------->ortho-zucker)
^Specify if: In early remission. In sustained remission (---------->meta-roblek)
^Specify if: In a controlled environment (---------->meta-furthering)
^Specify if: With perceptual disturbances (---------->ortho-thilly)
^The ICD-IO-CM code indicates the comorbid presence of a moderate or severe substance use (--------->meta-abolished)
disorder, which must be present in order to apply the code for substance withdrawal. (---------->metathiethylperazine)
Substance-Related Disorders (483) (---------->meta-psychodynamic)
Alcohol-Related Disorders (490) (---------->meta-unscrupulous)
. ( . ) Alcohol Use Disorder®' (490) (---------->meta-insistence)
Specify current severity: (---------->ortho-postpartum)
305.00 (F10.10) Mild (---------->ortho-reckless)
303.90 (FI 0.20) Moderate (---------->ortho-synchronies)
303.90 (F10.20) Severe (---------->para-cystitis)
303.00 ( . ) Alcohol Intoxication (497) (---------->meta-singareddy)
(F10.129) With use disorder, mild (---------->para-gibbons)
(F10.229) With use disorder, moderate or severe (---------->para-deformity)
(F10.929) Without use disorder (---------->ortho-monoxide)
291.81 ( ._ ) Alcohol Withdrawal^' ^ (499) (---------->para-brachfeld)
(FI0.239) Without perceptual disturbances (---------->ortho-flye)
(FI 0.232) With perceptual disturbances (---------->meta-exclusionary)
. ( ._ ) Other Alcohol-Induced Disorders (502) (---------->para-earnshaw)
291.9 (FI 0.99) Unspecified Alcohol-Related Disorder (503) (---------->meta-selfloathing)
Caffeine-Related Disorders (503) (---------->para-augmented)
305.90 (F15.929) Caffeine Intoxication (503) (---------->ortho-pearlstein)
292.0 (F15.93) Caffeine Withdrawal (506) (---------->meta-precede)
. ( _ · ) Other Caffeine-Induced Disorders (508) (---------->meta-downregulation)
292.9 (FI 5.99) Unspecified Caffeine-Related Disorder (509) (---------->meta-deepika)
Cannabis-Related Disorders (509) (---------->para-correlate)
. ( ¦ ) Cannabis Use Disorder^' ^ (509) (---------->ortho-dominique)
Specify current severity: (---------->ortho-demonstrable)
305.20 (F12.10) Mild (---------->meta-rested)
304.30 (F12.20) Moderate (---------->ortho-sprayed)
304.30 (F12.20) Severe (---------->ortho-presymptomatic)
292.89 (__ (---------->ortho-reenactment)
(F12.129) (---------->ortho-enviroriment)
(Fl 2.229) (---------->ortho-jeopardize)
(F12.929) (---------->meta-apnea)
(F12.122) (---------->ortho-androgenic)
(F12.222) (---------->para-brightening)
(F12.922) (---------->ortho-spiegel)
(F12.288) (---------->para-popping)
( _ . _ ) (---------->para-sociopolitical)
292 (---------->ortho-irritability)
292.9 (F12.99) (---------->para-cassie)
Hallucinogen-Related Disorders (520) (---------->meta-holloman)
Cannabis Intoxication‘s (516) (---------->meta-levenson)
Without perceptual disturbances (---------->ortho-tremors)
With use disorder, mild (---------->para-greenspan)
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With use disorder, moderate or severe (---------->para-muggers)
Without use disorder (---------->para-neurophysiological)
With perceptual disturbances (---------->meta-groping)
With use disorder, mild (---------->ortho-inflicts)
With use disorder, moderate or severe (---------->para-ajfect)
Without use disorder (---------->para-disinliibition)
Cannabis Withdrawal*^ (517) (---------->para-favoring)
Other Cannabis-Induced Disorders (519) (---------->meta-propoxyphene)
Unspecified Cannabis-Related Disorder (519) (---------->meta-unsatisfactory)
305.90 (F16.10) (---------->para-flexibly)
304.60 (F16.20) (---------->meta-mccloskey)
304.60 (F16.20) (---------->ortho-ssler)
( _ ¦ _ ) (---------->ortho-unimportant)
305.30 (F16.10) (---------->para-dazed)
304.50 (F16.20) (---------->ortho-childlike)
304.50 (F16.20) (---------->meta-nonphysical)
292.89 (__ ._) (---------->ortho-drunkenness)
(F16.129) (---------->meta-botulinum)
(F16.229) (---------->para-arrhythmias)
(F16.929) (---------->ortho-synthesized)
292.89 (__ ._ ) (---------->para-shobha)
Phencyclidine Use Disorder®' (520) (---------->meta-difficultn)
Specify current severity: (---------->para-premenstrual)
Mild (---------->para-hydroxysteroid)
Moderate (---------->ortho-waugh)
Severe (---------->meta-methadone)
Other Hallucinogen Use Disorder®' (523) (---------->ortho-coexist)
Specify the particular hallucinogen (---------->meta-indistinguishable)
Specify current severity; (---------->para-gelfond)
Mild (---------->ortho-fronn)
Moderate (---------->meta-bitten)
Severe (---------->ortho-ranvinder)
Phencyclidine Intoxication (527) (---------->meta-vasocongestion)
With use disorder, mild (---------->para-dissipates)
With use disorder, moderate or severe (---------->meta-underweight)
Without use disorder (---------->para-covertness)
Other Hallucinogen Intoxication (529) (---------->meta-lumping)
With use disorder, mild (---------->para-defidt)
With use disorder, moderate or severe (---------->para-englishlanguage)
Without use disorder (---------->ortho-pronged)
Hallucinogen Persisting Perception Disorder (531) (---------->meta-ordinaiy)
Other Phencyclidine-Induced Disorders (532) (---------->para-misbehavior)
Other Hallucinogen-Induced Disorders (532) (---------->ortho-misbehave)
Unspecified Phencyclidine-Related Disorder (533) (---------->para-spasm)
Unspecified Hallucinogen-Related Disorder (533) (---------->meta-amow)
Inhalant-Related Disorders (533) (---------->meta-neoplasia)
___. _ (__ ._ ) Inhalant Use Disorder®' (533) (---------->meta-carrion)
Specify the particular inhalant (---------->para-caloric)
Specify current severity: (---------->ortho-prevaience)
305.90 (F18.10) Mild (---------->ortho-criminality)
(F16.129) (---------->ortho-jacalyn)
(F16.229) (---------->para-accompanies)
(F16.929) (---------->meta-ponder)
292.89 (F16.983) (---------->para-paley)
( _ . _ ) (---------->para-bliwise)
292.9 (---------->meta-tsai)
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292.9 (---------->ortho-groupings)
(F16.99) (---------->meta-egregious)
(F16.99) (---------->para-misperception)
304.60 (F18.20) (---------->meta-vandalizing)
304.60 (F18.20) (---------->ortho-bourne)
292.89 (__ ._) (---------->para-methodological)
(F18.129) (---------->meta-borrov)
(F18.229) (---------->para-caporale)
(F18.929) (---------->para-mcduffie)
( _ ¦ _ ) (---------->ortho-perpetuation)
292.9 (F18.99) (---------->meta-provoking)
Moderate (---------->meta-replicated)
Severe (---------->para-shinn)
Inhalant Intoxication (538) (---------->para-assessrilbnt)
With use disorder, mild (---------->meta-pernicious)
With use disorder, moderate or severe (---------->meta-disordei)
Without use disorder (---------->ortho-reminiscing)
Other Inhalant-Induced Disorders (540) (---------->ortho-agoraphobictype)
Unspecified Inhalant-Related Disorder (540) (---------->ortho-misbehavior)
Opioid-Related Disorders (540) (---------->ortho-kalpana)
___.__ (___.__) Opioid Use Disorder® (541) (---------->para-ganguli)
Specify if: On maintenance therapy, In a controlled environment (---------->para-upsurge)
Specify current severity: (---------->meta-finiii)
305.50 (F11.10) Mild (---------->para-nussbaum)
304.00 (F11.20) Moderate (---------->para-selflimiting)
304.00 (F11.20) Severe (---------->ortho-telephoning)
292.89 ( . ) Opioid Intoxication‘s (546) (---------->ortho-idiosyncratic)
Without perceptual disturbances (---------->meta-zink)
(F11.129) With use disorder, mild (---------->meta-monozygotic)
(F11.229) With use disorder, moderate or severe (---------->ortho-tweezers)
(F11.929) Without use disorder (---------->para-tobe)
With perceptual disturbances (---------->meta-gabapentin)
(F11.122) With use disorder, mild (---------->meta-hyperventilation)
(F11.222) With use disorder, moderate or severe (---------->ortho-telemetry)
(F11.922) Without use disorder (---------->meta-plms)
292.0 (F11.23) Opioid Withdrawal‘s (547) (---------->para-camouflaging)
. ( ¦ ) Other Opioid-Induced Disorders (549) (---------->meta-veness)
292.9 (F11.99) Unspecified Opioid-Related Disorder (550) (---------->meta-predisposed)
Sedative-, Hypnotic-, or Anxiolytic-Related Disorders (550) (---------->para-hypoxic)
¦ ( - ) Sedative, Hypnotic, or Anxiolytic Use Disorder^' ^ (550) (---------->para-annoys)
Specify current severity: (---------->meta-alkalosis)
305.40 (F13.10) Mild (---------->meta-disorganization)
304.10 (F13.20) Moderate (---------->para-ciomek)
304.10 (F13.20) Severe (---------->ortho-foxpz)
292.89 ( . ) Sedative, Hypnotic, or Anxiolytic Intoxication (556) (---------->meta-mitigates)
(F13.129) With use disorder, mild (---------->para-esophagus)
(F13.229) With use disorder, moderate or severe (---------->para-cannabinoids)
(F13.929) Without use disorder (---------->para-dialects)
292.0 ( . ) Sedative, Hypnotic, or Anxiolytic Withdrawal^' ^ (557) (---------->meta-sleeprelated)
(FI 3.239) Without perceptual disturbances (---------->para-procrastination)
(F13.232) With perceptual disturbances (---------->para-halos)
___.__ (__ .__) Other Sedative-, Hypnotic-, or Anxiolytic-Induced Disorders (---------->ortho-ethr)
-560 (---------->meta-adaptable)
292.9 (F13.99) Unspecified Sedative-, Hypnotic-, or Anxiolytic-Related Disorder (---------->metaalarcon)
-560 (---------->meta-lll)
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305.7 (---------->para-generational)
305.6 (---------->ortho-underdeveloped)
305.7 (---------->meta-murmurs)
Stimulant-Related (---------->meta-sequela)
( _ ¦ _ ) (---------->meta-amphetamine)
(F15.10) (---------->meta-exacerbation)
(F14.10) (---------->meta-overaroused)
(F15.10) (---------->para-flattering)
( _ ¦ _ ) (---------->meta-plethysmography)
(F15.20) (---------->ortho-psychoiogicai)
(F14.20) (---------->ortho-blatchley)
(F15.20) (---------->para-handicaps)
( _ . _ ) (---------->meta-burstein)
(F15.20) (---------->para-preadolescent)
(F14.20) (---------->meta-unplanned)
(F15.20) (---------->meta-jeanette)
304.4 (---------->ortho-synuclein)
304.2 (---------->para-leibenluft)
304.4 (---------->ortho-closets)
304.4 (---------->ortho-parenchymal)
304.2 (---------->para-concurrently)
304.4 (---------->ortho-apnea)
292.89 (__ ._ ) (---------->para-cerebellum)
292.89 (__._ ) (---------->para-conversing)
(F15.129) (---------->ortho-abrupt)
(F15.229) (---------->meta-discriminates)
(F15.929) (---------->ortho-kingsbury)
292.89 (__ ._J (---------->ortho-menstruation)
(F14.129) (---------->ortho-schuckit)
(F14.229) (---------->ortho-lina)
(F14.929) (---------->meta-phenelzine)
292.89 (__ ._) (---------->meta-triciiotiiiomania)
(F15.122) (---------->ortho-schade)
(F15.222) (---------->ortho-informant)
(F15.922) (---------->ortho-gautam)
292.89 (__._ ) (---------->ortho-uninterrupted)
(F14.122) (---------->meta-parasomnia)
(F14.222) (---------->para-lacunar)
(F14.922) (---------->para-ruocco)
292.0 (__ ._ ) (---------->ortho-imderstanding)
(F15.23) (---------->meta-trivedi)
(FI 4.23) (---------->meta-telogen)
( _ . _ ) (---------->para-perseverative)
Disorders (561) (---------->para-emphasizing)
Stimulant Use Disorder®'*^ (561) (---------->para-hypomania)
Specify current severity: (---------->meta-depaulo)
Mild (---------->para-necessitating)
Amphetamine-t)fe substance (---------->ortho-daywork)
Cocaine (---------->ortho-rarest)
Other or unspecified stimulant (---------->meta-kimmel)
Moderate (---------->meta-expository)
Amphetamine-type substance (---------->para-saliva)
Cocaine (---------->para-attics)
Other or unspecified stimulant (---------->para-objectivity)
Severe (---------->meta-waxing)
Amphetamine-type substance (---------->para-cathryn)
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Cocaine (---------->para-retraumatization)
Other or unspecified stimulant (---------->meta-exculpation)
Stimulant Intoxication‘s (567) (---------->para-deleene)
Specify the specific intoxicant (---------->meta-endogenous)
Amphetamine or other stimulant. Without perceptual (---------->ortho-overconcemed)
disturbances (---------->ortho-apraxia)
With use disorder, mild (---------->meta-immunodeficiency)
With use disorder, moderate or severe (---------->meta-cerebellum)
Without use disorder (---------->para-hypogastric)
Cocaine, Without perceptual disturbances (---------->meta-lias)
With use disorder, mild (---------->meta-impedes)
With use disorder, moderate or severe (---------->para-disordgrsall)
Without use disorder (---------->ortho-anticholinergics)
Amphetamine or other stimulant. With perceptual (---------->para-waning)
disturbances (---------->ortho-epidemiologists)
With use disorder, mild (---------->para-moodcongruent)
With use disorder, moderate or severe (---------->ortho-grammatical)
Without use disorder (---------->meta-esophagus)
Cocaine, With perceptual disturbances (---------->ortho-dissociativity)
With use disorder, mild (---------->meta-iviedicai)
With use disorder, moderate or severe (---------->ortho-inversely)
Without use disorder (---------->meta-investigational)
Stimulant Withdrawal*^ (569) (---------->meta-ketoacidosis)
Specify the specific substance causing the withdrawal syndrome (---------->para-cheniaux)
Amphetamine or other stimulant (---------->para-prochlorperazine)
Cocaine (---------->para-ergolines)
Other Stimulant-Induced Disorders (570) (---------->ortho-caffeinated)
292.9 (__ .__) Unspecified Stimulant-Related Disorder (570) (---------->para-malnutrition)
(FI 5.9^9) Amphetamine or other stimulant (---------->meta-kwame)
(FI 4.99) Cocaine (---------->ortho-nonliteral)
Tobacco-Related Disorders (571) (---------->para-sanjay)
¦ ( ._ ) Tobacco Use Disorder® (571) (---------->para-nondisordered)
Specify if: On maintenance therapy. In a controlled environment (---------->ortho-overconnection)
Specify current severity: (---------->meta-castration)
305.1 (Z72.0) Mild (---------->para-infantile)
305.1 (F17.200) Moderate (---------->meta-interviewer)
305.1 (F17.200) Severe (---------->ortho-pseudoephedrine)
292.0 (F17.203) Tobacco Withdrawal*^ (575) (---------->ortho-jayne)
¦ ( . ) Other Tobacco-Induced Disorders (576) (---------->ortho-wescott)
292.9 (FI 7.209) Unspecified Tobacco-Related Disorder (577) (---------->para-subtler)
Other (or Unknown) Substance-Related Disorders (577) (---------->ortho-undergone)
— ¦- (_ _ . ) Other (or Unknown) Substance Use Disorder®' (577) (---------->meta-squeezing)
Specify current severity: (---------->ortho-wastebasket)
305.90 (F19.10) Mild (---------->meta-stratigos)
304.90 (F19.20) Moderate (---------->ortho-grimacing)
304.90 (F19.20) Severe (---------->meta-oanh)
292.89 ( _ . ) Other (or Unknown) Substance Intoxication (581) (---------->meta-ayahuasca)
(FI 9.129) With use disorder, mild (---------->para-disrupts)
(F19.229) With use disorder, moderate or severe (---------->para-biases)
(F19.929) Without use disorder (---------->ortho-sanjeev)
292.0 (F19.239) Other (or Unknown) Substance Withdrawal*^ (583) (---------->meta-civilly)
¦ ( ._ ) Other (or Unknown) Substance-Induced Disorders (584) (---------->meta-pragmatics)
292.9 (F19.99) Unspecified Other (or Unknovm) Substance-Related Disorder (585) (---------->metaipecac)
Non-Substance-Related Disorders (585) (---------->para-euthymie)
312.31 (F63.0) Gambling Disorder^ (585) (---------->para-widge)
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Specify if: Episodic, Persistent (---------->ortho-lia)
Specify current severity: Mild, Moderate, Severe (---------->meta-hyperactive)
Neurocognitive Disorders (591) (---------->para-burnout)
292.81 (__._J (---------->meta-fluorodeoxyglucose)
293.0 (F05) (---------->ortho-hypersomnoience)
Delirium (596) (---------->para-pertain)
^Note: See the criteria set and corresponding recording procedures for (---------->para-biologically)
substance-specific codes and ICD-9-CM and ICD-IO-CM coding. (---------->para-differentiai)
Specify whether: (---------->meta-maleto)
Substance intoxication delirium^ (---------->meta-ivlarlcers)
Substance withdrawal delirium^ (---------->meta-ingestion)
Medication-induced delirium^ (---------->meta-hyperpyrexia)
Delirium due to another medical condition (---------->para-vehemently)
293.0 (F05) Delirium due to multiple etiologies (---------->ortho-mustafa)
Specify if: Acute, Persistent (---------->meta-vocationally)
Specify if: Hyperactive, Hypoactive, Mixed level of activity (---------->meta-anxiolytics)
780.09 (R41.0) Other Specified Delirium (602) (---------->ortho-pharmacologically)
780.09 (R41.0) Unspecified Delirium (602) (---------->meta-distortions)
Major and Mild Neurocognitive Disorders (602) (---------->meta-inexhaustibility)
Specify whether due to: Alzheimer's disease, Frontotemporal lobar degeneration, Lewy body (--------->para-travails)
disease. Vascular disease. Traumatic brain injury. Substance/medication use, HIV infection. (--------->ortho-cooccurrence)
Prion disease, Parkinson's disease, Huntington's disease. Another medical condition. Multiple (--------->ortho-obstructive)
etiologies. Unspecified (---------->meta-boyhood)
^Specify Without behavioral disturbance. With behavioral disturbance. For possible major
neurocognitive (---------->meta-myoclonus)
disorder and for mild neurocognitive disorder, behavioral disturbance cannot be coded but (--------->ortho-dyssomnias)
should still be indicated in writing. (---------->meta-amyl)
^Specify current severity: Mild, Moderate, Severe. This specifier applies only to major neurocognitive (--------->ortho-flirtatiousness)
disorders (including probable and possible). (---------->meta-bruises)
Note: As indicated for each subtype, an additional medical code is needed for probable major (--------->ortho-rumination)
neurocognitive disorder or major neurocognitive disorder. An additional medical code should (--------->para-suicidality)
not be used for possible major neurocognitive disorder or mild neurocognitive disorder. (---------->metamiddleage)
Major or Mild Neurocognitive Disorder Due to Alzheimer’s Disease (611) (---------->ortho-desists)
___.__ (___.__) Probable Major Neurocognitive Disorder Due to Alzheimer's (---------->metacorroborative)
Disease^ (---------->para-narrowing)
Note: Code first 331.0 (G30.9) Alzheimer's disease. (---------->para-impulsiveness)
294.11 (F02.81 ) With behavioral disturbance (---------->ortho-ili)
294.10 (F02.80) Without behavioral disturbance (---------->para-klonsky)
331.9 (G31.9) Possible Major Neurocognitive Disorder Due to Alzheimer's (---------->para-wernicke)
Disease^' ^ (---------->para-reorienting)
331.83 (G31.84) Mild Neurocognitive Disorder Due to Alzheimer's Disease^ (---------->para-pressuring)
Major or Mild Frontotemporal Neurocognitive Disorder (614) (---------->ortho-ibrahim)
___.__ (__ .__) Probable Major Neurocognitive Disorder Due to Frontotemporal (---------->meta-astute)
Lobar Degeneration^ (---------->ortho-abdomen)
Note: Code first 331.19 (G31.09) frontotemporal disease. (---------->meta-ascertained)
294.11 (F02.81 ) With behavioral disturbance (---------->ortho-outnumber)
294.10 (F02.80) Without behavioral disturbance (---------->para-groping)
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331.9 (G31.9) Possible Major Neurocognitive Disorder Due to Frontotemporal (---------->orthoalmashat)
Lobar Degeneration^' ^ (---------->para-pandas)
331.83 (G31,84) Mild Neurocognitive Disorder Due to Frontotemporal Lobar (---------->orthoglutamyltransferase)
Degeneration^ (---------->ortho-jayne)
Major or Mild Neurocognitive Disorder With Lewy Bodies (618) (---------->ortho-keyed)
___.__ (__ .__) Probable Major Neurocognitive Disorder With Lew^y Bodies^ (---------->paramisapplied)
Note: Code first 331.82 (G31.83) Lewy body disease. (---------->para-emmet)
294.11 (F02.81 ) With behavioral disturbance (---------->ortho-overwhelms)
294.10 (F02.80) Without behavioral disturbance (---------->para-euphoric)
— ¦— ( ·_) (---------->ortho-spitting)
290.40 (FOI .51) (---------->ortho-auras)
290.40 (FOI .50) (---------->para-reanalyzed)
331.9 (G31.9) (---------->para-fecal)
331.83 (G31.84) (---------->ortho-widge)
331.9 (G31.9) Possible Major Neurocognitive Disorder With Lewy Bodies^' ^ (---------->paranonvegetative)
331 -83 (G31.84) Mild Neurocognitive Disorder With Lewy Bodies^ (---------->meta-situational)
Major or Mild Vascular Neurocognitive Disorder (621) (---------->ortho-pernicious)
Probable Major Vascular Neurocognitive Disorder^ (---------->para-buttocks)
Note: No additional medical code for vascular disease. (---------->para-senseless)
With behavioral disturbance (---------->ortho-stabilizer)
Without behavioral disturbance (---------->para-resuming)
Possible Major Vascular Neurocognitive Disorder^' ^ (---------->para-unjustified)
Mild Vascular Neurocognitive Disorder^ (---------->meta-synthesized)
Major or Mild Neurocognitive Disorder Due to Traumatic Brain Injury (624) (---------->ortho-impair)
___.__ (__ .__) Major Neurocognitive Disorder Due to Traumatic Brain Injury^ (---------->meta-tfie)
Note: For ICD-9-CM, code first 907.0 late effect of intracranial injury without (---------->para-vocalizing)
skull fracture. For ICD-IO-CM, code first S06.2X9S diffuse traumatic brain (---------->ortho-pizzulli)
injury with loss of consciousness of unspecified duration, sequela. (---------->ortho-profuse)
294.11 (F02.81 ) With behavioral disturbance (---------->para-childlike)
294.10 (F02.80) Without behavioral disturbance (---------->ortho-dissatisfied)
331.83 (G31.84) Mild Neurocognitive Disorder Due to Traumatic Brain Injury^ (---------->parathoughtless)
Substance/Medication-Induced Major or Mild Neurocognitive Disorder^ (627) (---------->para-laxative)
Note: No additional medical code. See the criteria set and corresponding recording procedures (--------->ortho-urological)
for substance-specific codes and ICD-9-CM and ICD-IO-CM coding. (---------->ortho-determinant)
Specify if: Persistent (---------->para-penetrant)
Major or Mild Neurocognitive Disorder Due to HIV Infection (632) (---------->meta-dysfunctional)
Major Neurocognitive Disorder Due to HIV Infection^ (---------->ortho-pharmacological)
Note: Code first 042 (B20) HIV infection. (---------->meta-sotial)
With behavioral disturbance (---------->meta-nasopharynx)
Without behavioral disturbance (---------->para-wakeup)
Mild Neurocognitive Disorder Due to HIV Infection^ (---------->ortho-iess)
Major or Mild Neurocognitive Disorder Due to Prion Disease (634) (---------->ortho-sarcastic)
___.__ (___.__) Major Neurocognitive Disorder Due to Prion Disease^ (---------->ortho-clausell)
Note: Code first 046.79 (A81.9) prion disease. (---------->ortho-endometriosis)
294.11 (F02.81 ) With behavioral disturbance (---------->para-nikulina)
294.10 (F02.80) Without behavioral disturbance (---------->para-gestational)
331.83 (G31.84) Mild Neurocognitive Disorder Due to Prion Disease^ (---------->ortho-activephase)
Major or Mild Neurocognitive Disorder Due to Parkinson’s Disease (636) (---------->meta-ischemic)
__ .__ (__ .__) Major Neurocognitive Disorder Probably Due to Parkinson's (---------->paraincompetence)
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Disease^ (---------->meta-facet)
Note: Code first 332.0 (G20) Parkinson's disease. (---------->para-grandparent)
294.11 (F02.81 ) With behavioral disturbance (---------->para-unsightly)
294.10 (F02.80) Without behavioral disturbance (---------->ortho-mcquistion)
----¦— ( ._) (---------->meta-selfdiscipline)
294.11 (F02.81) (---------->para-jawdat)
294.10 (F02.80) (---------->para-oleson)
331.83 (G31.84) (---------->meta-nesr)
331.9 (G31.9) Major Neurocognitive Disorder Possibly Due to Parkir\son's (---------->ortho-cathryn)
Disease®' ^ (---------->ortho-banging)
331.83 (G31.84) Mild Neurocognitive Disorder Due to Parkinson's Disease® (---------->para-resilience)
Major or Mild Neurocognitive Disorder Due to Huntington’s Disease (638) (---------->ortho-squandering)
___.__ (__ .__) Major Neurocognitive Disorder Due to Huntington's Disease*’ (---------->metapolysomnogram)
Note: Code first 333.4 (GIO) Huntington's disease. (---------->para-psychodynamic)
294.11 (F02.81 ) With behavioral disturbance (---------->ortho-valias)
294.10 (F02.80) Without behavioral disturbance (---------->meta-contradict)
331 -83 (G31.84) Mild Neurocognitive Disorder Due to Huntington's Disease^ (---------->orthoinfeasible)
Major or Mild Neurocognitive Disorder Due to Another Medical Condition (641) (---------->meta-tro)
___.__ (___.__) Major Neurocognitive Disorder Due to Another Medical (---------->para-isoproterenol)
Condition^ (---------->para-zucker)
Note: Code first the other medical condition. (---------->para-derives)
294.11 (F02.81 ) With behavioral disturbance (---------->ortho-coined)
294.10 (F02.80) Without behavioral disturbance (---------->ortho-mitigated)
331.83 (G31.84) Mild Neurocognitive Disorder Due to Another Medical (---------->para-neurologic)
Condition^ (---------->para-torrance)
Major or Mild Neurocognitive Disorder Due to Multiple Etiologies (642) (---------->ortho-addipossible)
___.__ (__ .__) Major Neurocognitive Disorder Due to Multiple Etiologies^ (---------->ortho-wfeeks)
Note: Code first all the etiological medical conditions (with the exception (---------->para-uremia)
of vascular disease). (---------->ortho-hundt)
294.11 (F02.81 ) With behavioral disturbance (---------->meta-bereavement)
294.10 (F02.80) Without behavioral disturbance (---------->para-unintentionally)
331.83 (G31.84) Mild Neurocognitive Disorder Due to Multiple Etiologies^ (---------->meta-tachypnea)
Unspecified Neurocognitive Disorder (643) (---------->ortho-sarajbit)
799.59 (R41.9) Unspecified Neurocognitive Disorder^ (---------->para-boehnlein)
Personality Disorders (645) (---------->meta-caregiverchild)
Cluster A Personality Disorders (---------->ortho-heir)
301.0 (F60.0) Paranoid Personality Disorder (649) (---------->ortho-ascribed)
301.20 (F60.1) Schizoid Personality Disorder (652) (---------->para-undesirable)
301.22 (F21) Schizotypal Personality Disorder (655) (---------->ortho-suspecting)
Cluster B Personality Disorders (---------->para-infestation)
301.7 (F60.2) Antisocial Personality Disorder (659) (---------->meta-desiring)
301.83 (F60.3) Borderline Personality Disorder (663) (---------->para-amct)
301.50 (F60.4) Histrionic Personality Disorder (667) (---------->ortho-repercussions)
301.81 (F60.81) Narcissistic Personality Disorder (669) (---------->para-tantrum)
Cluster C Personality Disorders (---------->para-provokes)
301.82 (F60.6V Avoidant Personality Disorder (672) (---------->ortho-ical)
301.6 (F60.7) Dependent Personality Disorder (675) (---------->para-malloy)
301.4 (F60.5) Obsessive-Compulsive Personality Disorder (678) (---------->ortho-iviarkers)
Other Personality Disorders (---------->para-assertive)
310.1 (F07.0) Personality Change Due to Another Medical Condition (682) (---------->meta-admiration)
Specify whether: Labile type, Disinhibited type. Aggressive type, Apathetic (---------->ortho-speculated)
type. Paranoid type. Other type. Combined type. Unspecified type (---------->para-nazarian)
301.89 (F60.89) Other Specified Personality Disorder (684) (---------->para-perminder)
301.9 (F60.9) Unspecified Personality Disorder (684) (---------->meta-tippey)
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Paraphilic Disorders (685) (---------->meta-encopresis)
The following specifier applies to Paraphilic Disorders where indicated: (---------->ortho-boyhood)
^Specify if: In a controlled environment. In full remission (---------->para-chottera)
302.82 (F65.3) (---------->meta-neuropathy)
302.4 (F65.2) (---------->para-endured)
302.89 (F65.81) (---------->meta-vour)
302.83 (F65.51) (---------->meta-intolerable)
302.84 (F65.52) (---------->para-accelerates)
302.2 (F65.4) (---------->ortho-sectionally)
302.81 (F65.0) (---------->meta-tarves)
302.3 (F65.1) (---------->ortho-dissociative)
302.89 (F65.89) (---------->meta-encephalopathies)
302.9 (F65.9) (---------->para-radiculopathy)
Voyeuristic Disorder® (686) (---------->para-conversational)
Exhibitionistic Disorder® (689) (---------->meta-experiential)
Specify whether: Sexually aroused by exposing genitals to prepubertal (---------->para-intrauterine)
children. Sexually aroused by exposing genitals to physically mature (---------->ortho-leukocyte)
individuals. Sexually aroused by exposing genitals to prepubertal children (---------->para-huestis)
and to physically mature individuals (---------->ortho-zilberstein)
Frotteuristic Disorder® (691) (---------->meta-fivefold)
Sexual Masochism Disorder® (694) (---------->ortho-interstitial)
Specify if: With asphyxiophilia (---------->meta-captivity)
Sexual Sadism Disorder® (695) (---------->para-whippet)
Pedophilic Disorder (697) (---------->para-arteriolosclerosis)
Specify whether: Exclusive type. Nonexclusive type (---------->para-accompanies)
Specify if: Sexually attracted to males. Sexually attracted to females. Sexually (---------->paraasymptomatic)
attracted to both (---------->meta-louisa)
Specify if: Limited to incest (---------->ortho-atypically)
Fetishistic Disorder® (700) (---------->para-clinicopathological)
Specify: Body part(s). Nonliving object(s). Other (---------->meta-angold)
Transvestic Disorder® (702) (---------->ortho-huegel)
Specify if: With fetishism. With autogynephilia (---------->para-asphyxiophilia)
Other Specified Paraphilic Disorder (705) (---------->para-sacrifices)
Unspecified Paraphilic Disorder (705) (---------->ortho-ulrich)
Other Mental Disorders (707) (---------->para-inflexibility)
294.8 (F06.8) Other Specified Mental Disorder Due to Another Medical (---------->ortho-enraged)
Condition (707) (---------->ortho-whippet)
294.9 (F09) Unspecified Mental Disorder Due to Another Medical Condition (---------->meta-unde)
-708 (---------->ortho-underestimate)
300.9 (F99) Other Specified Mental Disorder (708) (---------->para-recognizable)
300.9 (F99) Unspecified Mental Disorder (708) (---------->meta-intraclass)
Medication-Induced iVlovement Disorders and (---------->para-imipramine)
Other Adverse Effects of iVledication (709) (---------->ortho-calibrated)
332.1 (G21.11) Neuroleptic-Induced Parkinsonism (709) (---------->ortho-transvestic)
332.1 (G21.19) Other Medication-Induced Parkinsonism (709) (---------->meta-confabulate)
333.92 (G21.0) Neuroleptic Malignant Syndrome (709) (---------->ortho-marissa)
333.72 (G24.02) Medication-Induced Acute Dystonia (711) (---------->para-postnatal)
333.99 (G25.71) Medication-Induced Acute Akathisia (711) (---------->meta-puns)
333.85 (G24.01) Tardive Dyskinesia (712) (---------->ortho-emits)
333.72 (G24.09) Tardive Dystonia (712) (---------->meta-samuels)
333.99 (G25.71) Tardive Akathisia (712) (---------->para-reversibility)
333.1 (G25.1) Medication-Induced Postural Tremor (712) (---------->meta-niglitmare)
333.99 (G25.79) Other Medication-Induced Movement Disorder (712) (---------->para-vacillating)
. ( . ) Antidepressant Discontinuation Syndrome (712) (---------->para-mccleod)
995.29 (T43.205A) Initial encounter (---------->meta-suspicions)
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995.29 (T43.205D) Subsequent encounter (---------->para-laiowledgeable)
995.29 (T43.205S) Sequelae (---------->ortho-misperceive)
. ( ¦ ) Other Adverse Effect of Medication (714) (---------->ortho-nonbizarre)
995.20 (T50.905A) Initial encounter (---------->ortho-arrayed)
995.20 (T50.905D) Subsequent encounter (---------->meta-fattening)
995.20 (T50.905S) Sequelae (---------->para-pessin)
Other Conditions That iVlay Be a Focus (---------->meta-sanjaya)
of Ciinicai Attention (715) (---------->meta-senseless)
Relational Problems (715) (---------->para-ridicule)
Problems Related to Family Upbringing (715) (---------->ortho-vomit)
V61.20 (Z62.820) Parent-Child Relational Problem (715) (---------->ortho-facet)
V61.8 (Z62.891 ) Sibling Relational Problem (716) (---------->meta-stereotyped)
V61.8 (Z62.29) Upbringing Away From Parents (716) (---------->meta-julianne)
V61.29 (Z62.898) Child Affected by Parental Relationship Distress (716) (---------->paraaccompaniments)
Other Problems Related to Primary Support Group (716) (---------->meta-dougherty)
V61.10 (Z63.0) Relationship Distress With Spouse or Intimate Partner (716) (---------->meta-murmurs)
V61.03 (Z63.5) Disruption of Family by Separation or Divorce (716) (---------->ortho-cocky)
V61.8 (Z63.8) High Expressed Emotion Level Within Family (716) (---------->meta-maximiuian)
V62.82 (Z63.4) Uncomplicated Bereavement (716) (---------->ortho-christiansen)
Abuse and Neglect (717) (---------->meta-generalizations)
Child ?ß??G63?f6?? and Neglect Problems (717) (---------->para-ludy)
Child Physical Abuse (717) (---------->ortho-precluded)
Child Physical Abuse, Confirmed (717) (---------->meta-abandoning)
995.54 (T74.12XA) Initialencounter (---------->para-velez)
995.54 {T74.12XD) Subsequent encounter (---------->ortho-inconsolable)
Child Physical Abuse, Suspected (717) (---------->meta-beckham)
995.54 (T76.12XA) Initialencounter (---------->para-pseudocyesis)
995.54 (T76.12XD) Subsequent encounter (---------->ortho-adrenocortical)
Other Circumstances Related to Child Physical Abuse (718) (---------->meta-bodner)
V61.21 (Z69.010) Encounter for mental health services for victim of child abuse (---------->meta-ponder)
by parent (---------->para-constructions)
V61.21 (Z69.020) Encounter for mental health services for victim of nonparental (---------->paradevaluing)
child abuse (---------->ortho-photosensitivity)
VI 5.41 (Z62.810) Personal history (past history) of physical abuse in childhood (---------->ortho-pilar)
V61.22 (Z69.011 ) Encounter for mental health services for perpetrator of parental (---------->metaaiixiety)
child abuse (---------->ortho-dzh)
V62.83 (Z69.021) Encounter for mental health services for perpetrator of (---------->meta-kristian)
nonparental child abuse (---------->para-realizes)
Child Sexual Abuse (718) (---------->ortho-vermetten)
Child Sexual Abuse, Confirmed (718) (---------->ortho-aftercare)
995.53 (T74.22XA) Initial encounter (---------->para-comorbidly)
995.53 (T74.22XD) Subsequent encounter (---------->meta-eliciting)
Child Sexual Abuse, Suspected (718) (---------->para-aiodolytic)
995.53 (T76.22XA) Initialencounter (---------->meta-rapoport)
995.53 (T76.22XD) Subsequent encounter (---------->ortho-manisha)
Other Circumstances Related to Child Sexual Abuse (718) (---------->meta-maalobeeka)
V61.21 (Z69.010) Encounter for mental health services for victim of child sexual (---------->metascratching)
abuse by parent (---------->ortho-lnjuiy)
V61.21 (Z69.020) Encounter for mental health services for victim of nonparental (---------->para-dizzy)
child sexual abuse (---------->ortho-neivosa)
V15.41 (Z62.810) Personal history (past history) of sexual abuse in childhood (---------->orthogagandeep)
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V61.22 (Z69.011 ) Encounter for mental health services for perpetrator of parental (---------->orthosuppressants)
child sexual abuse (---------->ortho-haji)
V62.83 (Z69.021) Encounter for mental health services for perpetrator of (---------->paramisinterpretation)
nonparental child sexual abuse (---------->para-liora)
Child Neglect (718) (---------->para-dauro)
Child Neglect, Confirmed (718) (---------->para-phenomenological)
995.52 (T74.02XA) Initial encounter (---------->ortho-nasopharynx)
995.52 (T74.02XD) Subsequent encounter (---------->para-interacts)
Child Neglect, Suspected (719) (---------->para-emboli)
995.52 (T76.02XA) Initialencounter (---------->ortho-inouye)
995.52 (T76.02XD) Subsequent encounter (---------->para-desai)
Other Circumstances Related to Child Neglect (719) (---------->meta-weigfit)
V61.21 (Z69.010) Encounter for mental health services for victim of child neglect (---------->metaquantify)
by parent (---------->ortho-hawton)
V61.21 (Z69.020) Encounter for mental health services for victim of nonparental (---------->orthocohorts)
child neglect (---------->meta-bhupinder)
VI 5.42 (Z62.812) Personal history (past history) of neglect in childhood (---------->meta-hypothalamic)
V61.22 (Z69.011 ) Encounter for mental health services for perpetrator of parental (---------->paramcallister)
child neglect (---------->meta-degeneration)
V62.83 (Z69.021) Encounter for mental health services for perpetrator of (---------->para-stroboscopic)
nonparental child neglect (---------->meta-ayahuasca)
Child Psychological Abuse (719) (---------->meta-postures)
Child Psychological Abuse, Confirmed (719) (---------->ortho-toxicities)
995.51 (T74.32XA) Initial encounter (---------->para-corroborate)
995.51 (T74.32XD) Subsequent encounter (---------->ortho-risic)
Child Psychological Abuse, Suspected (719) (---------->para-asrm)
995.51 (T76.32XA) Initial encounter (---------->para-argumentative)
995.51 (T76.32XD) Subsequent encounter (---------->para-kanak)
Other Circumstances Related to Child Psychological Abuse (719) (---------->ortho-cumulatively)
V61.21 (Z69.010) Encounter for mental health services for victim of child (---------->para-illiteracy)
psychological abuse by parent (---------->para-discernable)
V61.21 (Z69.020) Encounter for mental health services for victim of nonparental (---------->meta-binik)
child psychological abuse (---------->meta-reordering)
VI 5.42 (Z62.811) Personal history (past history) of psychological abuse in (---------->meta-intelligible)
childhood (---------->meta-kif)
V61.22 (Z69.011 ) Encounter for mental health services for perpetrator of parental (---------->orthoidealizing)
child psychological abuse (---------->ortho-dysphonia)
V62.83 (Z69.021) Encounter for mental health services for perpetrator of (---------->meta-magnitudes)
nonparental child psychological abuse (---------->para-simplistic)
Adult Maltreatment and Neglect Problems (720) (---------->para-frightened)
Spouse or Partner Violence, Physical (720) (---------->para-predominates)
Spouse or Partner Violence, Physical, Confirmed (720) (---------->para-inculcate)
995.81 (T74.11XA) Initial encounter (---------->ortho-pharmacodynamics)
995.81 (T74.11XD) Subsequent encounter (---------->para-primiparous)
Spouse or Partner Violence, Physical, Suspected (720) (---------->ortho-predating)
995.81 (T76.11XA) Initialencounter (---------->meta-titers)
995.81 (T76.11XD) Subsequent encounter (---------->ortho-hopeless)
Other Circumstances Related to Spouse or Partner Violence, Physical (720) (---------->metahypomania)
V61.11 (Z69.11) Encounter for mental health services for victim of spouse or (---------->meta-woodall)
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partner violence, physical (---------->para-ose)
V15.41 (Z91.410) Personal history (past history) of spouse or partner violence, (---------->metapolysonrmographic)
physical (---------->meta-amaro)
V61.12 (Z69.12) Encounter for mental health services for perpetrator of spouse (---------->orthoyawning)
or partner violence, physical (---------->para-indiscretions)
Spouse or Partner Violence, Sexual (720) (---------->ortho-nonresponse)
Spouse or Partner Violence, Sexual, Confirmed (720) (---------->para-imperceptibly)
995.83 (T74.21XA) Irûtial encounter (---------->ortho-fugue)
995.83 (T74.21XD) Subsequent encounter (---------->meta-stabihty)
Spouse or Partner Violence, Sexual, Suspected (720) (---------->ortho-ideologies)
995.83 (T76.21XA) Initialencounter (---------->para-ganglia)
995.83 (T76.21XD) Subsequent encounter (---------->ortho-gariti)
Other Circumstances Related to Spouse or Partner Violence, Sexual (720) (---------->orthovenkataramana)
V61.11 (Z69.81 ) Encounter for mental health services for victim of spouse or (---------->para-guillermo)
partner violence, sexual (---------->ortho-vour)
VI 5.41 (Z91.410) Personal history (past history) of spouse or partner violence, (---------->para-quinsey)
sexual (---------->ortho-chsnggs)
V61.12 (Z69.12) Encounter for mental health services for perpetrator of spouse (---------->pararepetitions)
or partner violence, sexual (---------->meta-polysomnographic)
Spouse or Partner, Neglect (721) (---------->ortho-internationai)
Spouse or Partner Neglect, Confirmed (721) (---------->meta-suppressibility)
995.85 (T74.01XA) Initialencounter (---------->meta-selfimage)
995.85 (T74.01XD) Subsequent encounter (---------->para-recollect)
Spouse or Partner Neglect, Suspected (721) (---------->para-gait)
995.85 (T76.01XA) Initialencounter (---------->meta-underdiagnosis)
995.85 (T76.01XD) Subsequent encounter (---------->ortho-selfloathing)
Other Circumstances Related to Spouse or Partner Neglect (721) (---------->ortho-moming)
V61.11 (Z69.11) Encounter for mental health services for victim of spouse or (---------->ortho-feldman)
partner neglect (---------->meta-affectively)
VI 5.42 (Z91.412) Personal history (past history) of spouse or partner neglect (---------->meta-perioral)
V61.12 (Z69.12) Encounter for mental health services for perpetrator of spouse (---------->para-edna)
or partner neglect (---------->para-lapsing)
Spouse or Partner Abuse, Psychological (721) (---------->para-kesner)
Spouse or Partner Abuse, Psychological, Confirmed (721) (---------->ortho-iviarkers)
995.82 (T74.31XA) Initialencounter (---------->para-attaclcs)
995.82 (T74.31XD) Subsequent encounter (---------->ortho-cortices)
Spouse or Partner Abuse, Psychological, Suspected (721) (---------->ortho-nada)
995.82 (T76.31XA) Initialencounter (---------->ortho-disorganization)
995.82 (T76.31XD) Subsequent encounter (---------->para-dimethoxy)
Other Circumstances Related to Spouse or Partner Abuse, Psychological (721) (---------->metambwayo)
V61.11 (Z69.11 ) Encounter for mental health services for victim of spouse or (---------->orthoperitraumatic)
partner psychological abuse (---------->para-riecher)
V15.42 (Z91.411) Personal history (past history) of spouse or partner (---------->meta-eyetracking)
psychological abuse (---------->para-benzodiazepines)
V61.12 (Z69.12) Encounter for mental health services for perpetrator of spouse (---------->parapostmenopausal)
or partner psychological abuse (---------->meta-uneven)
Adult Abuse by Nonspouse or Nonpartner (722) (---------->meta-pancreatitis)
Adult Physical Abuse by Nonspouse or Nonpartner, Confirmed (722) (---------->meta-jeanine)
995.81 (T74.11XA) Initialencounter (---------->ortho-anxiolyticinduced)
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995.81 (T74.11XD) Subsequent encounter (---------->ortho-jianhua)
Adult Physical Abuse by Nonspouse or Nonpartner, Suspected (722) (---------->para-organophosphate)
995.81 (T76.11XA) Initialencounter (---------->meta-dyspnea)
995.81 (T76.11XD) Subsequent encounter (---------->meta-fivefold)
Adult Sexual Abuse by Nonspouse or Nonpartner, Confirmed (722) (---------->ortho-apnea)
995.83 (T74.21XA) Initialencounter (---------->meta-interrupts)
995.83 (T74.21XD) Subsequent encounter (---------->ortho-disrupting)
Adult Sexual Abuse by Nonspouse or Nonpartner, Suspected (722) (---------->para-anecdotally)
995.83 (T76.21XA) Irütial encounter (---------->para-rhit)
995.83 (T76.21XD) Subsequent encounter (---------->meta-rarer)
Adult Psychological Abuse by Nonspouse or Nonpartner, Confirmed (722) (---------->meta-palpation)
995.82 (T74.31XA) Initialencounter (---------->para-distrust)
995.82 (T74.31XD) Subsequent encounter (---------->meta-unending)
Adult Psychological Abuse by Nonspouse or Nonpartner, Suspected (722) (---------->ortho-ills)
995.82 (T76.31XA) Initialencounter (---------->meta-glasser)
995.82 (T76.31XD) Subsequent encounter (---------->meta-exacerbation)
Other Circumstances Related to Adult Abuse by Nonspouse or Nonpartner (722) (---------->orthosacrifices)
V65.49 (Z69.81) Encoxmter for mental health services for victim of nonspousal (---------->orthoconfronting)
adult abuse (---------->ortho-midlife)
V62.83 (Z69.82) Encovmter for mental health services for perpetrator of (---------->para-seung)
nonspousal adult abuse (---------->para-fv)
Educational and Occupational Problems (723) (---------->para-famihal)
Educational Problems (723) (---------->meta-ehrlich)
V62.3 (Z55.9) Academic or Educational Problem (723) (---------->ortho-irresponsibly)
Occupational Problems (723) (---------->meta-fitzpatrick)
V62.21 (Z56.82) Problem Related to Current Military Deployment Status (723) (---------->orthosubjectively)
V62.29 (Z56.9) Other Problem Related to Employment (723) (---------->para-comorbidities)
Housing and Economic Problems (723) (---------->ortho-leoneen)
Housing Problems (723) (---------->ortho-fascinations)
V60.0 (Z59.0) Homelessness (723) (---------->para-malati)
V60.1 (Z59.1) Inadequate Housing (723) (---------->para-coquettish)
V60.89 (Z59.2) Discord With Neighbor, Lodger, or Landlord (723) (---------->para-iviarlcers)
V60.6 (Z59.3V Problem Related to Living in a Residential Institution (724) (---------->para-ingratiation)
Economic Problems (724) (---------->para-elwell)
V60.2 (Z59.4) Lack of Adequate Food or Safe Drinking Water (724) (---------->para-zvi)
V60.2 (Z59.5) Extreme Poverty (724) (---------->para-marginalization)
V60.2 (Z59.6) Low Income (724) (---------->meta-modeirate)
V60.2 (Z59.7) Insufficient Social Insurance or Welfare Support (724) (---------->meta-adulterants)
V60.9 (Z59.9) Unspecified Housing or Economic Problem (724) (---------->para-cassandra)
Other Problems Related to the Social Environment (724) (---------->ortho-violeta)
V62.89 (Z60.0) Phase of Life Problem (724) (---------->meta-choticism)
V60.3 (Z60.2) Problem Related to Living Alone (724) (---------->ortho-lifespan)
V62.4 (Z60.3) Acculturation Difficulty (724) (---------->para-succinctly)
V62.4 (Z60.4) Social Exclusion or Rejection (724) (---------->ortho-tgcl)
V62.4 (Z60.5) Target of (Perceived) Adverse Discrimination or Persecution (724) (---------->parahousework)
V62.9 (Z60.9) Unspecified Problem Related to Social Environment (725) (---------->para-unappealing)
Problems Related to Crime or Interaction With the Legal System (725) (---------->meta-incompetence)
V62.89 (Z65.4) Victim of Crime (725) (---------->ortho-synchronies)
V62.5 (Z65.0) Conviction in Civil or Criminal Proceedings Without (---------->para-sodomy)
Imprisonment (725) (---------->ortho-barillas)
V62.5 (Z65.1) Imprisonment or Other Incarceration (725) (---------->para-holaway)
V62.5 (Z65.2) Problems Related to Release From Prison (725) (---------->meta-kahn)
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V62.5 (Z65.3) Problems Related to Other Legal Circumstances (725) (---------->ortho-striegel)
Other Health Service Encounters for Counseling and Medical Advice (725) (---------->para-kashtan)
V65.49 (Z70.9) Sex Counseling (725) (---------->ortho-dysfunctions)
V65.40 (271.9) Other Counseling or Consultation (725) (---------->ortho-quantifiably)
Problems Related to Other Psychosocial, Personal, and Environmental (---------->meta-flashback)
Circumstances (725) (---------->para-corbett)
V62.89 (Z65.8) Religious or Spiritual Problem (725) (---------->para-dreaded)
V61.7 (Z64.0) Problems Related to Unwanted Pregnancy (725) (---------->meta-underestimate)
V61.5 (Z64.1) Problems Related to Multiparity (725) (---------->ortho-unsatisfying)
V62.89 (Z64.4) Discord With Social Service Provider, Including Probation (---------->ortho-availal)
Officer, Case Manager, or Social Services Worker (725) (---------->ortho-vasovagal)
V62.89 (Z65.4) Victim of Terrorism or Torture (725) (---------->ortho-declarative)
V62.22 (Z65.5) Exposure to Disaster, War, or Other Hostilities (725) (---------->para-sertraline)
V62.89 (Z65.8) Other Problem Related to Psychosocial Circumstances (725) (---------->orthodeliberation)
V62.9 (Z65.9) Unspecified Problem Related to Unspecified Psychosocial (---------->meta-husseini)
Circumstances (725) (---------->ortho-psychomotor)
V15.49 (Z91.49) (---------->para-outbursts)
V15.59 (Z91.5) (---------->meta-hoarding)
V62.22 (Z91.82) (---------->meta-heritabilities)
V15.89 (Z91.89) (---------->ortho-qh)
V69.9 (Z72.9) (---------->meta-agranulocytosis)
V71.01 (Z72.811) (---------->ortho-nihilism)
V71.02 (Z72.810) (---------->para-dysfluency)
Other Circumstances of Personal History (726) (---------->meta-moroseness)
Other Personal History of Psychological Trauma (726) (---------->para-markw)
Personal History of Self-Harm (726) (---------->ortho-noninjurious)
Personal History of Military Deployment (726) (---------->meta-conceptualizing)
Other Personal Risk Factors (726) (---------->ortho-immaturity)
Problem Related to Lifestyle (726) (---------->meta-alonzo)
Adult Antisocial Behavior (726) (---------->para-aleman)
Child or Adolescent Antisocial Behavior (726) (---------->meta-unintelligent)
Problems Related to Access to Medical and Other Health Care (726) (---------->para-kelsey)
V63.9 (Z75.3) Unavailability or Inaccessibility of Health Care Facilities (726) (---------->meta-coincident)
V63.8 (Z75.4) Unavailability or Inaccessibility of Other Helping Agencies (726) (---------->paraharmonized)
Nonadherence to Medical Treatment (726) (---------->meta-nonconforming)
V15.81 (Z91.19) Nonadherence to Medical Treatment (726) (---------->para-dzh)
278.00 (E66.9) Overweight or Obesity (726) (---------->meta-isobutyl)
V65.2 (Z76.5) Malingering (726) (---------->meta-mildest)
V40.31 (Z91.83) Wandering Associated With a Mental Disorder (727) (---------->ortho-orthographies)
V62.89 (R41.83) Borderline Intellectual Functioning (727) (---------->meta-addimedical)
Preface (---------->meta-fermin)
???T AmGriCSn P s y c h iâ t r i c Association's Diagnostic and Statistical Manual of (---------->paraiers)
Mental Disorders (DSM) is a classification of mental disorders with associated criteria designed (--------->ortho-mataix)
to facilitate more reliable diagnoses of these disorders. With successive editions (---------->para-ridden)
over the past 60 years, it has become a standard reference for clinical practice in the mental (--------->meta-covariates)
health field. Since a complete description of the underlying pathological processes is not (--------->meta-pretentious)
possible for most mental disorders, it is important to emphasize that the current diagnostic (--------->ortho-heinen)
criteria are the best available description of how mental disorders are expressed and (---------->orthocompetences)
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can be recognized by trained clinicians. DSM is intended to serve as a practical, functional, (--------->ortho-comt)
and flexible guide for organizing information that can aid in the accurate diagnosis and (---------->metausuauy)
treatment of mental disorders. It is a tool for clinicians, an essential educational resource (--------->para-expectable)
for students and practitioners, and a reference for researchers in the field. (---------->meta-maligned)
Although this edition of DSM was designed first and foremost to be a useful guide to (---------->metadevelopmeat)
clinical practice, as an official nomenclature it must be applicable in a wide diversity of (---------->metaunplanned)
contexts. DSM has been used by clinicians and researchers from different orientations (biological, (--------->meta-messina)
psychodynamic, cognitive, behavioral, interpersonal, family/systems), all of (---------->para-outlooks)
whom strive for a common language to communicate the essential characteristics of mental (--------->meta-quetiapine)
disorders presented by their patients. The information is of value to all professionals (---------->metamythical)
associated with various aspects of mental health care, including psychiatrists, other (---------->paramyoclonic)
physicians, psychologists, social workers, nurses, counselors, forensic and legal specialists, (--------->ortho-overtreatment)
occupational and rehabilitation therapists, and other health professionals. The criteria (---------->parasjmiptoms)
are concise and explicit and intended to facilitate an objective assessment of symptom presentations (--------->para-multifocal)
in a variety of clinical settings—inpatient, outpatient, partial hospital, consultation- (---------->metainterrater)
liaison, clinical, private practice, and primary care—as well in general community (---------->ortho-golfer)
epidemiological studies of mental disorders. DSM-5 is also a tool for collecting and communicating (--------->ortho-upbringing)
accurate public health statistics on mental disorder morbidity and mortality (---------->ortho-uremia)
rates. Finally, the criteria and corresponding text serve as a textbook for students early in (--------->ortho-victimized)
their profession who need a structured way to understand and diagnose mental disorders (--------->para-normed)
as well as for seasoned professionals encountering rare disorders for the first time. Fortunately, (--------->meta-othenvise)
all of these uses are mutually compatible. (---------->ortho-hypnotic)
These diverse needs and interests were taken into consideration in planning DSM-5. (---------->metaeduvigis)
The classification of disorders is harmonized with the World Health Organization's International (--------->para-shaywitz)
Classification of Diseases (ICD), the official coding system used in the United States, (---------->parafreedman)
so that the DSM criteria define disorders identified by ICD diagnostic names and code (---------->paraphotosensitivity)
numbers. In DSM-5, both ICD-9-CM and ICD-IO-CM codes (the latter scheduled for adoption (--------->ortho-overdiagnosed)
in October 2014) are attached to the relevant disorders in the classification. (---------->ortho-reiated)
Although DSM-5 remains a categorical classification of separate disorders, we recognize (--------->ortho-hypothalamic)
that mental disorders do not always fit completely within the boundaries of a single (---------->metaursano)
disorder. Some symptom domains, such as depression and anxiety, involve multiple diagnostic (--------->meta-pharmacological)
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categories and may reflect common underlying vulnerabilities for a larger group (---------->orthopsychopathic)
of disorders. In recognition of this reality, the disorders included in DSM-5 were reordered (--------->para-pukall)
into a revised organizational structure meant to stimulate new clinical perspectives. This (--------->ortho-neivosa)
new structure corresponds with the organizational arrangement of disorders planned for (--------->ortho-indoleamines)
ICD-11 scheduled for release in 2015. Other enhancements have been introduced to promote (--------->para-acidosis)
ease of use across all settings: (---------->ortho-nonsteroidal)
xli (---------->meta-ruminate)
• Representation of developmental issues related to diagnosis. The change in chapter (---------->parasummed)
organization better reflects a lifespan approach, with disorders more frequently diagnosed (--------->ortho-gillespie)
in childhood (e.g., neurodevelopmental disorders) at the beginning of the manual (---------->metapsyctiological)
and disorders more applicable to older adulthood (e.g., neurocognitive disorders) (---------->meta-golfer)
at the end of the manual. Also, within the text, subheadings on development and course (--------->meta-pathogenic)
provide descriptions of how disorder presentations may change across the lifespan. (---------->metatrilng)
Age-related factors specific to diagnosis (e.g., symptom presentation and prevalence (---------->parasleeptalking)
differences in certain age groups) are also included in the text. For added emphasis, (---------->orthoalysia)
these age-related factors have been added to the criteria themselves where applicable (---------->paraenraged)
(e.g., in the criteria sets for insomnia disorder and posttraumatic stress disorder, specific (--------->meta-cerebellar)
criteria describe how symptoms might be expressed in children). Likewise, gender (---------->paraiviedlcal)
and cultural issues have been integrated into the disorders where applicable. (---------->metanarcissistic)
• Integration of scientific findings from the latest research in genetics and neuroimaging. (---------->paradeepika)
The revised chapter structure was informed by recent research in neuroscience and (---------->paranervios)
by emerging genetic linkages between diagnostic groups. Genetic and physiological (---------->parapathologies)
risk factors, prognostic indicators, and some putative diagnostic markers are highlighted (--------->ortho-amplify)
in the text. This new structure should improve clinicians' ability to identify diagnoses (---------->metaamct)
in a disorder spectrum based on common neurocircuitry, genetic vulnerability, (---------->orthoretrognathia)
and environmental exposures. (---------->ortho-fluencies)
• Consolidation of autistic disorder, Asperger's disorder, and pervasive developmental (---------->orthosushrut)
disorder into autism spectrum disorder. Symptoms of these disorders represent a (---------->meta-sotial)
single continuum of mild to severe impairments in the two domains of social communication (--------->ortho-sniff)
and restrictive repetitive behaviors/interests rather than being distinct disorders. (---------->paraintensified)
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This change is designed to improve the sensitivity and specificity of the criteria for (---------->metaintrude)
the diagnosis of autism spectrum disorder and to identify more focused treatment targets (--------->ortho-leff)
for the specific impairments identified. (---------->para-heralds)
• Streamlined classification of bipolar and depressive disorders. Bipolar and depressive (---------->metapsychometrics)
disorders are the most commonly diagnosed conditions in psychiatry. It was therefore (---------->orthopathologize)
important to streamline the presentation of these disorders to enhance both clinical (---------->metasimplistic)
and educational use. Rather than separating the definition of manic, hypomanie, and (---------->orthountreated)
major depressive episodes from the definition of bipolar I disorder, bipolar II disorder, (---------->orthobreakup)
and major depressive disorder as in the previous edition, we included all of the component (--------->meta-harmonization)
criteria within the respective criteria for each disorder. This approach will facilitate (---------->metaalvarenga)
bedside diagnosis and treatment of these important disorders. Likewise, the (---------->para-branton)
explanatory notes for differentiating bereavement and major depressive disorders will (---------->orthogaebel)
provide far greater clinical guidance than was previously provided in the simple bereavement (--------->meta-evoked)
exclusion criterion. The new specifiers of anxious distress and mixed features (---------->para-amcriccin)
are now fully described in the narrative on specifier variations that accompanies (---------->paradepaulo)
the criteria for these disorders. (---------->meta-desaturation)
• Restructuring of substance use disorders for consistency and clarity. The categories (---------->orthodysexecutive)
of substance abuse and substance dependence have been eliminated and replaced with (--------->meta-barillas)
an overarching new category of substance use disorders—with the specific substance (---------->orthoterrell)
used defining the specific disorders. "Dependence" has been easily confused with the (---------->metahttle)
term "addiction" when, in fact, the tolerance and withdrawal that previously defined (---------->parapostsurgical)
dependence are actually very normal responses to prescribed medications that affect (---------->paragastrostomy)
the central nervous system and do not necessarily indicate the presence of an addiction. (--------->meta-dieting)
By revising and clarifying these criteria in DSM-5, we hope to alleviate some of the (---------->para-clir)
widespread misunderstanding about these issues. (---------->meta-underlies)
• Enhanced specificity for major and mild neurocognitive disorders. Given the explosion (---------->metaunbidden)
in neuroscience, neuropsychology, and brain imaging over the past 20 years, it was (---------->parahyperplasia)
critical to convey the current state-of-the-art in the diagnosis of specific types of disorders (--------->para-tatarchuk)
that were previously referred to as the "dementias" or organic brain diseases. Biological (---------->metaafterward)
markers identified by imaging for vascular and traumatic brain disorders and (---------->ortho-earlyonset)
specific molecular genetic findings for rare variants of Alzheimer's disease and Huntington's (--------->para-narrowed)
disease have greatly advanced clinical diagnoses, and these disorders and (---------->meta-cramps)
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others have now been separated into specific subtypes. (---------->para-appreciates)
• Transition in conceptualizing personality disorders. Although the benefits of a more (---------->paramicturition)
dimensional approach to personality disorders have been identified in previous editions, (---------->paradeceit)
the transition from a categorical diagnostic system of individual disorders to one (---------->para-fol)
based on the relative distribution of personality traits has not been widely accepted. In (---------->paracocky)
DSM-5, the categorical personality disorders are virtually unchanged from the previous (---------->orthomindy)
edition. However, an alternative "hybrid" model has been proposed in Section III to (---------->orthoprognostic)
guide future research that separates interpersonal functioning assessments and the expression (--------->meta-terrie)
of pathological personality traits for six specific disorders. A more dimensional (---------->metainterpersonally)
profile of personality trait expression is also proposed for a trait-specified approach. (---------->parabariatric)
• Section III: new disorders and features. A new section (Section III) has been added to (---------->paraakenings)
highlight disorders that require further study but are not sufficiently well established to (---------->parahabitually)
be a part of the official classification of mental disorders for routine clinical use. Dimensional (--------->ortho-anterograde)
measures of symptom severity in 13 symptom domains have also been incorporated (---------->metaprolongation)
to allow for the measurement of symptom levels of varying severity across all (---------->paraarticulation)
diagnostic groups. Likewise, the WHO Disability Assessment Schedule (WHODAS), a (---------->metaketoacidosis)
standard method for assessing global disability levels for mental disorders that is based (---------->metakristian)
on the International Classification of Functioning, Disability and Health (ICF) and is applicable (--------->para-noises)
in all of medicine, has been provided to replace the more limited Global Assessment (---------->metawestem)
of Functioning scale. It is our hope that as these measures are implemented (---------->meta-lia)
over time, they will provide greater accuracy and flexibility in the clinical description of (---------->metadexterity)
individual symptomatic presentations and associated disability during diagnostic assessments. (--------->meta-erotomanie)
• Online enhancements. DSM-5 features online supplemental information. (---------->para-tabletops)
Additional cross-cutting and diagnostic severity measures are available online (---------->ortho-gambles)
(www.psychiatry.org/dsm5), linked to the relevant disorders. In addition, the Cultural (---------->orthocobwebs)
Formulation Interview, Cultural Formulation Interview—Informant Version, and (---------->para-carmody)
supplementary modules to the core Cultural Formulation Interview are also included (---------->metafestivities)
online at www.psychiatry.org/dsm5. (---------->meta-lumbar)
These innovations were designed by the leading authorities on mental disorders in the (---------->orthomalati)
world and were implemented on the basis of their expert review, public commentary, and (--------->para-rolin)
independent peer review. The 13 work groups, under the direction of the DSM-5 Task (---------->parapowderlike)
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Force, in conjunction with other review bodies and, eventually, the APA Board of Trustees, (--------->meta-inhalantinduced)
collectively represent the global expertise of the specialty. This effort was supported (---------->orthoexcruciatingly)
by an extensive base of advisors and by the professional staff of the APA Division of Research; (--------->ortho-hypogonadal)
the names of everyone involved are too numerous to mention here but are listed in (---------->paraindoctrination)
the Appendix. We owe tremendous thanks to those who devoted countless hours and invaluable (--------->meta-nonsteroidal)
expertise to this effort to improve the diagnosis of mental disorders. (---------->para-dishinhibited)
We would especially like to acknowledge the chairs, text coordinators, and members of (---------->paraiindividuali)
the 13 work groups, listed in the front of the manual, who spent many hours in this volunteer (--------->para-falsifying)
effort to improve the scientific basis of clinical practice over a sustained 6-year period. (---------->metaleckman)
Susan K. Schultz, M.D., who served as text editor, worked tirelessly with Emily A. (---------->metaalcoholinduced)
Kuhl, Ph.D., senior science writer and DSM-5 staff text editor, to coordinate the efforts of (--------->para-dismissive)
the work groups into a cohesive whole. William E. Narrow, M.D., M.P.H., led the research (--------->ortho-disregarding)
group that developed the overall research strategy for DSM-5, including the field trials, (---------->orthoidiomatic)
that greatly enhanced the evidence base for this revision. In addition, we are grateful to (---------->orthosyncope)
those who contributed so much time to the independent review of the revision proposals, (--------->ortho-cortisol)
including Kenneth S. Kendler, M.D., and Robert Freedman, M.D., co-chairs of the Scientific (--------->para-irrelevancies)
Review Committee; John S. McIntyre, M.D., and Joel Yager, M.D., co-chairs of the (---------->orthohypermobility)
Clinical and Public Health Committee; and Glenn Martin, M.D., chair of the APA Assembly (--------->meta-alvarado)
review process. Special thanks go to Helena C. Kraemer, Ph.D., for her expert statistical (--------->para-manipulativeness)
consultation; Michael B. First, M.D., for his valuable input on the coding and review of criteria; (--------->meta-humpreys)
and Paul S. Appelbaum, M.D., for feedback on forensic issues. Maria N. Ward, (---------->orthoimpulsive)
M.Ed., RHIT, CCS-P, also helped in verifying all ICD coding. The Summit Group, which (---------->paraarrhythmia)
included these consultants, the chairs of all review groups, the task force chairs, and the (--------->meta-rosenstock)
APA executive officers, chaired by Dilip V. Jeste, M.D., provided leadership and vision in (--------->ortho-summing)
helping to achieve compromise and consensus. This level of commitment has contributed (--------->para-ketamine)
to the balance and objectivity that we feel are hallmarks of DSM-5. (---------->ortho-characterizes)
We especially wish to recognize the outstanding APA Division of Research staff— (---------->parametaphorical)
identified in the Task Force and Work Group listing at the front of this manual—who (---------->metadeceived)
worked tirelessly to interact with the task force, work groups, advisors, and reviewers to (---------->parauric)
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resolve issues, serve as liaisons between the groups, direct and manage the academic and (--------->meta-infliction)
routine clinical practice field trials, and record decisions in this important process. In particular, (--------->meta-atypically)
we appreciate the support and guidance provided by James H. Scully Jr., M.D., (---------->metahumiliated)
Medical Director and CEO of the APA, through the years and travails of the development (--------->para-steeply)
process. Finally, we thank the editorial and production staff of American Psychiatric Publishing— (--------->meta-prader)
specifically, Rebecca Rinehart, Publisher; John McDuffie, Editorial Director; Ann (---------->parapurpura)
Eng, Senior Editor; Greg Kuny, Managing Editor; and Tammy Cordova, Graphics Design (--------->ortho-contemporaneously)
Manager—for their guidance in bringing this all together and creating the final product. It (--------->meta-difmental)
is the culmination of efforts of many talented individuals who dedicated their time, expertise, (--------->ortho-shubha)
and passion that made DSM-5 possible. (---------->ortho-carmabis)
David J. Kupfer, M.D. (---------->meta-duarte)
DSM-5 Task Force Chair (---------->para-clarifies)
Darrel A. Regier, M.D., M.P.H. (---------->para-nonlewy)
DSM-5 Task Force Vice-Chair (---------->meta-coira)
41262 (---------->meta-brighten)
Introduction.................................................................................................. 5 (---------->orthomicrograms)
Use of the Manual .................................................................................... 19 (---------->para-thg)
Cautionary Statement for Forensic Use of DSM-5.................................. 25 (---------->paraappropriateness)
This section is a basic orientation to the purpose, structure, content, and (---------->metaunmanageable)
use of DSM-5. It is not intended to provide an exhaustive account of the evolution (---------->orthomiserly)
of DSM-5, but rather to give readers a succinct overview of its key elements. (---------->meta-truancy)
The introductory section describes the public, professional, and expert (---------->meta-unreceptive)
review process that was used to extensively evaluate the diagnostic criteria (---------->ortho-guedet)
presented in Section II. A summary of the DSM-5 structure, harmonization with (---------->para-intemet)
ICD-11, and the transition to a non-axial system with a new approach to assessing (---------->paraperplexing)
disability is also presented. “Use of the Manual” includes “Definition of (---------->para-brightens)
a Mental Disorder,” forensic considerations, and a brief overview of the diagnostic (---------->meta-ina)
process and use of coding and recording procedures. (---------->para-knapp)
Introduction (---------->para-hypothermia)
???T CrGâtion of the fifth edition of Diagnostic and Statistical Manual of Mental Disorders (--------->meta-prodrome)
(DSM-5) was a massive undertaking that involved hundreds of people working toward a (---------->metaweigfit)
common goal over a 12-year process. Much thought and deliberation were involved in (---------->orthocoincide)
evaluating the diagnostic criteria, considering the organization of every aspect of the manual, (--------->para-dextroamphetamine)
and creating new features believed to be most useful to clinicians. All of these efforts (---------->paraquinones)
were directed toward the goal of enhancing the clinical usefulness of DSM-5 as a guide in (--------->para-tavares)
the diagnosis of mental disorders. (---------->ortho-restlessness)

DSM-UPAX

152

Reliable diagnoses are essential for guiding treatment recommendations, identifying (---------->parastereotyped)
prevalence rates for mental health service planning, identifying patient groups for clinical (--------->meta-syndromal)
and basic research, and documenting important public health information such as morbidity (--------->meta-hepatomegaly)
and mortality rates. As the understanding of mental disorders and their treatments (---------->metaincapacitated)
has evolved, medical, scientific, and clinical professionals have focused on the characteristics (--------->meta-laxatives)
of specific disorders and their implications for treatment and research. (---------->meta-unintelligent)
While DSM has been the cornerstone of substantial progress in reliability, it has been well (--------->ortho-hyposensitive)
recognized by both the American Psychiatric Association (APA) and the broad scientific community (--------->para-axons)
working on mental disorders that past science was not mature enough to yield fully (---------->orthotingling)
validated diagnoses—that is, to provide consistent, strong, and objective scientific validators (--------->ortho-drury)
of individual DSM disorders. The science of mental disorders continues to evolve. However, (--------->meta-nonmedical)
the last two decades since DSM-IV was released have seen real and durable progress in such (--------->meta-episodic)
areas as cognitive neuroscience, brain imaging, epidemiology, and genetics. The DSM-5 Task (--------->para-kleffner)
Force overseeing the new edition recognized that research advances will require careful, iterative (--------->meta-autogynephilic)
changes if DSM is to maintain its place as the touchstone classification of mental disorders. (--------->ortho-stumbling)
Finding the right balance is critical. Speculative results do not belong in an official (---------->orthooleson)
nosology, but at the same time, DSM must evolve in the context of other clinical research initiatives (--------->meta-transvestic)
in the field. One important aspect of this transition derives from the broad recognition (---------->parahypogastric)
that a too-rigid categorical system does not capture clinical experience or important scientific (--------->meta-underreporting)
observations. The results of numerous studies of comorbidity and disease transmission in families, (--------->para-indignation)
including twin studies and molecular genetic studies, make strong arguments for what (---------->metarespiration)
many astute clinicians have long observed: the boundaries between many disorder "categories" (--------->ortho-cults)
are more fluid over the life course than DSM-IV recognized, and many symptoms assigned (--------->ortho-mistreatment)
to a single disorder may occur, at varying levels of severity, in many other disorders. (---------->orthocoinpiilsive)
These findings mean that DSM, like other medical disease classifications, should accommodate (--------->para-uncontrolled)
ways to introduce dimensional approaches to mental disorders, including dimensions (---------->metasonmolence)
that cut across current categories. Such an approach should permit a more accurate description (--------->para-mitigated)
of patient presentations and increase the validity of a diagnosis (i.e., the degree to which diagnostic (--------->ortho-tirades)

DSM-UPAX

153

criteria reflect the comprehensive manifestation of an underlying psychopathological (---------->parabaldassano)
disorder). DSM-5 is designed to better fill the need of clinicians, patients, families, and researchers (--------->meta-risic)
for a clear and concise description of each mental disorder organized by explicit diagnostic (--------->ortho-signaled)
criteria, supplemented, when appropriate, by dimensional measures that cross (---------->para-rynn)
diagnostic boundaries, and a brief digest of information about the diagnosis, risk factors, associated (--------->para-punctuality)
features, research advances, and various expressions of the disorder. (---------->ortho-tlie)
Clinical training and experience are needed to use DSM for determining a diagnosis. The (--------->para-assembling)
diagnostic criteria identify symptoms, behaviors, cognitive functions, personality traits, physical (--------->para-midlife)
signs, syndrome combinations, and durations that require clinical expertise to differentiate (--------->para-krell)
from normal life variation and transient responses to stress. To facilitate a thorough (---------->orthotegmental)
examination of the range of symptoms present, DSM can serve clinicians as a guide to identify (--------->meta-aki)
the most prominent symptoms that should be assessed when diagnosing a disorder. Although (--------->ortho-mitd)
some mental disorders may have well-defined boundaries around symptom clusters, scientific (--------->meta-impoverishment)
evidence now places many, if not most, disorders on a spectrum with closely related disorders (--------->ortho-surges)
that have shared symptoms, shared genetic and environmental risk factors, and (---------->para-thes)
possibly shared neural substrates (perhaps most strongly established for a subset of anxiety (--------->para-underreport)
disorders by neuroimaging and animal models). In short, we have come to recognize that the (--------->para-petrova)
boundaries between disorders are more porous than originally perceived. (---------->meta-unneeded)
Many health profession and educational groups have been involved in the development (---------->parasparing)
and testing of DSM-5, including physicians, psychologists, social workers, nurses, counselors, (--------->meta-binik)
epidemiologists, statisticians, neuroscientists, and neuropsychologists. Finally, patients, families, (--------->para-feces)
lawyers, consumer organizations, and advocacy groups have all participated in revising (---------->paraserotonergic)
DSM-5 by providing feedback on the mental disorders described in this volume. Their monitoring (--------->para-multisensory)
of the descriptions and explanatory text is essential to improve understanding, reduce (---------->orthototaled)
stigma, and advance the treatment and eventual cures for these conditions. (---------->meta-toxin)
A Brief History (---------->meta-thyrotoxicosis)
The APA first published a predecessor of DSM in 1844, as a statistical classification of institutionalized
(---------->ortho-iostic)
mental patients. It was designed to improve communication about the (---------->ortho-tarves)
types of patients cared for in these hospitals. This forerunner to DSM also was used as a (--------->meta-wellremembered)
component of the full U.S. census. After World War II, DSM evolved through four major (---------->paraincapacitation)
editions into a diagnostic classification system for psychiatrists, other physicians, and (---------->paracooccurrence)
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other mental health professionals that described the essential features of the full range of (--------->ortho-amnesic)
mental disorders. The current edition, DSM-5, builds on the goal of its predecessors (most (--------->meta-metasyndrome)
recently, DSM-IV-TR, or Text Revision, published in 2000) of providing guidelines for diagnoses (--------->ortho-nocturnus)
that can inform treatment and management decisions. (---------->ortho-disabling)
DSM-5 Revision Process (---------->para-jeslina)
In 1999, the APA launched an evaluation of the strengths and weaknesses of DSM based on (--------->ortho-relaxants)
emerging research that did not support the boundaries established for some mental disorders. (--------->meta-intoxicahon)
This effort was coordinated with the World Health Organization (WHO) Division of (---------->para-sor)
Mental Health, the World Psychiatric Association, and the National Institute of Mental (---------->paranonhallucinatory)
Health (NIMH) in the form of several conferences, the proceedings of which were published (--------->meta-hyponatremia)
in 2002 in a monograph entitled A Research Agenda for DSM-V. Thereafter, from 2003 to 2008, (--------->ortho-enacting)
a cooperative agreement with the APA and the WHO was supported by the NIMH, the National (--------->ortho-sadomasochism)
Institute on Drug Abuse (NIDA), and the National Institute on Alcoholism and Alcohol (---------->orthocsl)
Abuse (NI A A A) to convene 13 international DSM-5 research planning conferences, (---------->orthoarteriolosclerosis)
involving 400 participants from 39 countries, to review the world literature in specific diagnostic (--------->meta-methyltransferase)
areas to prepare for revisions in developing both DSM-5 and the International Classification (--------->para-liss)
of Diseases, 11th Revision (ICD-11). Reports from these conferences formed the basis (---------->orthotulshi)
for future DSM-5 Task Force reviews and set the stage for the new edition of DSM. (---------->parasnore)
In 2006, the APA named David J. Kupfer, M.D., as Chair and Darrel A. Regier, M.D., (---------->metamgclic)
M.P.H., as Vice-Chair of the DSM-5 Task Force. They were charged with recommending (--------->ortho-gfeller)
chairs for the 13 diagnostic work groups and additional task force members with a multidisciplinary (--------->ortho-varices)
range of expertise who would oversee the development of DSM-5. An additional (---------->paraprovoking)
vetting process was initiated by the APA Board of Trustees to disclose sources of (---------->orthopubertal)
income and thus avoid conflicts of interest by task force and work group members. The full (--------->para-galanter)
disclosure of all income and research grants from commercial sources, including the pharmaceutical (--------->meta-idiom)
industry, in the previous 3 years, the imposition of an income cap from all commercial (---------->metachewing)
sources, and the publication of disclosures on a Web site set a new standard for the (---------->paracranium)
field. Thereafter, the task force of 28 members was approved in 2007, and appointments of (--------->ortho-catastrophe)
more than 130 work group members were approved in 2008. More than 400 additional (---------->orthobearlyn)
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work group advisors with no voting authority were also approved to participate in the process. (--------->meta-osteopenia)
A clear concept of the next evolutionary stage for the classification of mental disorders (---------->orthodysthymia)
was central to the efforts of the task force and the work groups. This vision emerged as the (--------->para-laposa)
task force and work groups recounted the history of DSM-IV's classification, its current (---------->metahandicapping)
strengths and limitations, and strategic directions for its revision. An intensive 6-year process (--------->meta-imposition)
involved conducting literature reviews and secondary analyses, publishing research (---------->orthobuming)
reports in scientific journals, developing draft diagnostic criteria, posting preliminary (---------->orthosynchronies)
drafts on the DSM-5 Web site for public comment, presenting preliminary findings at professional (--------->para-dif)
meetings, performing field trials, and revising criteria and text. (---------->meta-ehrlich)
Proposals for Revisions (---------->ortho-methylamphetamine)
Proposals for the revision of DSM-5 diagnostic criteria were developed by members of the (--------->meta-underestimation)
work groups on the basis of rationale, scope of change, expected impact on clinical management (--------->para-dimorphism)
and public health, strength of the supporting research evidence, overall clarity, (---------->metasymbolically)
and clinical utility. Proposals encompassed changes to diagnostic criteria; the addition of (--------->para-pharyngeal)
new disorders, subtypes, and specifiers; and the deletion of existing disorders. (---------->parasuffocation)
In the proposals for revisions, strengths and weaknesses in the current criteria and nosology (--------->ortho-wager)
were first identified. Novel scientific findings over the previous two decades were (---------->pararepetitively)
considered, leading to the creation of a research plan to assess potential changes through (--------->para-definitively)
literature reviews and secondary data analyses. Four principles guided the draft revisions: (--------->para-perpetuation)
1) DSM-5 is primarily intended to be a manual to be used by clinicians, and revisions must (--------->meta-flashbacks)
be feasible for routine clinical practice; 2) recommendations for revisions should be guided (--------->ortho-alcoholinduced)
by research evidence; 3) where possible, continuity should be maintained with previous (---------->parahopeless)
editions of DSM; and 4) no a priori constraints should be placed on the degree of change (--------->meta-classed)
between DSM-IV and DSM-5. (---------->ortho-tirelessly)
Building on the initial literature reviews, work groups identified key issues within (---------->paraextraversion)
their diagnostic areas. Work groups also examined broader methodological concerns, (---------->orthoocs)
such as the presence of contradictory findings within the literature; development of a refined (--------->ortho-camilleri)
definition of mental disorder; cross-cutting issues relevant to all disorders; and the (---------->orthosuccinct)
revision of disorders categorized in DSM-IV as '"not otherwise specified." Inclusion of a (---------->metaselfishness)
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proposal for revision in Section II was informed by consideration of its advantages and (---------->metahaloperidol)
disadvantages for public health and clinical utility, the strength of the evidence, and the (---------->orthovith)
magnitude of the change. New diagnoses and disorder subtypes and specifiers were subject (--------->ortho-thirst)
to additional stipulations, such as demonstration of reliability (i.e., the degree to which (---------->paraulcers)
two clinicians could independently arrive at the same diagnosis for a given patient). Disorders (--------->ortho-gasping)
with low clinical utility and weak validity were considered for deletion. Placement (---------->orthocavanagh)
of conditions in ''Conditions for Further Study" in Section III was contingent on the (---------->orthonondamaging)
amount of empirical evidence generated on the diagnosis, diagnostic reliability or validity, (--------->para-wend)
presence of clear clinical need, and potential benefit in advancing research. (---------->meta-seldes)
DSIVI-5 Fieid Triais (---------->ortho-opalesky)
The use of field trials to empirically demonstrate reliability was a noteworthy improvement introduced (--------->ortho-symptomatically)
in DSM-III. The design and implementation strategy of the DSM-5 Field Trials represent (---------->metanesr)
several changes over approaches used for DSM-III and DSM-IV, particularly in (---------->orthoexcreted)
obtaining data on the precision of kappa reliability estimates (a statistical measure that assesses (--------->para-objectively)
level of agreement between raters that corrects for chance agreement due to prevalence rates) (--------->para-maglio)
in the context of clinical settings with high levels of diagnostic comorbidity. For DSM-5, field (--------->ortho-newcomer)
trials were extended by using two distinctive designs: one in large, diverse medical-academic (--------->para-carmabis)
settings, and the other in routine clinical practices. The former capitalized on the need for large (--------->para-dilip)
sample sizes to test hypotheses on reliability and clinical utility of a range of diagnoses in a (--------->para-joop)
variety of patient populations; the latter supplied valuable information about how proposed (--------->meta-hypopneas)
revisions performed in everyday clinical settings among a diverse sample of DSM users. It is (--------->ortho-compensatory)
anticipated that future clinical and basic research studies will focus on the validity of the revised (--------->para-toxicities)
categorical diagnostic criteria and the underlying dimensional features of these disorders (--------->para-delusion)
(including those now being explored by the NIB/IH Research Domain Criteria initiative). (---------->metaphenomenological)
The medical-academic field trials were conducted at 11 North American medical-academic (--------->para-specifiers)
sites and assessed the reliability, feasibility, and clinical utility of select revisions, with priority (--------->ortho-conrmion)
given to those that represented the greatest degree of change from DSM-IV or those potentially (--------->para-travails)
having the greatest public health impact. The full clinical patient populations coming to each (--------->para-unselected)
site were screened for DSM-IV diagnoses or qualifying symptoms likely to predict several specific (--------->meta-conceive)
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DSM-5 disorders of interest. Stratified samples of four to seven specific disorders, plus a (--------->ortho-distinguishable)
stratum containing a representative sample of all other diagnoses, were identified for each site. (--------->para-purview)
Patients consented to the study and were randomly assigned for a clinical interview by a clinician (--------->para-industrialized)
blind to the diagnosis, followed by a second interview with a clinician blind to previous (---------->paraarticulatory)
diagnoses. Patients first filled out a computer-assisted inventory of cross-cutting symptoms in (--------->para-madan)
more than a dozen psychological domains. These inventories were scored by a central server, (--------->ortho-cannot)
and results were provided to cliniciai\s before they conducted a typical clinical interview (with (--------->para-snore)
no structured protocol). Clinicians were required to score the presence of qualifying criteria on (--------->para-concordant)
a computer-assisted DSM-5 diagnostic checklist, determine diagnoses, score the severity of the (--------->ortho-reoccur)
diagnosis, and submit all data to the central Web-based server. This study design allowed the (--------->ortho-autopsy)
calculation of the degree to which two independent clinicians could agree on a diagnosis (using (--------->ortho-jacquelyn)
the intraclass kappa statistic) and the agreement of a single patient or two different clinicians (--------->para-amphetamines)
on two separate ratings of cross-cutting symptoms, personality traits, disability, and (---------->paranondelusional)
diagnostic severity measures (using intraclass correlation coefficients) along with information (--------->para-constructional)
on tiie precision of these estimates of reliability. It was also possible to assess the prevalence (--------->para-memorization)
rates of both DSM-IV and DSM-5 conditions in the respective clinical populations. (---------->metamodeirate)
The routine clinical practice field trials involved recruitment of individual psychiatrists (---------->metaheartedness)
and other mental health clinicians. A volunteer sample was recruited that included generalist (--------->meta-premenstrually)
and specialty psychiatrists, psychologists, licensed clinical social workers, counselors, (---------->parajacquie)
marriage and family therapists, and advanced practice psychiatric mental health nurses. (--------->meta-contradistinction)
The field trials provided exposure of the proposed DSM-5 diagnoses and dimensional measures (--------->ortho-microarray)
to a wide range of clinicians to assess their feasibility and clinical utility. (---------->ortho-emmet)
Public and Professional Review (---------->ortho-heinen)
In 2010, the APA launched a unique Web site to facilitate public and professional input into (--------->meta-elicit)
DSM-5. All draft diagnostic criteria and proposed changes in organization were posted on (--------->para-overestimation)
www.dsm5.org for a 2-month comment period. Feedback totaled more than 8,000 submissions, (--------->para-heizer)
which were systematically reviewed by each of the 13 work groups, whose members, (---------->metalevei)
where appropriate, integrated questions and comments into discussions of draft revisions (--------->para-puberty)
and plans for field trial testing. After revisions to the initial draft criteria and proposed (---------->paraconsciously)
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chapter organization, a second posting occurred in 2011. Work groups considered feedback (--------->ortho-itching)
from both Web postings and the results of the DSM-5 Field Trials when drafting proposed (--------->meta-delaurentis)
final criteria, which were posted on the Web site for a third and final time in 2012. These (--------->meta-constipation)
three iterations of external review produced more than 13,000 individually signed comments (--------->para-tivg)
on the Web site that were received and reviewed by the work groups, plus thousands (---------->metaetrator)
of organized petition signers for and against some proposed revisions, all of which allowed (--------->meta-restraining)
the task force to actively address concerns of DSM users, as well as patients and advocacy (--------->para-gelb)
groups, and ensure that clinical utility remained a high priority. (---------->para-supraventricular)
Expert Review (---------->ortho-coercing)
The members of the 13 work groups, representing expertise in their respective areas, collaborated (--------->para-maalobeeka)
with advisors and reviewers under the overall direction of the DSM-5 Task (---------->para-glisky)
Force to draft the diagnostic criteria and accompanying text. This effort was supported by (--------->ortho-childfriendly)
a team of APA Division of Research staff and developed through a network of text coordinators (--------->para-elated)
from each work group. The preparation of the text was coordinated by the text (---------->ortho-darken)
editor, working in close collaboration with the work groups and under the direction of the (---------->paragastroesophageal)
task force chairs. The Scientific Review Committee (SRC) was established to provide a scientific (--------->ortho-underestimated)
peer review process that was external to that of the work groups. The SRC chair, (---------->metapneumothorax)
vice-chair, and six committee members were charged with reviewing the degree to which (--------->meta-hysterectomy)
the proposed changes from DSM-IV could be supported with scientific evidence. Each (---------->paraintrude)
proposal for diagnostic revision required a memorandum of evidence for change prepared (--------->para-bogue)
by the work group and accompanied by a summary of supportive data organized (---------->metagestures)
around validators for the proposed diagnostic criteria (i.e., antecedent validators such as (--------->meta-poking)
familial aggregation, concurrent validators such as biological markers, and prospective (---------->parastressful)
validators such as response to treatment or course of illness). The submissions were reviewed (--------->meta-nonhallucinogen)
by the SRC and scored according to the strength of the supportive scientific data. (---------->orthonorthrop)
Other justifications for change, such as those arising from clinical experience or need or (---------->paraarmiesia)
from a conceptual reframing of diagnostic categories, were generally seen as outside the (--------->para-brightening)
purview of the SRC. The reviewers' scores, which varied substantially across the different (--------->meta-elapsing)
proposals, and an accompanying brief commentary were then returned to the APA Board (--------->ortho-attentive)
of Trustees and the work groups for consideration and response. (---------->meta-parkir)
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The Clinical and Public Health Committee (CPHC), composed of a chair, vice-chair, and (--------->meta-schizotypal)
six members, was appointed to consider additional clinical utility, public health, and logical (--------->ortho-flashbacks)
clarification issues for criteria that had not yet accumulated the type or level of evidence (---------->metacaretaker)
deemed sufficient for change by the SRC. This review process was particularly (---------->metahypercapneic)
important for DSM-IV disorders with known deficiencies for which proposed remedies (---------->metaunmixed)
had neither been previously considered in the DSM revision process nor been subjected to (--------->ortho-geagea)
replicated research studies. These selected disorders were evaluated by four to five external (--------->para-skoog)
reviewers, and the blinded results were reviewed by CPHC members, who in turn (---------->orthoantihypertension)
made recommendations to the APA Board of Trustees and the work groups. (---------->para-neurologic)
Forensic reviews by the members of the APA Council on Psychiatry and Law were conducted (--------->ortho-miscarriage)
for disorders frequently appearing in forensic environments and ones with high (---------->meta-preeya)
potential for influencing civil and criminal judgments in courtroom settings. Work groups (---------->orthoserotonin)
also added forensic experts as advisors in pertinent areas to complement expertise provided (--------->meta-ajfect)
by the Council on Psychiatry and Law. (---------->para-strassnig)
The work groups themselves were charged with the responsibility to review the entire research (--------->ortho-reserpine)
literature surrounding a diagnostic area, including old, revised, and new diagnostic criteria, (--------->para-oddness)
in an intensive 6-year review process to assess the pros and cons of making either small (--------->meta-dolores)
iterative changes or major conceptual changes to address the inevitable reification that occurs (--------->para-cooccurrence)
with diagnostic conceptual approaches that persist over several decades. Such changes included (--------->ortho-lupus)
the merger of previously separate diagnostic areas into more dimensional spectra, such (--------->ortho-justine)
as that which occurred with autism spectrum disorder, substance use disorders, sexual dysfunctions, (--------->meta-cerebrospinal)
and somatic symptom and related disorders. Other changes included correcting (---------->para-kaur)
flaws that had become apparent over time in the choice of operational criteria for some disorders. (--------->ortho-fassler)
These types of changes posed particular challenges to the SRC and CPHC review processes, (--------->para-intraclass)
which were not constructed to evaluate the validity of DSM-IV diagnostic criteria. (---------->metapachikara)
However, the DSM-5 Task Force, which had reviewed proposed changes and had responsibility (--------->ortho-erythematosus)
for reviewing the text describing each disorder contemporaneously with the work (---------->metapersonified)
groups during this period, was in a unique position to render an ir\formed judgment on the scientific (--------->meta-inversion)
merits of such revisions. Furthermore, many of these major changes were subject to field (--------->ortho-teratogenic)
trial testing, although comprehensive testing of all proposed changes could not be accommodated (--------->ortho-pae)
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by such testing because of time limitations and availability of resources. (---------->ortho-mastered)
A final recommendation from the task force was then provided to the APA Board of (---------->parastroeh)
Trustees and the APA Assembly's Committee on DSM-5 to consider some of the clinical (---------->paraprh)
utility and feasibility features of the proposed revisions. The assembly is a deliberative (---------->orthopreoccupations)
body of the APA representing the district branches and wider membership that is composed (--------->ortho-alina)
of psychiatrists from throughout the United States who provide geographic, practice (---------->orthobellville)
size, and interest-based diversity. The Committee on DSM-5 is a committee made up (---------->metahyperresponsibility)
of a diverse group of assembly leaders. (---------->ortho-efrain)
Following all of the preceding review steps, an executive "summit committee" session (---------->orthodestructiveness)
was held to consolidate input from review and assembly committee chairs, task force (---------->paramenstruating)
chairs, a forensic advisor, and a statistical advisor, for a preliminary review of each disorder (--------->meta-polysubstance)
by the assembly and APA Board of Trustees executive committees. This preceded a (---------->paraidiom)
preliminary review by the full APA Board of Trustees. The assembly voted, in November (--------->ortho-reentering)
2012, to recommend that the board approve the publication of DSM-5, and the APA Board (--------->ortho-unlinked)
of Trustees approved its publication in December 2012. The many experts, reviewers, and (--------->meta-psychoiogicai)
advisors who contributed to this process are listed in the Appendix. (---------->ortho-ssler)
Organizational Structure (---------->para-spousal)
The individual disorder definitions that constitute the operationalized sets of diagnostic (---------->orthoresponders)
criteria provide the core of DSM-5 for clinical and research purposes. These criteria have (--------->para-generational)
been subjected to scientific review, albeit to varying degrees, and many disorders have undergone (--------->ortho-pharmacologically)
field testing for interrater reliability. In contrast, the classification of disorders (the (---------->metaoddness)
way in which disorders are grouped, which provides a high-level organization for the manual) (--------->ortho-strep)
has not generally been thought of as scientifically significant, despite the fact that judgments (--------->meta-choreic)
had to be made when disorders were initially divided into chapters for DSM-III. (---------->para-leckie)
DSM is a medical classification of disorders and as such serves as a historically determined (--------->meta-cravings)
cognitive schema imposed on clinical and scientific information to increase its comprehensibility (--------->ortho-baskin)
and utility. Not surprisingly, as the foundational science that ultimately led (---------->para-nonexclusive)
to DSM-III has approached a half-century in age, challenges have begun to emerge for clinicians (--------->ortho-akman)
and scientists alike that are inherent in the DSM structure rather than in the description (---------->metaalden)
of any single disorder. These challenges include high rates of comorbidity within (---------->orthotelemetric)
and across DSM chapters, an excessive use of and need to rely on "not otherwise specified" (--------->para-dharmesh)
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(NOS) criteria, and a growing inability to integrate DSM disorders with the results of genetic (--------->para-shaukat)
studies and other scientific findings. (---------->ortho-taylere)
As the APA and the WHO began to plan their respective revisions of the DSM and the (---------->orthohollowed)
International Classification of Disorders (ICD), both considered the possibility of improving (--------->meta-massa)
clinical utility (e.g., by helping to explain apparent comorbidity) and facilitating scientific (---------->parairrational)
investigation by rethinking the organizational structures of both publications in a linear (---------->paratrichophagia)
system designated by alphanumeric codes that sequence chapters according to some rational (--------->ortho-hospitalizations)
and relational structure. It was critical to both the DSM-5 Task Force and the WHO (---------->parakoenigsberg)
International Advisory Group on the revision of the ICD-10 Section on Mental and Behavioral (--------->ortho-dereallzation)
Disorders that the revisions to the organization enhance clinical utility and remain (---------->metaneurobehavioral)
within the bounds of well-replicated scientific information. Although the need for reform (---------->parakaulia)
seemed apparent, it was important to respect the state of the science as well as the challenge (--------->ortho-urological)
that overly rapid change would pose for the clinical and research communities. In (---------->orthopalate)
that spirit, revision of the organization was approached as a conservative, evolutionary diagnostic (--------->para-androgenic)
reform that would be guided by emerging scientific evidence on the relationships (---------->orthogranader)
between disorder groups. By reordering and regrouping the existing disorders, the revised (--------->ortho-voluble)
structure is meant to stimulate new clinical perspectives and to encourage researchers (---------->paraimbalances)
to identify the psychological and physiological cross-cutting factors that are not bound (---------->parabreaths)
by strict categorical designations. (---------->para-jacobson)
The use of DSM criteria has the clear virtue of creating a common language for communication (--------->para-dishonesty)
between clinicians about the diagnosis of disorders. The official criteria and (---------->para-infancy)
disorders that were determined to have accepted clinical applicability are located in Section (--------->ortho-baumgardner)
II of the manual. However, it should be noted that these diagnostic criteria and their (---------->orthoobsessivecompulsive)
relationships within the classification are based on current research and may need to be (--------->meta-promi)
modified as new evidence is gathered by future research both within and across the domains (--------->meta-fibromyalgia)
of proposed disorders. "Conditions for Further Study," described in Section III, are (---------->ortho-risic)
those for which we determined that the scientific evidence is not yet available to support (--------->ortho-fidgetiness)
widespread clinical use. These diagnostic criteria are included to highlight the evolution (---------->metaprovisionally)
and direction of scientific advances in these areas to stimulate further research. (---------->meta-jarrett)
With any ongoing review process, especially one of this complexity, different viewpoints (---------->metahospitalizations)
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emerge, and an effort was made to consider various viewpoints and, when warranted, accommodate (--------->ortho-osa)
them. For example, personality disorders are included in both Sections II and (---------->meta-selfimage)
III. Section II represents an update of the text associated with the same criteria found in (---------->paranonlewy)
DSM-IV-TR, whereas Section III includes the proposed research model for personality disorder (--------->meta-donohue)
diagnosis and conceptualization developed by the DSM-5 Personality and Personality (---------->metafaust)
Disorders Work Group. As this field evolves, it is hoped that both versions will serve clinical (--------->para-caregiverchild)
practice and research initiatives. (---------->ortho-electrolyte)
Harmonization With ICD-11 (---------->ortho-lancing)
The groups tasked with revising the DSM and ICD systems shared the overarching goal of (--------->ortho-perfectionist)
harmonizing the two classifications as much as possible, for the following reasons: (---------->meta-thc)
• The existence of two major classifications of mental disorders hinders the collection and (--------->meta-compromises)
use of national health statistics, the design of clinical trials aimed at developing new (---------->orthoawakens)
treatments, and the consideration of global applicability of the results by international (---------->metaorphanages)
regulatory agencies. (---------->para-ultrasonography)
• More broadly, the existence of two classifications complicates attempts to replicate scientific (--------->ortho-fecal)
results across national boundaries. (---------->ortho-yeates)
• Even when the intention was to identify identical patient populations, DSM-IV and (---------->metabraininjured)
ICD-10 diagnoses did not always agree. (---------->meta-comprehending)
Early in the course of the revisions, it became apparent that a shared organizational (---------->paralanugo)
structure would help harmonize the classifications. In fact, the use of a shared framework (--------->ortho-dementing)
helped to integrate the work of DSM and ICD work groups and to focus on scientific issues. (--------->meta-nonmelancholic)
The DSM-5 organization and the proposed linear structure of the ICD-11 have been (---------->metaabulseoud)
endorsed by the leadership of the NIMH Research Domain Criteria (RDoC) project as consistent (--------->para-medicai)
with the initial overall structure of that project. (---------->para-danenberg)
Of course, principled disagreements on the classification of psychopathology and on (---------->orthogreiner)
specific criteria for certain disorders were expected given the current state of scientific (---------->orthosubdivided)
knowledge. However, most of the salient differences between the DSM and the ICD classifications (--------->meta-worded)
do not reflect real scientific differences, but rather represent historical by-products (---------->meta-fflin)
of independent committee processes. (---------->meta-deformed)
To the surprise of participants in both revision processes, large sections of the content (---------->parabioavailable)
fell relatively easily into place, reflecting real strengths in some areas of the scientific literature, (--------->para-nonspoken)
such as epidemiology, analyses of comorbidity, twin studies, and certain other genetically (--------->ortho-falsifies)
informed designs. When disparities emerged, they almost always reflected the (---------->meta-lobe)
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need to make a judgment about where to place a disorder in the face of incomplete—or, (---------->parasadistic)
more often, conflicting—data. Thus, for example, on the basis of patterns of symptoms, comorbidity, (--------->ortho-inhibitory)
and shared risk factors, attention-deficit/hyperactivity disorder (ADHD) was (---------->paradestructiveness)
placed with neurodevelopmental disorders, but the same data also supported strong arguments (--------->ortho-navigating)
to place ADHD within disruptive, impulse-control, and conduct disorders. (---------->orthounderrepresented)
These issues were settled with the preponderance of evidence (most notably validators approved (--------->meta-hypopneic)
by the DSM-5 Task Force). The work groups recognize, however, that future discoveries (--------->para-accumulating)
might change the placement as well as the contours of individual disorders and, (---------->para-ohayon)
furthermore, that the simple and linear organization that best supports clinical practice (---------->orthomii)
may not fully capture the complexity and heterogeneity of mental disorders. The revised (--------->ortho-backfiring)
organization is coordinated with the mental and behavioral disorders chapter (Chapter V) (--------->meta-ohr)
of ICD-11, which will utilize an expanded numeric-alphanumeric coding system. However, (--------->ortho-hyperactivity)
the official coding system in use in the United States at the time of publication of this (---------->orthonorah)
manual is that of the International Classification of Diseases, Ninth Revision, Clinical Modification (--------->ortho-nonmonosymptomatic)
(ICD-9-CM)—the U.S. adaptation of ICD-9. International Classification of Diseases, Tenth (--------->ortho-misshapen)
Revision, Clinical Modification (ICD-IO-CM), adapted from ICD-10, is scheduled for implementation (--------->ortho-osteoarthritis)
in the United States in October 2014. Given the impending release of ICD-11, it (---------->ortho-miid)
was decided that this iteration, and not ICD-10, would be the most relevant on which to focus (--------->ortho-quinones)
harmonization. However, given that adoption of the ICD-9-CM coding system will remain (--------->meta-vermin)
at the time of the DSM-5 release, it will be necessary to use the ICD-9-CM codes. Furthermore, (--------->ortho-cholinergic)
given that DSM-5's organizational structure reflects the anticipated structure of (---------->para-traum)
ICD-11, the eventual ICD-11 codes will follow the sequential order of diagnoses in the (---------->orthohyperactiveimpulsive)
DSM-5 chapter structure more closely. At present, both the ICD-9-CM and the ICD-IO-CM (--------->ortho-intelligible)
codes have been indicated for each disorder. These codes will not be in sequential order (--------->ortho-sheree)
throughout the manual because they were assigned to complement earlier organizational (--------->para-nonmelancholic)
structures. (---------->ortho-meana)
Dimensional Approach to Diagnosis (---------->ortho-developmentally)
Structural problems rooted in the basic design of the previous DSM classification, constructed (--------->ortho-graf)
of a large number of narrow diagnostic categories, have emerged in both clinical (---------->para-prh)
practice and research. Relevant evidence comes from diverse sources, including shidies of (--------->ortho-paroxetine)
comorbidity and the substantial need for not otherwise specified diagnoses, which represent (--------->para-attributing)
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the majority of diagnoses in areas such as eating disorders, personality disorders, and (---------->orthoharish)
autism spectrum disorder. Studies of both genetic and environmental risk factors, whether (--------->meta-phq)
based on twin designs, familial transmission, or molecular analyses, also raise concerns (--------->ortho-nitschke)
about the categorical structure of the DSM system. Because the previous DSM approach (--------->ortho-numbing)
considered each diagnosis as categorically separate from health and from other diagnoses, (--------->para-grosscup)
it did not capture the widespread sharing of symptoms and risk factors across many disorders (--------->meta-enacting)
that is apparent in studies of comorbidity. Earlier editions of DSM focused on excluding (---------->metarothenberg)
false-positive results from diagnoses; thus, its categories were overly narrow, as is (---------->orthoblurts)
apparent from the widespread need to use NOS diagnoses. Indeed, the once plausible goal (--------->para-intercultural)
of identifying homogeneous populations for treatment and research resulted in narrow diagnostic (--------->meta-murgolo)
categories that did not capture clinical reality, symptom heterogeneity within disorders, (---------->orthomaximizes)
and significant sharing of symptoms across multiple disorders. The historical (---------->orthohomocystinuria)
aspiration of achieving diagnostic homogeneity by progressive subtyping within disorder (--------->ortho-extenuating)
categories no longer is sensible; like most common human ills, mental disorders are heterogeneous (--------->ortho-anticholinergics)
at many levels, ranging from genetic risk factors to symptoms. (---------->para-waxy)
Related to recommendations about alterations in the chapter structure of DSM-5, members (--------->para-crohn)
of the diagnostic spectra study group examined whether scientific validators could (---------->orthosensorimotor)
inform possible new groupings of related disorders within the existing categorical framework. (--------->meta-zaghloul)
Eleven such indicators were recommended for this purpose: shared neural substrates, (---------->orthofoimdational)
family traits, genetic risk factors, specific environmental risk factors, biomarkers, (---------->ortho-worl)
temperamental antecedents, abnormalities of emotional or cognitive processing, symptom (--------->ortho-unempathic)
similarity, course of illness, high comorbidity, and shared treatment response. These indicators (--------->ortho-brachfeld)
served as empirical guidelines to inform decision making by the work groups and (---------->orthogranulin)
the task force about how to cluster disorders to maximize their validity and clinical utility. (--------->ortho-gorelick)
A series of papers was developed and published in a prominent international journal (---------->metaiviotor)
(Psychological Medicine, Vol. 39,2009) as part of both the DSM-5 and the ICD-11 developmental (--------->meta-apneas)
processes to document that such validators were most useful for suggesting large (---------->parahematemesis)
groupings of disorders rather than for "validating" individual disorder diagnostic criteria. (---------->paraundeserving)
The regrouping of mental disorders in DSM-5 is intended to enable future research to enhance (--------->ortho-persecuted)
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understanding of disease origins and pathophysiological commonalities between (---------->paraoverdiagnosed)
disorders and provide a base for future replication wherein data can be reanalyzed over (--------->ortho-joachim)
time to continually assess validity. Ongoing revisions of DSM-5 will make it a ''living document," (--------->para-unempathic)
adaptable to future discoveries in neurobiology, genetics, and epidemiology. (---------->meta-iviotor)
On the basis of the published findings of this common DSM-5 and ICD-11 analysis, it (---------->metavolkmar)
was demonstrated that clustering of disorders according to what has been termed internalizing (--------->meta-divides)
and externalizing factors represents an empirically supported framework. Within both (---------->ortholacrimation)
the internalizing group (representing disorders with prominent anxiety, depressive, and (---------->parabetel)
somatic symptoms) and the externalizing group (representing disorders with prominent (---------->metaobstruct)
impulsive, disruptive conduct, and substance use symptoms), the sharing of genetic and (--------->ortho-maybee)
environmental risk factors, as shown by twin studies, likely explains much of the systematic (--------->meta-girly)
comorbidities seen in both clinical and community samples. The adjacent placement of (---------->orthouncluttered)
internalizing disorders, characterized by depressed mood, anxiety, and related physiological (--------->meta-rumination)
and cognitive symptoms, should aid in developing new diagnostic approaches, including (---------->parakasinath)
dimensional approaches, while facilitating the identification of biological markers. (---------->paraonetime)
Similarly, adjacencies of the "externalizing group," including disorders exhibiting antisocial (--------->para-odors)
behaviors, conduct disturbances, addictions, and impulse-control disorders, should encourage (--------->ortho-discarding)
advances in identifying diagnoses, markers, and underlying mechanisms. (---------->ortho-cagigas)
Despite the problem posed by categorical diagnoses, the DSM-5 Task Force recognized (--------->meta-postconflict)
that it is premature scientifically to propose alternative definitions for most disorders. The (--------->ortho-neuritic)
organizational structure is meant to serve as a bridge to new diagnostic approaches without (--------->ortho-valias)
disrupting current clinical practice or research. With support from DSM-associated (---------->metamarginally)
training materials, the National Institutes of Health other funding agencies, and scientific (--------->meta-tearfulness)
publications, the more dimensional DSM-5 approach and organizational structure can facilitate (--------->meta-paulson)
research across current diagnostic categories by encouraging broad investigations (---------->ortholieberman)
within the proposed chapters and across adjacent chapters. Such a reformulation of research (--------->meta-utterance)
goals should also keep DSM-5 central to the development of dimensional approaches (---------->orthobansal)
to diagnosis that will likely supplement or supersede current categorical approaches in (---------->metagroin)
coming years. (---------->para-vogt)
Developmental and Lifespan Considerations (---------->para-hyperreactivity)
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To improve clinical utility, DSM-5 is organized on developmental and lifespan considerations. (--------->meta-geda)
It begins with diagnoses thought to reflect developmental processes that manifest (---------->orthofunctionai)
early in life (e.g., neurodevelopmental and schizophrenia spectrum and other psychotic (---------->metagrunt)
disorders), followed by diagnoses that more commonly manifest in adolescence and (---------->metasubserving)
young adulthood (e.g., bipolar, depressive, and anxiety disorders), and ends with diagnoses (--------->ortho-cinapter)
relevant to adulthood and later life (e.g., neurocognitive disorders). A similar approach (---------->metahiatal)
has been taken, where possible, within each chapter. This organizational structure facilitates (--------->para-sequentially)
the comprehensive use of lifespan information as a way to assist in diagnostic decision (---------->metahachinski)
making. (---------->para-piled)
The proposed organization of chapters of DSM-5, after the neurodevelopmental disorders, (--------->meta-crossdressing)
is based on groups of internalizing (emotional and somatic) disorders, externalizing (---------->paraprednisone)
disorders, neurocognitive disorders, and other disorders. It is hoped that this organization (--------->para-nicola)
will encourage further study of underlying pathophysiological processes that give rise to (---------->parabioavailable)
diagnostic comorbidity and symptom heterogeneity. Furthermore, by arranging disorder (---------->parawheatley)
clusters to mirror clinical reality, DSM-5 should facilitate identification of potential diagnoses (--------->ortho-prognoses)
by non-mental health specialists, such as primary care physicians. (---------->para-gonadal)
The organizational structure of DSM-5, along with ICD harmonization, is designed to (---------->parabreathingrelated)
provide better and more flexible diagnostic concepts for the next epoch of research and to (--------->ortho-nongenetic)
serve as a useful guide to clinicians in explaining to patients why they might have received (--------->meta-dissoci)
multiple diagnoses or why they might have received additional or altered diagnoses over (--------->para-colloquialism)
their lifespan. (---------->meta-tonal)
Cultural Issues (---------->ortho-carbamates)
Mental disorders are defined in relation to cultural, social, and familial norms and values. (--------->meta-digoxin)
Culture provides interpretive frameworks that shape the experience and expression of the (--------->para-kelsey)
symptoms, signs, and behaviors that are criteria for diagnosis. Culture is transmitted, revised, (--------->meta-boyajian)
and recreated within the family and other social systems and institutions. Diagnostic (---------->orthokeuthen)
assessment must therefore consider whether an individual's experiences, symptoms, and (--------->para-dyssomnias)
behaviors differ from sociocultural norms and lead to difficulties in adaptation in the cultures (--------->meta-lutz)
of origin and in specific social or familial contexts. Key aspects of culture relevant to diagnostic (--------->para-courtship)
classification and assessment have been considered in the development of DSM-5. (---------->metasensitivities)
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In Section III, the "Cultural Formulation" contains a detailed discussion of culture and (---------->parahairston)
diagnosis in DSM-5, including tools for in-depth cultural assessment. In the Appendix, the (--------->meta-stumbling)
Glossary of Cultural Concepts of Distress provides a description of some common cultural (--------->meta-hatsukami)
syndromes, idioms of distress, and causal explanations relevant to clinical practice. (---------->orthoineptitude)
The boundaries between normality and pathology vary across cultures for specific types (--------->ortho-overconfidence)
of behaviors. Thresholds of tolerance for specific symptoms or behaviors differ across cultures, (--------->ortho-existential)
social settings, and families. Hence, the level at which an experience becomes problematic (--------->para-dizocilpine)
or pathological will differ. The judgment that a given behavior is abnormal and (---------->para-sinusitis)
requires clinical attention depends on cultural norms that are internalized by the individual (--------->para-peripartum)
and applied by others around them, including family members and clinicians. Awareness of (--------->meta-capps)
the significance of culture may correct mistaken interpretations of psychopathology, but culture (--------->meta-syndromes)
may also contribute to vulnerability and suffering (e.g., by amplifying fears that maintain (---------->metaiuliid)
panic disorder or health anxiety). Cultural meanings, habits, and traditions can also (---------->parapainstaking)
contribute to either stigma or support in the social and familial response to mental illness. (--------->ortho-aberrations)
Culture may provide coping strategies that enhance resilience in response to illness, or suggest (--------->ortho-massa)
help seeking and options for accessing health care of various types, including alternative (--------->ortho-echoed)
and complementary health systems. Culture may influence acceptance or rejection of a (---------->orthoquantify)
diagnosis and adherence to treatments, affecting the course of illness and recovery. Culture (--------->para-distinguishable)
also affects the conduct of the clinical encounter; as a result, cultural differences between the (--------->meta-anxiolyticinduced)
clinician and the patient have implications for the accuracy and acceptance of diagnosis as (--------->para-hlnl)
well as for treatment decisions, prognostic considerations, and clinical outcomes. (---------->paragalvarino)
Historically, the construct of the culture-bound syndrome has been a key interest of (---------->parasociocultural)
cultural psychiatry. In DSM-5, this construct has been replaced by three concepts that offer (--------->ortho-cavernosography)
greater clinical utility: (---------->para-alienate)
1. Cultural syndrome is a cluster or group of co-occurring, relatively invariant symptoms (---------->parapate)
found in a specific cultural group, community, or context (e.g., ataque de nervios). The (---------->paraconununities)
syndrome may or may not be recognized as an illness within the culture (e.g., it might (---------->paraobstructions)
be labeled in various ways), but such cultural patterns of distress and features of illness (---------->orthousuauy)
may nevertheless be recognizable by an outside observer. (---------->para-manifested)
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2. Cultural idiom of distress is a linguistic term, phrase, or way of talking about suffering (---------->orthoraffa)
among individuals of a cultural group (e.g., similar ethnicity and religion) referring to (---------->parairreversibly)
shared concepts of pathology and ways of expressing, communicating, or naming essential (--------->ortho-tangles)
features of distress (e.g., kufiingisisa). An idiom of distress need not be associated (---------->meta-phq)
with specific symptoms, syndromes, or perceived causes. It may be used to convey a (---------->metailliteracy)
wide range of discomfort, including everyday experiences, subclinical conditions, or (---------->orthointerrogating)
suffering due to social circumstances rather than mental disorders. For example, most (---------->orthomyoinositol)
cultures have common bodily idioms of distress used to express a wide range of suffering (--------->meta-kuhl)
and concerns. (---------->para-envious)
3. Cultural explanation or perceived cause is a label, attribution, or feature of an explanatory (--------->para-diethylamide)
model that provides a culturally conceived etiology or cause for symptoms, illness, or (---------->paradowny)
distress (e.g., maladi moun). Causal explanations may be salient features of folk classifications (--------->para-conwell)
of disease used by laypersons or healers. (---------->para-relapse)
These three concepts (for which discussion and examples are provided in Section III (---------->parabrandler)
and the Appenc^ix) suggest cultural ways of understanding and describing illness experiences (--------->meta-subsiding)
that can be elicited in the clinical encounter. They influence symptomatology, help (---------->paraataxia)
seeking, clinical presentations, expectations of treatment, illness adaptation, and treatment (--------->ortho-erotomanie)
response. The same cultural term often serves more than one of these functions. (---------->metaindecision)
Gender Differences (---------->para-cannot)
Sex and gender differences as they relate to the causes and expression of medical conditions (--------->ortho-dreaded)
are established for a number of diseases, including selected mental disorders. Revisions to (--------->ortho-entrains)
DSM-5 included review of potential differences between men and women in the expression (--------->meta-degrading)
of mental illness. In terms of nomenclature, sex differences are variations attributable to an (--------->ortho-posttrauma)
individual's reproductive organs and XX or XY chromosomal complement. Gender differences (--------->ortho-designating)
are variations that result from biological sex as well as an individual's self-representation (--------->para-xuan)
that includes the psychological, behavioral, and social consequences of one's (---------->para-indulge)
perceived gender. The term gender differences is used in DSM-5 because, more commonly, (--------->meta-cordaro)
the differences between men and women are a result of both biological sex and individual (--------->ortho-koenigsberg)
self-representation. However, some of the differences are based on only biological sex. (---------->parariba)
Gender can influence illness in a variety of ways. First, it may exclusively determine (---------->orthohyperparathyroidism)
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whether an individual is at risk for a disorder (e.g., as in premenstrual dysphoric disorder). (--------->ortho-yawning)
Second, gender may moderate the overall risk for development of a disorder as (---------->meta-misinte)
shown by marked gender differences in the prevalence and incidence rates for selected (---------->paramartekuor)
mental disorders. Third, gender may influence the likelihood that particular symptoms of (--------->meta-sighted)
a disorder are experienced by an individual. Attention-def icit/hyper activity disorder is (---------->paracoexisting)
an example of a disorder with differences in presentation that are most commonly experienced (--------->para-reserpine)
by boys or girls. Gender likely has other effects on the experience of a disorder that (---------->metachemerinski)
are indirectly relevant to psychiatric diagnosis. It may be that certain symptoms are more (--------->meta-ruptured)
readily endorsed by men or women, and that this contributes to differences in service provision (--------->ortho-psychiatrically)
(e.g., women may be more likely to recognize a depressive, bipolar, or anxiety disorder (---------->metaegocentric)
and endorse a more comprehensive list of symptoms than men). (---------->meta-amputated)
Reproductive life cycle events, including estrogen variations, also contribute to gender (---------->orthonfiotives)
differences in risk and expression of illness. Thus, a specifier for postpartum onset of mania (--------->para-supplicant)
or major depressive episode denotes a time frame wherein women may be at increased risk (--------->para-yelling)
for the onset of an illness episode. In the case of sleep and energy, alterations are often normative (--------->meta-exceedingly)
postpartum and thus may have lower diagnostic reliability in postpartum women. (---------->metahostility)
The manual is configured to include information on gender at multiple levels. If there (---------->metareuniting)
are gender-specific symptoms, they have been added to the diagnostic criteria. A genderrelated (--------->ortho-impoverished)
specifier, such as perinatal onset of a mood episode, provides additional information (---------->orthorendleman)
on gender and diagnosis. Finally, other issues that are pertinent to diagnosis and gender (--------->meta-neylan)
considerations can be found in the section "Gender-Related Diagnostic Issues." (---------->ortho-litfin)
Use of Other Specified and Unspecified Disorders (---------->para-underlies)
To enhance diagnostic specificity, DSM-5 replaces the previous NOS designation with two (--------->meta-signaled)
options for clinical use: other specified disorder and unspecified disorder. The other specified (--------->meta-rested)
disorder category is provided to allow the clinician to communicate the specific reason (---------->metaalyse)
that the presentation does not meet the criteria for any specific category within a diagnostic (--------->para-frustes)
class. This is done by recording the name of the category, followed by the specific reason. (--------->ortho-substitutions)
For example, for an individual with clinically significant depressive symptoms (---------->para-bhang)
lasting 4 weeks but whose symptomatology falls short of the diagnostic threshold for a (---------->orthodeprives)
major depressive episode, the clinician would record "other specified depressive disorder, (--------->para-caricature)
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depressive episode with insufficient symptoms." If the clinician chooses not to specify the (--------->ortho-uei)
reason that the criteria are not met for a specific disorder, then "unspecified depressive (---------->paracontradict)
disorder" would be diagnosed. Note that the differentiation between other specified and (---------->orthononmedical)
unspecified disorders is based on the clinician's decision, providing maximum flexibility (---------->orthorapoport)
for diagnosis. Clinicians do not have to differentiate between other specified and unspecified (--------->para-lieberman)
disorders based on some feature of the presentation itself. When the clinician determines (--------->para-gsting)
that there is evidence to specify the nature of the clinical presentation, the other (---------->orthosarcoidosis)
specified diagnosis can be given. When the clinician is not able to further specify and describe (--------->ortho-fundamentalist)
the clinical presentation, the unspecified diagnosis can be given. This is left entirely (---------->orthocaffeinated)
up to clinical judgment. (---------->ortho-fidgetiness)
For a more detailed discussion of how to use other specified and unspecified designations, (--------->para-uncaring)
see "Use of the Manual" in Section I. (---------->para-nonspoken)
The Multiaxial System (---------->meta-lias)
Despite widespread use and its adoption by certain insurance and governmental agencies, (--------->meta-dosages)
the multiaxial system in DSM-IV was not required to make a mental disorder diagnosis. A (--------->meta-hypoxemic)
nonaxial assessment system was also included that simply listed the appropriate Axis I, II, (--------->para-informant)
and III disorders and conditions without axial designations. DSM-5 has moved to a nonaxial (--------->meta-stump)
documentation of diagnosis (formerly Axes I, II, and III), with separate notations for (---------->orthoedna)
important psychosocial and contextual factors (formerly Axis IV) and disability (formerly (---------->metaventricles)
Axis V). This revision is consistent with the DSM-IV text that states, "The multiaxial distinction (--------->para-buckner)
among Axis I, Axis II, and Axis III disorders does not imply that there are fundamental (---------->ortholacerations)
differences in their conceptualization, that mental disorders are unrelated to (---------->ortho-factually)
physical or biological factors or processes, or that general medical conditions are unrelated (--------->meta-hypoxia)
to behavioral or psychosocial factors or processes." The approach of separately noting diagnosis (--------->ortho-symbolically)
from psychosocial and contextual factors is also consistent with established WHO (---------->metaprovoking)
and ICD guidance to consider the individual's functional status separately from his or her (--------->ortho-orthostatic)
diagnoses or symptom status. In DSM-5, Axis III has been combined with Axes I and II. (---------->orthoimpending)
Clinicians should continue to list medical conditions that are important to the understanding (--------->ortho-medulla)
or management of an individual's mental disorder(s). (---------->meta-postviral)
DSM-IV Axis IV covered psychosocial and environmental problems that may affect the (---------->orthotjoa)
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diagnosis, treatment, and prognosis of mental disorders. Although this axis provided (---------->metavellus)
helpful information, even if it was not used as frequently as intended, the DSM-5 Task (---------->orthovalidators)
Force recommended that DSM-5 should not develop its own classification of psychosocial (--------->meta-abstinence)
and environmental problems, but rather use a selected set of the ICD-9-CM V codes and (--------->ortho-pharyngeal)
the new Z codes contained in ICD-IO-CM. The ICD-10 Z codes were examined to determine (--------->para-selfishness)
which are most relevant to mental disorders and also to identify gaps. (---------->meta-psychotropic)
DSM-IV Axis V consisted of the Global Assessment of Functioning (GAF) scale, representing (--------->para-alarcon)
the clinician's judgment of the individual's overall level of "functioning on a hypothetical (---------->metadisentangling)
continuum of mental health-illness." It was recommended that the GAF be (---------->para-fainting)
dropped from DSM-5 for several reasons, including its conceptual lack of clarity (i.e., including (--------->meta-mlvhijtikamod)
symptoms, suicide risk, and disabilities in its descriptors) and questionable psychometrics (--------->ortho-libido)
in routine practice. In order to provide a global measure of disability, the WHO (---------->paracoworkers)
Disability Assessment Schedule (WHODAS) is included, for further study, in Action III of (---------->paracompiex)
DSM-5 (see the chapter "Assessment Measures"). The WHODAS is based on the International (--------->para-tbis)
Classification of Functioning, Disability and Health (ICF) for use across all of medicine (---------->paraills)
and health care. The WHODAS (version 2.0), and a modification developed for children/ (--------->ortho-amenable)
adolescents and their parents by the Impairment and Disability Study Group were included (--------->meta-altemative)
in the DSM-5 field trial. (---------->ortho-shoving)
Online Enhancements (---------->para-industrialized)
It was challenging to determine what to include in the print version of DSM-5 to be most (---------->paracedilla)
clinically relevant and useful and at the same time maintain a manageable size. For this (---------->metacapitalized)
reason, the inclusion of clinical rating scales and measures in the print edition is limited to (--------->para-unilateral)
those considered most relevant. Additional assessment measures used in the field trials (---------->paracellulitis)
are available online (www.psychiatry.org/dsm5), linked to the relevant disorders. The (---------->parativg)
Cultural Formulation Interview, Cultural Formulation Interview—Informant Version, and (---------->orthotouchstone)
supplementary modules to the core Cultural Formulation Interview are also available online (--------->para-combing)
at www.psychiatry.org/dsm5. (---------->ortho-totaled)
DSM-5 is available as an online subscription at PsychiatryOnline.org as well as an ebook. (--------->ortho-shubu)
The online component contains modules and assessment tools to enhance the diagnostic (--------->meta-bodyfocused)
criteria and text. Also available online is a complete set of supportive references as (---------->orthostoryhke)
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well as additional helpful information. The organizational structure of DSM-5, its use of (---------->parabeckham)
dimensional measures, and compatibility with ICD codes will allow it to be readily adaptable (--------->meta-thoman)
to future scientific discoveries and refinements in its clinical utility. DSM-5 will be analyzed (--------->para-freytag)
over time to continually assess its validity and enhance its value to clinicians. (---------->parapersonahty)
Use of the Manual (---------->para-mikula)
T h e in tro d u c tio n contains much of the history and developmental process of the (---------->orthosacher)
DSM-5 revision. This section is designed to provide a practical guide to using DSM-5, particularly (--------->meta-arme)
in clinical practice. The primary purpose of DSM-5 is to assist trained clinicians (---------->para-shyness)
in the diagnosis of their patients' mental disorders as part of a case formulation assessment (--------->ortho-lalone)
that leads to a fully informed treatment plan for each individual. The symptoms contained (--------->meta-metachromatic)
in the respective diagnostic criteria sets do not constitute comprehensive (---------->paracrescendodecrescendo)
definitions of underlying disorders, which encompass cognitive, emotional, behavioral, (---------->metaelectrophysiological)
and physiological processes that are far more complex than can be described in these brief (--------->para-bobb)
summaries. Rather, they are intended to summarize characteristic syndromes of signs and (--------->para-duarte)
symptoms that point to an underlying disorder with a characteristic developmental history, (--------->para-esn)
biological and environmental risk factors, neuropsychological and physiological correlates, (--------->para-bothersome)
and typical clinical course. (---------->para-terrell)
Approach to Clinical Case Formulation (---------->meta-geppert)
The case formulation for any given patient must involve a careful clinical history and concise (--------->para-falsification)
summary of the social, psychological, and biological factors that may have contributed (---------->orthoneuro)
to developing a given mental disorder. Hence, it is not sufficient to simply check off (---------->parafinitions)
the symptoms in the diagnostic criteria to make a mental disorder diagnosis. Although a (---------->metaintrudes)
systematic check for the presence of these criteria as they apply to each patient will assure (--------->meta-predicaments)
a more reliable assessment, the relative severity and valence of individual criteria and (---------->orthoperforation)
their contribution to a diagnosis require clinical judgment. The symptoms in our diagnostic (--------->ortho-vasculature)
criteria are part of the relatively limited repertoire of human emotional responses to internal (--------->meta-homeostatic)
and external stresses that are generally maintained in a homeostatic balance without (---------->metairing)
a disruption in normal functioning. It requires clinical training to recognize when the combination (--------->meta-adversity)
of predisposing, precipitating, perpetuating, and protective factors has resulted (---------->parapretentious)
in a psychopathological condition in which physical signs and symptoms exceed normal (--------->ortho-symbolically)
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ranges. The ultimate goal of a clinical case formulation is to use the available contextual (---------->paraepisodic)
and diagnostic information in developing a comprehensive treatment plan that is informed (--------->para-weu)
by the individual's cultural and social context. However, recommendations for the (---------->metaselflimited)
selection and use of the most appropriate evidence-based treatment options for each disorder (--------->para-puns)
are beyond the scope of this manual. (---------->ortho-impulsiveness)
Although decades of scientific effort have gone into developing the diagnostic criteria (---------->paraworsens)
sets for the disorders included in Section II, it is well recognized that this set of categorical (--------->meta-alk)
diagnoses does not fully describe the full range of mental disorders that individuals experience (--------->para-grandparent)
and present to clinicians on a daily basis throughout the world. As noted previously (---------->paraemotionaliv)
in the introduction, the range of genetic/environmental interactions over the course (---------->metaresembles)
of human development affecting cognitive, emotional and behavioral function is virtually (---------->metasleepwake)
limitless. As a result, it is impossible to capture the full range of psychopathology in the (---------->paradecrements)
categorical diagnostic categories that we are now using. Hence, it is also necessary to include (--------->ortho-ostracism)
other specified/unspecified disorder options for presentations that do not fit (---------->para-conwell)
exactly into the diagnostic boundaries of disorders in each chapter. In an emergency department (--------->meta-structive)
setting, it may be possible to identify only the most prominent symptom expressions (---------->paraimmaturity)
associated with a particular chapter—for example, delusions, hallucinations. (---------->meta-paniclike)
mania, depression, anxiety, substance intoxication, or neurocognitive symptoms—so that (--------->meta-vogt)
an "unspecified" disorder in that category is identified until a fuller differential diagnosis (---------->metaassaults)
is possible. (---------->meta-differentiable)
Definition of a Mental Disorder (---------->meta-callousness)
Each disorder identified in Section II of the manual (excluding those in the chapters entitled (--------->para-adultonset)
Medication-Induced Movement Disorders and Other Adverse Effects of Medication (---------->paracompounding)
and "Other Conditions That May Be a Focus of Clinical Attention") must meet the (---------->orthodehrium)
definition of a mental disorder. Although no definition can capture all aspects of all disorders (--------->meta-caloric)
in the range contained in DSM-5, the following elements are required: (---------->para-nfiedlcation)
A mental disorder is a syndrome characterized by clinically significant disturbance (---------->paradevelopmentally)
in an individual’s cognition, emotion regulation, or behavior that reflects (---------->para-wonderlich)
a dysfunction in the psychological, biological, or developmental processes underlying (---------->orthocagigas)
mental functioning. Mental disorders are usually associated with significant (---------->meta-markedly)
distress or disability in social, occupational, or other important activities. (---------->meta-fluctuating)
An expectable or culturally approved response to a common stressor or loss, (---------->meta-dystonias)
such as the death of a loved one, is not a mental disorder. Socially deviant behavior (---------->metageppert)
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(e.g., political, religious, or sexual) and conflicts that are primarily between (---------->meta-whipple)
the individual and society are not mental disorders unless the deviance (---------->meta-dissipate)
or conflict results from a dysfunction in the individual, as described above. (---------->meta-dysphagia)
The diagnosis of a mental disorder should have clinical utility: it should help clinicians (---------->metavelligan)
to determine prognosis, treatment plans, and potential treatment outcomes for their patients. (--------->para-debause)
However, the diagnosis of a mental disorder is not equivalent to a need for treatment. (---------->metaargumentativeness)
Need for treatment is a complex clinical decision that takes into consideration (---------->para-mccue)
symptom severity, symptom salience (e.g., the presence of suicidal ideation), the patient's (--------->meta-selfdiscipline)
distress (mental pain) associated with the symptom(s), disability related to the patient's (---------->metatalcum)
symptoms, risks and benefits of available treatments, and other factors (e.g., psychiatric (--------->ortho-chalmers)
symptoms complicating other illness). Clinicians may thus encounter individuals whose (---------->metaabulia)
symptoms do not meet full criteria for a mental disorder but who demonstrate a clear need (--------->para-unbidden)
for treatment or care. The fact that some individuals do not show all symptoms indicative (--------->ortho-inteuigible)
of a diagnosis should not be used to justify limiting their access to appropriate care. (---------->paralethality)
Approaches to validating diagnostic criteria for discrete categorical mental disorders (---------->metaoverseeing)
have included the following types of evidence: antecedent validators (similar genetic markers, (--------->ortho-supplicant)
family traits, temperament, and environmental exposure), concurrent validators (similar (---------->paradyscontrol)
neural substrates, biomarkers, emotional and cognitive processing, and symptom (---------->metaneuromotor)
similarity), and predictive validators (similar clinical course and treatment response). In (---------->parabehling)
DSM-5, we recognize that the current diagnostic criteria for any single disorder will not necessarily (--------->meta-discontent)
identify a homogeneous group of patients who can be characterized reliably with all (---------->orthofunctionai)
of these validators. Available evidence shows that these validators cross existing diagnostic (--------->para-pinals)
boundaries but tend to congregate more frequently within and across adjacent DSM-5 chapter (--------->meta-skewed)
groups. Until incontrovertible etiological or pathophysiological mechanisms are identified (--------->para-baratta)
to fully validate specific disorders or disorder spectra, the most important standard for (---------->parareordering)
the DSM-5 disorder criteria will be their clinical utility for the assessment of clinical course (--------->ortho-tojuana)
and treatment response of individuals grouped by a given set of diagnostic criteria. (---------->paradominique)
This definition of mental disorder was developed for clinical, public health, and research (--------->ortho-thomason)
purposes. Additional information is usually required beyond that contained in the (---------->paraoveranxious)
DSM-5 diagnostic criteria in order to make legal judgments on such issues as criminal responsibility, (--------->meta-niklas)
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eligibility for disability compensation, and competency (see "Cautionary (---------->meta-thiruneermalai)
Statement for Forensic Use of DSM-5" elsewhere in this manual). (---------->meta-uncomfortably)
Criterion for Ciinical Significance (---------->meta-edinger)
There have beeh substantial efforts by the DSM-5 Task Force and the World Health Organization (--------->para-distressing)
(WHO) to separate the concepts of mental disorder and disability (impairment in (---------->orthosubcortical)
social, occupational, or other important areas of functioning). In the WHO system, the International (--------->para-bayview)
Classification of Diseases (ICD) covers all diseases and disorders, while the International (--------->para-scholl)
Classification of Functioning, Disability and Health (ICF) provides a separate (---------->para-jeannette)
classification of global disability. The WHO Disability Assessment Schedule (WHODAS) (--------->ortho-regurgitation)
is based on the ICF and has proven useful as a standardized measure of disability for mental (--------->ortho-musculature)
disorders. However, in the absence of clear biological markers or clinically useful measurements (--------->para-nitschke)
of severity for many mental disorders, it has not been possible to completely (---------->orthoprocrastination)
separate normal and pathological symptom expressions contained in diagnostic criteria. (--------->ortho-papenwork)
This gap in information is particularly problematic in clinical situations in which the patient's (--------->ortho-distension)
symptom presentation by itself (particularly in mild forms) is not inherently pathological (---------->orthoappelbaum)
and may be encountered in individuals for whom a diagnosis of "mental (---------->para-alvarez)
disorder" would be inappropriate. Therefore, a generic diagnostic criterion requiring distress (--------->meta-underreporting)
or disability has been used to establish disorder thresholds, usually worded "the disturbance (--------->para-interferon)
causes clinically significant distress or impairment in social, occupational, or (---------->ortho-psychiosis)
other important areas of functioning." The text following the revised definition of a mental (--------->para-dyskinesia)
disorder acknowledges that this criterion may be especially helpful in determining a patient's (--------->para-lethality)
need for treatment. Use of information from family members and other third parties (---------->metaiwild)
(in addition to the individual) regarding the individual's performance is recommended (---------->paramethyprylon)
when necessary. (---------->meta-profess)
Elements of a Diagnosis (---------->meta-enuresis)
Diagnostic Criteria and Descriptors (---------->ortho-comorbid)
Diagnostic criteria are offered as guidelines for making diagnoses, and their use should be (--------->para-nadir)
informed by clinical judgment. Text descriptions, including introductory sections of each (---------->metarecede)
diagnostic chapter, can help support diagnosis (e.g., providing differential diagnoses; describing (--------->ortho-lodgers)
the criteria more fully under "Diagnostic Features"). (---------->para-veldic)
Following the assessment of diagnostic criteria, clinicians should consider the application (--------->meta-balkozar)
of disorder subtypes and/or specifiers as appropriate. Severity and course specifiers (---------->metadysreguiation)
should be applied to denote the individual's current presentation, but only when the full (---------->metanmda)
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criteria are met. When full criteria are not met, clinicians should consider whether the (---------->pararuminate)
symptom presentation meets criteria for an "other specified" or "unspecified" designation. (--------->ortho-prominence)
Where applicable, specific criteria for defining disorder severity (e.g., mild, moderate, (---------->metaoccipital)
severe, extreme), descriptive features (e.g., with good to fair insight; in a controlled (---------->paracataloguing)
environment), and course (e.g., in partial remission, in full remission, recurrent) are provided (--------->para-worsening)
with each diagnosis. On the basis of the clinical interview, text descriptions, criteria, (---------->paraenevm)
and clinician judgment, a final diagnosis is made. (---------->meta-mitigated)
The general convention in DSM-5 is to allow multiple diagnoses to be assigned for (---------->metaepisodically)
those presentations that meet criteria for more than one DSM-5 disorder. (---------->ortho-ture)
Subtypes and Specifiers (---------->meta-subgrouping)
Subtypes and specifiers (some of which are coded in the fourth, fifth, or sixth digit) are (---------->orthobeckner)
provided for increased specificity. Subtypes define mutually exclusive and jointly exhaustive (--------->ortho-inanimate)
phenomenological subgroupings within a diagnosis and are indicated by the instruction (---------->metaprovisionally)
Specify whether in the criteria set. In contrast, specifiers are not intended to be (---------->metasecretive)
mutually exclusive or jointly exhaustive, and as a consequence, more than one specifier (--------->ortho-gepirone)
may be given. Specifiers are indicated by the instruction "Specify" or "Specify if" in the criteria (--------->meta-indecision)
set. Specifiers provide an opportunity to define a more homogeneous subgrouping of (---------->parataijin)
individuals with the disorder who share certain features (e.g., major depressive disorder, (--------->meta-insincere)
with mixed features) and to convey information that is relevant to the management of the (--------->ortho-attentional)
individual's disorder, such as the "with other medical comorbidity" specifier in sleepwake (---------->parashamanism)
disorders. Although a fifth digit is sometimes assigned to code a subtype or specifier (---------->metadepersonalized)
(e.g., 294.11 [F02.81] major neurocognitive disorder due to Alzheimer's disease, with behavioral (--------->ortho-squandering)
disturbance) or severity (296.21 [F32.0] major depressive disorder, single episode, (---------->metadifficiilties)
mild), the majority of subtypes and specifiers included in DSM-5 cannot be coded within (--------->ortho-neurophysiological)
the ICD-9-CM and ICD-IO-CM systems and are indicated only by including the subtype or (--------->ortho-witiidrawal)
specifier after the name of the disorder (e.g., social anxiety disorder [social phobia], performance (--------->para-uring)
type). Note that in some cases, a specifier or subtype is codable in ICD-IO-CM (---------->ortho-familial)
but not in ICD-9-CM. Accordingly, in some cases the 4th or 5th character codes for the subtypes (--------->meta-esophageal)
or specifiers are provided only for the ICD-IO-CM coding designations. (---------->para-denys)
A DSM-5 diagnosis is usually applied to the individual's current presentation; previous (---------->paraempathie)
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diagnoses from which the individual has recovered should be clearly noted as such. (---------->orthoparkinsonism)
Specifiers indicating course (e.g., in partial remission, in full remission) may be listed after (--------->para-tormented)
the diagnosis and are indicated in a number of criteria sets. Where available, severity specifiers (--------->meta-rohde)
are provided to guide clinicians in rating the intensity, frequency, duration, symptom (---------->metauncorrected)
count, or other severity indicator of a disorder. Severity specifiers are indicated by the instruction (--------->para-sharjeel)
Specify current severity in the criteria set and include disorder-specific definitions. (---------->orthoyusko)
Descriptive features specifiers have also been provided in the criteria set and convey (---------->paraaftereffects)
additional information that can inform treatment planning (e.g., obsessive-compulsive (---------->orthoprimiparous)
disorder, with poor insight). Not all disorders include course, severity, and/or descriptive (--------->ortho-adulterants)
features specifiers. (---------->meta-capitalized)
Medication-Induced iVlovement Disorders and Other (---------->para-encephalopathy)
Conditions That iViay Be a Focus of Ciinicai Attention (---------->para-psychoses)
In addition to important psychosocial and environmental factors (see "The Multiaxial System" (--------->ortho-reordered)
in the "Introduction" elsewhere in this manual), these chapters in Section II also contain (---------->metacaporale)
other conditions that are not mental disorders but may be encountered by mental (---------->paralacrima)
health clinicians. These conditions may be listed as a reason for clinical visit in addition to, (--------->para-blackouts)
or in place of, the mental disorders listed in Section II. A separate chapter is devoted to (---------->parahypoxia)
medication-induced disorders and other adverse effects of medication that may be assessed (--------->meta-warachal)
and treated by clinicians in mental health practice such as akathisia, tardive dyskinesia, (---------->orthoshona)
and dystonia. The description of neuroleptic malignant syndrome is expanded from (---------->orthoconwell)
that provided in DSM-IV-TR to highlight the emergent and potentially life-threatening nature (--------->para-protracted)
of this condition, and a new entry on antidepressant discontinuation syndrome is provided. (--------->ortho-genitally)
An additional chapter discusses other conditions that may be a focus of clinical (---------->meta-inflate)
attention. These include relational problems, problems related to abuse and neglect, problems (--------->meta-inept)
with adherence to treatment regimens, obesity, antisocial behavior, and malingering. (---------->metadiscrepant)
Principal Diagnosis (---------->meta-ganglia)
When more than one diagnosis for an individual is given in an inpatient setting, the principal (--------->meta-numeracy)
diagnosis is the condition established after study to be chiefly responsible for occasioning (--------->para-worded)
the admission of the individual. When more than one diagnosis is given for an (---------->metainhalantrelated)
individual in an outpatient setting, the reason for visit is the condition that is chiefly responsible (--------->meta-antonacci)
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for the ambulatory care medical services received during the visit. In most cases, (---------->orthomarder)
the principal diagnosis or the reason for visit is also the main focus of attention or treatment. (--------->meta-shubha)
It is often difficult (and somewhat arbitrary) to determine which diagnosis is the (---------->orthokilpatrick)
principal diagnosis or the reason for visit, especially when, for example, a substancerelated (--------->meta-strategically)
diagnosis such as alcohol use disorder is accompanied by a non-substance-related (---------->metakyphoscoliosis)
diagnosis such as schizophrenia. For example, it may be unclear which diagnosis should (--------->ortho-banter)
be considered "principal" for an individual hospitalized with both schizophrenia and alcohol (--------->para-shadowing)
use disorder, because each condition may have contributed equally to the need for (---------->paratangles)
admission and treatment. The principal diagnosis is indicated by listing it first, and the remaining (--------->meta-nonconforming)
disorders are listed in order of focus of attention and treatment. When the principal (---------->orthodetract)
diagnosis or reason for visit is a mental disorder due to another medical condition (---------->orthohallucinogeninduced)
(e.g., major neurocognitive disorder due to Alzheimer's disease, psychotic disorder due to (--------->para-cag)
malignant lung neoplasm), ICD coding rules require that the etiological medical condition (--------->ortho-yellowing)
be listed first. In that case, the principal diagnosis or reason for visit would be the mental (--------->meta-naloxone)
disorder due to the medical condition, the second listed diagnosis. In most cases, the disorder (--------->ortho-nptoms)
listed as the principal diagnosis or the reason for visit is followed by the qualifying (---------->metaeractive)
phrase "(principal diagnosis)" or "(reason for visit)." (---------->para-thinning)
Provisional Diagnosis (---------->meta-shawna)
The specifier "provisional" can be used when there is a strong presumption that the full (---------->orthoamelioration)
criteria will ultimately be met for a disorder but not enough information is available to (---------->metaphalloplasty)
make a firm diagnosis. The clinician can indicate the diagnostic uncertainty by recording (--------->ortho-katharine)
(provisional) following the diagnosis. For example, this diagnosis might be used when (---------->paracannot)
an individual who appears to have a major depressive disorder is unable to give an adequate (--------->ortho-seductiveness)
history, and thus it cannot be established that the full criteria are met. Another use of (---------->orthoalthof)
the term provisional is for those situations in which differential diagnosis depends exclusively (--------->ortho-wegner)
on the duration of illness. For example, a diagnosis of schizophreniform disorder requires (--------->para-selegiline)
a duration of less than 6 months but of at least 1 month and can only be given (---------->ortho-bigham)
provisionally if assigned before remission has occurred. (---------->ortho-calluses)
Coding and Reporting Procedures (---------->ortho-walmsley)
Each disorder is accompanied by an identifying diagnostic and statistical code, which is (---------->paratami)
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typically used by institutions and agencies for data collection and billing purposes. There (--------->para-apneas)
are specific recording protocols for these diagnostic codes (identified as coding notes in (---------->metamisrepresent)
the text) that were established by WHO, the U.S. Centers for Medicare and Medicaid Services (--------->ortho-undeserving)
(CMS), and the Centers for Disease Control and Prevention's National Center for (---------->metadifficultn)
Health Statistics to ensure consistent international recording of prevalence and mortality (---------->parachoreiform)
rates for identified health conditions. For most clinicians, the codes are used to identify the (--------->ortho-hypnopompic)
diagnosis or reason for visit for CMS and private insurance service claims. The official (---------->orthomicropsia)
coding system in use in the United States as of publication of this manual is ICD-9-CM. Official (--------->meta-alkaloids)
adoption of ICD-IO-CM is scheduled to take place on October 1, 2014, and these (---------->parahassad)
codes, which are shown parenthetically in this manual, should not be used until the official (--------->para-vocalization)
implementation occurs. Both ICD-9-CM and ICD-IO-CM codes have been listed 1) preceding (--------->ortho-nonambiguous)
the name of the disorder in the classification and 2) accompanying the criteria set (---------->metadenney)
for each disorder. For some diagnoses (e.g., neurocognitive and substance/medicationinduced (--------->para-anaphylactic)
disorders), the appropriate code depends on further specification and is listed (---------->metaphosphokinase)
within the criteria set for the disorder, as coding notes, and, in some cases, further clarified (--------->para-punitive)
in a section on recording procedures. The names of some disorders are followed by alternative (--------->ortho-foci)
terms enclosed in parentheses, which, in most cases, were the DSM-IV names for (---------->orthoheckers)
the disorders. (---------->meta-ideologies)
Looking to the Future: (---------->ortho-catalepsy)
Assessment and Monitoring Tools (---------->meta-withdrawing)
The various components of DSM-5 are provided to facilitate patient assessment and to aid (--------->ortho-ischemia)
in developing a comprehensive case formulation. Whereas the diagnostic criteria in Section (--------->para-faltering)
II are well-established measures that have undergone extensive review, the assessment (--------->ortho-afe)
tools, a cultural formulation interview, and conditions for further study included in (---------->orthotightening)
Section III are those for which we determined that the scientific evidence is not yet available (--------->ortho-insomr)
to support widespread clinical use. These diagnostic aids and criteria are included to (---------->orthomalaise)
highlight the evolution and direction of scientific advances in these areas and to stimulate (--------->meta-abbreviated)
further research. (---------->ortho-scherdin)
Each of the measures in Section III is provided to aid in a comprehensive assessment of (--------->ortho-disapproving)
individuals that will contribute to a diagnosis and treatment plan tailored to the individual (---------->paraascertained)
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presentation and clinical context. Where cultural dynamics are particularly important (---------->metapolatajko)
for diagnostic assessment, the cultural formulation interview should be considered as a (---------->metafiniii)
useful aid to communication with the individual. Cross-cutting symptom and diagnosisspecific (--------->ortho-uncorrected)
severity measures provide quantitative ratings of important clinical areas that are (---------->metaweniger)
designed to be used at the initial evaluation to establish a baseline for comparison with ratings (--------->para-bangsund)
on subsequent encounters to monitor changes and inform treatment planning. (---------->metaphosphatase)
The use of such measures will undoubtedly be facilitated by digital apphcations, and (---------->orthoshaywitz)
the measures are included in Section III to provide for further evaluation and development. (--------->ortho-solow)
As with each DSM edition, the diagnostic criteria and the DSM-5 classification of (---------->paraencapsulate)
mental disorders reflect the current consensus on the evolving knowledge in our field. (---------->metaoverstraining)
Cautionary Statement for (---------->meta-perpetuation)
Forensic Use of DSiVi-5 (---------->para-akinesia)
A lth o u g h th e D SM - 5 diagnostic criteria and text are primarily designed to assist (---------->orthoorexin)
clinicians in conducting clinical assessment, case formulation, and treatment planning, (---------->paraelia)
DSM-5 is also used as a reference for the courts and attorneys in assessing the forensic consequences
(---------->para-unremitting)
of mental disorders. As a result, it is important to note that the definition of (---------->ortho-guarding)
mental disorder included in DSM-5 was developed to meet the needs of clinicians, public (--------->meta-cathinones)
health professionals, and research investigators rather than all of the technical needs of the (--------->meta-earnshaw)
courts and legal professionals. It is also important to note that DSM-5 does not provide (---------->metawiih)
treatment guidelines for any given disorder. (---------->ortho-faulconbridge)
When used appropriately, diagnoses and diagnostic information can assist legal decision (--------->ortho-ethnicities)
makers in their determinations. For example, when the presence of a mental disorder (---------->metaparalikar)
is the predicate for a subsequent legal determination (e.g., involuntary civil commitment), (--------->meta-shinkei)
the use of an established system of diagnosis enhances the value and reliability of the determination. (--------->para-glibness)
By providing a compendium based on a review of the pertinent clinical and (---------->para-klyman)
research literature, DSM-5 may facilitate legal decision makers' understanding of the relevant (--------->ortho-nitrites)
characteristics of mental disorders. The literature related to diagnoses also serves as (---------->metaabusers)
a check on ungrounded speculation about mental disorders and about the functioning of a (--------->para-inciuding)
particular individual. Finally, diagnostic information about longitudinal course may improve (--------->para-algolagnie)
decision making when the legal issue concerns an individual's mental functioning (---------->orthomiriimize)
at a past or future point in time. (---------->meta-obstruct)
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However, the use of DSM-5 should be informed by an awareness of the risks and limitations (--------->meta-cravings)
of its use in forensic settings. When DSM-5 categories, criteria, and textual descriptions (---------->orthoinferred)
are employed for forensic purposes, there is a risk that diagnostic information will be (---------->orthomckean)
misused or misunderstood. These dangers arise because of the imperfect fit between the (--------->ortho-undesirability)
questions of ultimate concern to the law and the information contained in a clinical diagnosis. (--------->meta-repehtive)
In most situations, the clinical diagnosis of a DSM-5 mental disorder such as intellectual (--------->meta-zohar)
disability (intellectual developmental disorder), schizophrenia, major neurocognitive (---------->metaascertainment)
disorder, gambling disorder, or pedophilic disorder does not imply that an individual (---------->parachisholm)
with such a condition meets legal criteria for the presence of a mental disorder or a specified (--------->para-jeannette)
legal standard (e.g., for competence, criminal responsibility, or disability). For the latter, (---------->parasboto)
additional information is usually required beyond that contained in the DSM-5 diagnosis, (---------->paraevading)
which might include information about the individual's functional impairments and how (---------->paramarder)
these impairments affect the particular abilities in question. It is precisely because impairments, (--------->para-enevm)
abilities, and disabilities vary widely within each diagnostic category that assignment (---------->metacag)
of a particular diagnosis does not imply a specific level of impairment or disability. (---------->orthophenotypes)
Use of DSM-5 to assess for the presence of a mental disorder by nonclinical, nonmedical, (--------->meta-zakarchenco)
or otherwise insufficiently trained individuals is not advised. Nonclinical decision (---------->orthononbarbiturate)
makers should also be cautioned that a diagnosis does not carry any necessary implications (--------->ortho-unresponsive)
regarding the etiology or causes of the individual's mental disorder or the individual's (---------->orthoptsd)
degree of control over behaviors that may be associated with the disorder. Even (---------->orthograeber)
when diminished control over one's behavior is a feature of the disorder, having the diagnosis (--------->meta-jitteriness)
in itself does not demonstrate that a particular individual is (or was) unable to control (---------->orthoboyajian)
his or her behavior at a particular time. (---------->meta-rik)
.«=^-ii^-~-™eî3?Æar!!!*„„^,..... :
.:iâe^.,^.^».w^îssâîS!^^oeâsæ»?i?g®®=^ÂS3sBsæsç^ss6iS»s^8®®®^Eæsæsias»sas^^^m»!i»a5sra^^ (--------->meta-scant)
3ôfe^ riDiagnostic '
Neurodevelopmental Disorders................................................................ 31
Schizophrenia Spectrum and Other Psychotic Disorders...................... 87
Bipolar and Related Disorders................................................................ 123
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Depressive Disorders.............................................................................. 155
Anxiety Disorders.................................................................................... 189
Obsessive-Compulsive and Related Disorders...................................... 235
Trauma- and Stressor-Related Disorders.............................................. 265
Dissociative Disorders............................................................................ 291
Somatic Symptom and Related Disorders............................................ 309
Feeding and Eating Disorders................................................................ 329
Elimination Disorders.............................................................................. 355
Sleep-Wake Disorders............................................................................ 361
Sexual Dysfunctions................................................................................ 423
Gender Dysphoria.................................................................................... 451
Disruptive, Impulse-Control, and Conduct Disorders............................ 461
Substance-Related and Addictive Disorders........................................ 481
Neurocognitive Disorders........................................................................ 591
Personality Disorders.............................................................................. 645
Paraphilic Disorders................................................................................ 685
Other Mental Disorders.......................................................................... 707
Medication-Induced Movement Disorders and
Other Adverse Effects of Medication.................................................. 709
Other Conditions That May Be a Focus of Clinical Attention................ 715
I his s e c tio n contains the diagnostic criteria approved for routine clinical
use along with the ICD-9-CM codes (ICD-10 codes are shown parenthetically).
For each mental disorder, the diagnostic criteria are followed by descriptive
text to assist in diagnostic decision making. Where needed, specific recording
procedures are presented with the diagnostic criteria to provide guidance in
selecting the most appropriate code. In some cases, separate recording procedures
for ICD-9-CM and ICD-10-CM are provided. Although not considered
as official DSM-5 disorders, medication-induced movement disorders and other
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adverse effects of medication, as well as other conditions that may be a focus
of clinical attention (including additional ICD-9-CM V codes and forthcoming
ICD-10-CM Z codes), are provided to indicate other reasons for a clinical visit
such as environmental factors and relational problems. These codes are adapted
from ICD-9-CM and 1CD-10-CM and were neither reviewed nor approved as
official DSM-5 diagnoses, but can provide additional context for a clinical formulation
and treatment plan. These three components—^the criteria and their
descriptive text, the medication-induced movement disorders and other adverse
effects of medication, and the descriptions of other conditions that may
be a focus of clinical attention—represent the key elements of the clinical diagnostic
process and thus are presented together.
??? T ???G????????G?T???? disorders are a group of conditions with onset in the
developmental period. The disorders typically manifest early in development, often before
the child enters grade school, and are characterized by developmental deficits that
produce impairments of personal, social, academic, or occupational functioning. The
range of developmental deficits varies from very specific limitations of learning or control
of executive functions to global impairments of social skills or intelligence. The neurodevelopmental
disorders frequently co-occur; for example, individuals with autism spectrum
disorder often have intellectual disability (intellectual developmental disorder), and
many children with attention-deficit/hyperactivity disorder (ADHD) also have a specific
learning disorder. For some disorders, the clinical presentation includes symptoms of excess
as well as deficits and delays in achieving expected milestones. For example, autism
spectrum disorder is diagnosed only when the characteristic deficits of social communication
are accompanied by excessively repetitive behaviors, restricted interests, and insistence
on sameness.
Intellectual disability (intellectual developmental disorder) is characterized by deficits
in general mental abilities, such as reasoning, problem solving, planning, abstract thinking,
judgment, academic learning, and learning from experience. The deficits result in impairments
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of adaptive functioning, such that the individual fails to meet standards of personal
independence and social responsibility in one or more aspects of daily life, including commimication,
social participation, academic or occupational functioning, and personal independence
at home or in community settings. Global developmental delay, as its name
implies, is diagnosed when an individual fails to meet expected developmental milestones
in several areas of intellectual functioning. The diagnosis is used for individuals who are
imable to undergo systematic assessments of intellectual functioning, including children
who are too young to participate in standardized testing. Intellectual disability may result
from an acquired insult during the developmental period from, for example, a severe head
injury, in which case a neurocognitive disorder also may be diagnosed.
Tlie communication disorders include language disorder, speech sound disorder, social
(pragmatic) communication disorder, and childhood-onset fluency disorder (stuttering).
The first three disorders are characterized by deficits in the development and use of
language, speech, and social communication, respectively. Childhood-onset fluency disorder
is characterized by disturbances of the normal fluency and motor production of
speech, including repetitive sounds or syllables, prolongation of consonants or vowel
sounds, broken words, blocking, or words produced with an excess of physical tension.
Like other neurodevelopmental disorders, communication disorders begin early in life
and may produce lifelong functional impairments.
Autism spectrum disorder is characterized by persistent deficits in social communication
and social interaction across multiple contexts, including deficits in social reciprocity,
nonverbal communicative behaviors used for social interaction, and skills in developing,
maintaining, and understanding relationships. In addition to the social communication
deficits, the diagnosis of autism spectrum disorder requires the presence of restricted, repetitive
patterns of behavior, interests, or activities. Because symptoms change with development
and may be masked by compensatory mechanisms, the diagnostic criteria may
be met based on historical information, although the current presentation must cause significant
impairment.
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Within the diagnosis of autism spectrum disorder, individual clinical characteristics
are noted through the use of specifiers (with or without accompanying intellectual impairment;
with or without accompanying structural language impairment; associated with a
known medical/genetic or environmental/acquired condition; associated with another
neurodevelopmental, mental, or behavioral disorder), as well as specifiers that describe
the autistic symptoms (age at first concern; with or without loss of established skills; severity).
These specifiers provide clinicians with an opportunity to individualize the diagnosis
and communicate a richer clinical description of the affected individuals. For example, many
individuals previously diagnosed with Asperger's disorder would now receive a diagnosis
of autism spectrum disorder without language or intellectual impairment.
ADHD is a neurodevelopmental disorder defined by impairing levels of inattention, disorganization,
and/or hyperactivity-impulsivity. Inattention and disorganization entail inability
to stay on task, seeming not to listen, and losing materials, at levels that are inconsistent
with age or developmental level. Hyperactivity-impulsivity entails overactivity, fidgeting, inability
to stay seated, intruding into other people's activities, and inability to wait—symptoms
that are excessive for age or developmental level. In childhood, ADHD frequently overlaps
with disorders that are often considered to be externalizing disorders," such as oppositional (--------->para-parikh)
defiant disorder and conduct disorder. ADHD often persists into adulthood, witii resultant (--------->para-poorer)
impairments of social, academic and occupational functioning. (---------->ortho-malice)
The neurodevelopmental motor disorders include developmental coordination disorder, (---------->orthodiazgranados)
stereotypic movement disorder, and tic disorders. Developmental coordination disorder (---------->metaantihypertensives)
is characterized by deficits in the acquisition and execution of coordinated motor (---------->paranonvisual)
skills and is manifested by clumsiness and slowness or inaccuracy of performance of motor (--------->ortho-nathalie)
skills that cause interference with activities of daily living. Stereotypic movement disorder (--------->ortho-linger)
is diagnosed when an individual has repetitive, seemingly driven, and apparently (---------->paraascribe)
purposeless motor behaviors, such as hand flapping, body rocking, head banging, selfbiting, (--------->meta-muppa)
or hitting. The movements interfere with social, academic, or other activities. If the (---------->paraimderstanding)
behaviors cause self-injury, this should be specified as part of the diagnostic description. (--------->para-dissuaded)
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Tic disorders are characterized by the presence of motor or vocal tics, which are sudden, (--------->para-astute)
rapid, recurrent, nonrhythmic, sterotyped motor movements or vocalizations. The duration, (--------->para-stigmatizing)
presumed etiology, and clinical presentation define the specific tic disorder that is diagnosed: (--------->ortho-steeply)
Tourette's disorder, persistent (chronic) motor or vocal tic disorder, provisional (---------->ortho-ullman)
tic disorder, other specified tic disorder, and unspecified tic disorder. Tourette's disorder (---------->metarasmussen)
is diagnosed when the individual has multiple motor and vocal tics that have been present (--------->meta-nonstereotyped)
for at least 1 year and that have a waxing-waning symptom course. (---------->ortho-fibromyalgia)
Specific learning disorder, as the name implies, is diagnosed when there are specific deficits (--------->meta-loathing)
in an individual's ability to perceive or process information efficiently and accurately. This (--------->meta-subcultures)
neurodevelopmental disorder first manifests during the years of formal schooling and is (---------->orthogoofiness)
characterized by persistent and impairing difficulties with learning foimdational academic (--------->ortho-selfmutilating)
skills in reading, writing, and/or math. The individual's performance of the affected academic (--------->para-urgently)
skills is well below average for age, or acceptable performance levels are achieved only with (--------->para-ying)
extraordinary effort. Specific learning disorder may occur in individuals identified as intellectually (--------->ortho-subacute)
gifted and manifest only when the learning demands or assessment procedures (e.g., (---------->orthoimpaction)
timed tests) pose barriers that cannot be overcome by their innate intelligence and compensatory (--------->para-imderstanding)
strategies. For all individuals, specific learning disorder can produce lifelong impairments (--------->meta-torrance)
in activities dependent on the skills, including occupational performance. (---------->ortho-dyssocial)
The use of specifiers for the neurodevelopmental disorder diagnoses enriches the clinical (--------->ortho-serretti)
description of the individual's clinical course and current symptomatology. In addition (---------->metacaban)
to specifiers that describe the clinical presentation, such as age at onset or severity (---------->metatalkativeness)
ratings, the neurodevelopmental disorders may include the specifier "associated with a (---------->orthooland)
known medical or genetic condition or environmental factor." This specifier gives clinicians (--------->meta-riemann)
an opportunity to document factors that may have played a role in the etiology of the (---------->orthoinfidelity)
disorder, as v^^ll as those that might affect the clinical course. Examples include genetic (--------->meta-esophagoscopy)
disorders, such as fragile X syndrome, tuberous sclerosis, and Rett syndrome; medical conditions (--------->para-dizziness)
such as epilepsy; and environmental factors, including very low birth weight and (---------->orthoconveyed)
fetal alcohol exposure (even in the absence of stigmata of fetal alcohol syndrome). (---------->orthowithdrav)
Intellectual Disabilities (---------->meta-plethysmography)
Intellectual Disability (---------->ortho-cyclotiiymic)
(Intellectual Developmental Disorder) (---------->ortho-intensify)

DSM-UPAX

187

Diagnostic Criteria (---------->ortho-beckner)
Intellectual disability (intellectual developmental disorder) is a disorder with onset during (---------->paratakotsubo)
the developmental period that includes both intellectual and adaptive functioning deficits (--------->meta-tirelessly)
in conceptual, social, and practical domains. The following three criteria must be met: (---------->paracomotbid)
A. Deficits in intellectual functions, such as reasoning, problem solving, planning, abstract (--------->ortho-worsen)
thinking, judgment, academic learning, and learning from experience, confirmed by (---------->metapreoccupations)
both clinical assessment and individualized, standardized intelligence testing. (---------->metasubclassified)
B. Deficits in adaptive functioning that result in failure to meet developmental and sociocultural (--------->meta-combatant)
standards for personal independence and social responsibility. Without ongoing (---------->meta-zink)
support, the adaptive deficits limit functioning in one or more activities of daily life, (---------->orthoprovisionally)
such as communication, social participation, and independent living, across multiple (---------->orthozippers)
environments, such as home, school, work, and community. (---------->ortho-rohde)
C. Onset of intellectual and adaptive deficits during the developmental period. (---------->ortho-kassimir)
Note: The diagnostic term intellectual disability is the equivalent term for the ICD-11 diagnosis (--------->ortho-lesch)
of intellectual developmental disorders. Although the term intellectual disability is (---------->para-witli)
used throughout this manual, both terms are used in the title to clarify relationships with (---------->orthomogels)
other classification systems. Moreover, a federal statute in the United States (Public Law (--------->para-perpetuating)
111 -256, Rosa’s Law) replaces the term mental retardation with intellectual disability, and (--------->meta-mitral)
research journals use the term intellectual disability. Thus, intellectual disability is the (---------->parathermoregulation)
term in common use by medical, educational, and other professions and by the lay public (--------->meta-insensitive)
and advocacy groups. (---------->ortho-aphasia)
Coding note: The ICD-9-CM code for intellectual disability (intellectual developmental (---------->paraexacerbate)
disorder) is 319, which is assigned regardless of the severity specifier. The ICD-10-CM code (--------->para-janey)
depends on the severity specifier (see below). (---------->para-commimication)
Specify current severity (see Table 1 ): (---------->ortho-refening)
(F70) Mild (---------->ortho-prostatic)
(F71) lUloderate (---------->para-ergolines)
(F72) Severe (---------->meta-shc)
(F73) Profound (---------->meta-ganja)
Specifiers (---------->meta-sequenced)
The various levels of severity are defined on the basis of adaptive functioning, and not IQ (--------->ortho-priapism)
scores, because it is adaptive functioning that determines the level of supports required. (--------->meta-compendium)
Moreover, IQ measures are less valid in the lower end of the IQ range. (---------->orthononhallucinogen)
& ë 3(0« - (---------->para-eartha)
p ii Hilf Ili I1 1 1 (---------->para-smelling)
I« Is l&i? ’’*’ § (---------->para-anomalous)
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« l l i i l (---------->meta-externalizing)
l î H i (---------->ortho-deficii)
? ’S 3 I -S (---------->ortho-bochtler)
? . (? Qj -? ^ (---------->para-pollock)
-o I2 §-j3 ¦l£ -2 SS j (---------->ortho-irresponsibly)
! ^ e C O "2 (---------->para-bibeau)
| i l | s (---------->meta-sprayed)
H i " - (---------->meta-morphologically)
IC (---------->ortho-lymphoid)
?E (---------->ortho-thome)
oT3 (---------->meta-dijficulty)
&?co (---------->meta-methyldopa)
Ü (---------->meta-serotonin)
^Ö &ë* M“) I2 (---------->para-brandt)
d d 8 Î 2•ë ?S u« ^3 | i l ^ I ^ H (---------->meta-collaborating)
I -S ^ ë ^ -S ^i •>'i Co ®C ^ ?3 > C .5 (? iö (---------->para-hypozincemia)
1r s iIs 2 ?I 2 ^ Ë o. g (---------->ortho-exaggerated)
i S o § ^ (---------->meta-inhaled)
?G\ « (1ö oc ^fy (---------->ortho-boulter)
>? ü03 73 (---------->para-redcap)
3cß §2 dSi aP -3j3 ib ^(/> cC fHÇ CfCu ocß ö«do (---------->para-drugrelated)
uu n< (---------->para-cnown)
H (---------->para-grammatical)
II (---------->meta-frye)
I (---------->para-disciplining)
I (---------->meta-endings)
F (---------->meta-debilitating)
?o (---------->meta-seeman)
c (---------->ortho-pubertal)
a (---------->ortho-medicationinduced)
E0 (---------->meta-bingeeating)
“Ö1 (---------->para-stipulations)
I (---------->ortho-hoarding)
5 ? -s g (---------->para-alden)
lu ll 0I> -oS sU CsL. ^I (---------->ortho-embarrass)
* .S § S ·- (---------->para-barillas)
||lll (---------->meta-pedophilic)
m i l 3 ? S I “ (---------->meta-patrece)
1|1| I (---------->para-edema)
Î I IH & | § | | (---------->ortho-harmonize)
3 -2 'S -6n (---------->ortho-conscientiousness)
in (---------->ortho-karnik)
sF (---------->meta-subacute)
IF 0) (---------->meta-olga)
111 (---------->meta-carditis)
n (---------->meta-commimltv)
c (---------->ortho-replicated)
•(Ô (---------->ortho-samardak)
E0 (---------->para-hypomagnesemia)
¦Ö (---------->meta-espinoza)
?1 (---------->para-derailment)
Ü (---------->para-gepirone)
CoÜ (---------->para-polymorphisms)
d § I fr i^ ?? (---------->meta-epigenetic)
T3 (---------->meta-sequentially)
'â 3 (---------->para-superimposed)
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i (---------->ortho-ssler)
SI (---------->ortho-autistic)
I i2 •? S II (---------->ortho-cuyar)
u (---------->para-incurring)
B < (---------->meta-overuse)
u (---------->ortho-imbalances)
IDos u(Ü (---------->meta-othenvise)
c ^ = id .55 ^ U cn ^„ (---------->para-disturb)
•SX3 6 ^^5^ 2tp? 5^ ^3 ^ (---------->meta-mistrust)
fc a (---------->para-amphetamine)
oÖ>C ^O) 0p3 ?> bOT3 (---------->para-denner)
ÿ (---------->ortho-talkable)
.S (---------->ortho-klehm)
^ ?? d^? _ (---------->ortho-misperceptions)
2•;2 : 1C 1c ?ë a» fc (---------->para-streamlined)
'S ^ ;3 e ¦£ (D 'S (---------->para-failings)
Ô-.Sh Cl, ^ (---------->meta-ladson)
s i m î (---------->ortho-aches)
| l | l l | , (---------->ortho-psenl)
lo ^ ^ 'm 'a (---------->para-hunches)
° p js b S (---------->ortho-overarching)
'C (---------->ortho-glands)
> S (---------->ortho-compulsive)
<^1 (---------->para-famihal)
ü (---------->meta-accoimt)
S2 IS (---------->para-zed)
« (---------->ortho-parenchymal)
E (---------->meta-bachan)
? (---------->ortho-squirms)
?? (---------->meta-communicative)
I (---------->para-trismus)
? ? ’> (---------->meta-volkow)
I t l (---------->ortho-ketoacidosis)
11 (---------->ortho-khadijah)
g ß ? (---------->para-tendencies)
-tf sc o — .a (---------->meta-verheul)
s l i (---------->meta-tsuang)
s ^ t (---------->meta-anatomical)
c s sû , (---------->ortho-anxiolyticinduced)
a ^ (---------->ortho-quinones)
« s g (---------->para-aimety)
S js « g ^ g (---------->para-suffocation)
'S C o ^ ÎOh I^ .Ia «tÔ O V ^ ^ ?? Qh'-*-1 9^ m J ^ (---------->para-riba)
^ I l s > I (---------->ortho-brl)
„ s ·5 o x; Ä (---------->meta-etiological)
liiin ^ (? 73 "il -4-. (---------->ortho-phenotypically)
«3 ÔÛ_o s è T: '-Ö 'TS (---------->para-electromyography)
c (---------->ortho-discernible)
*cô (---------->para-valence)
Eo (---------->ortho-mentalizing)
¦Ö (---------->ortho-nonproblematic)
10 (---------->meta-trzepacz)
V+H •CS/5 9?^ ÎFH (---------->meta-alistair)
•ISi ês ^" sl i^ (---------->ortho-irreversible)
¦S -e ^ s ° I I (---------->para-hypercapnic)
^i ' ifS d § (---------->ortho-neuromuscular)
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Ë § g s (---------->meta-narrowed)
.5^5 1Sb 2s ^g O) T-( (Ö (---------->meta-disorgar)
I l s j l (---------->para-rheumatic)
^gS> Il li --ïi lS. (---------->ortho-hypothyroidism)
?o? , o> bO Gg CcÖ CD (---------->para-modalities)
-æM XbO V oj 3 (---------->meta-apnea)
|i|ir (---------->ortho-deceitfulness)
|l|1i (---------->meta-acuity)
C5 ^ X SO2) f?ö ' (---------->meta-perseverative)
ï l l l l . (---------->para-opisthotonus)
ço '-SHc Hco ’c2„3 doCD · (---------->ortho-chrzanowski)
ÛJ I (---------->ortho-delaney)
f i 1 ^ 1 (---------->ortho-boulter)
o d ^ “ c ' (---------->ortho-dazed)
? '-2C ¦-r£ SS2 §a .. (---------->meta-helmick)
^ S ^ ii F (---------->para-shona)
00 § .&. a; 73 (---------->meta-alimasuya)
J2 Ë ^ 5 S (---------->para-shortening)
2 S S (---------->meta-cyclothymia)
(03II (---------->para-atlnisia)
III (---------->meta-modality)
a (---------->meta-anxiolytics)
^ c ^ (---------->meta-chemerinski)
^ Sc)^ (---------->para-alienating)
'm Ci 111 (---------->para-freytag)
s l l (---------->para-enuretic)
8 -^ 1 (---------->para-oropharynx)
oeS^ (---------->para-neely)
1 1 1 (---------->ortho-afterimages)
1î3 1 =jo (---------->ortho-susto)
<£, .2 s (---------->para-macallister)
2 d> (---------->ortho-amoxapine)
c 0> W) (---------->para-withhold)
0 . > Ci (---------->ortho-incontinence)
1 E Î i l (---------->ortho-ciccone)
sbOO) ^l i l É^ ^ c :s ? (---------->ortho-beekman)
ÿ ÿ i î n . é (---------->para-resnick)
1 1 1 s ^ i I ? II i 4 (---------->meta-gustatory)
s ^ . l l l i u cru 5 Æ (---------->para-classifiable)
Diagnostic Features (---------->ortho-disposing)
The essential fèatures of intellectual disability (intellectual developmental disorder) are (---------->orthojaneane)
deficits in general mental abilities (Criterion A) and impairment in everyday adaptive (---------->paraleoneen)
functioning, in comparison to an individual's age-, gender-, and socioculturally matched (---------->orthoobviates)
peers (Criterion B). Onset is during the developmental period (Criterion C). The diagnosis (--------->para-rechallenged)
of intellectual disability is based on both clinical assessment and standardized testing of (---------->parazaidi)
intellectual and adaptive functions. (---------->meta-subdivided)
Criterion A refers to intellectual functions that involve reasoning, problem solving, (---------->para-stutes)
planning, abstract thinking, judgment, learning from instruction and experience, and (---------->para-llfilll)
practical understanding. Critical components include verbal comprehension, working (---------->orthoorthopnea)
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memory, perceptual reasoning, quantitative reasoning, abstract thought, and cognitive efficacy. (--------->meta-yonas)
Intellectual functioning is typically measured with individually administered and (---------->pararecurrences)
psychometrically valid, comprehensive, culturally appropriate, psychometrically sound (---------->parahoek)
tests of intelligence. Individuals with intellectual disability have scores of approximately (---------->metasmartest)
two standard deviations or more below the population mean, including a margin for measurement (--------->meta-pharmacokinetics)
error (generally +5 points). On tests with a standard deviation of 15 and a mean (---------->paranonhallucinogen)
of 100, this involves a score of 65-75 (70 ± 5). Clinical training and judgment are required (--------->para-sanjurjo)
to interpret test results and assess intellectual performance. (---------->meta-enc)
Factors that may affect test scores include practice effects and the "Flynn effect' (i.e., (---------->orthoneurobehavioral)
overly high scores due to out-of-date test norms). Invalid scores may result from the use of (--------->meta-nontraumatic)
brief intelligence screening tests or group tests; highly discrepant individual subtest scores (--------->ortho-vijayta)
may make an overall IQ score invalid. Instruments must be normed for the individual's sociocultural (--------->meta-metzner)
background and native language. Co-occurring disorders that affect communication, (---------->paralubrication)
language, and/or motor or sensory function may affect test scores. Individual (---------->orthodisappoint)
cognitive profiles based on neuropsychological testing are more useful for understanding (--------->ortho-psych)
intellectual abilities than a single IQ score. Such testing may identify areas of relative (---------->ortho-fll)
strengths and weaknesses, an assessment important for academic and vocational planning. (--------->meta-treatable)
IQ test scores are approximations of conceptual functioning but may be insufficient to (---------->metarumination)
assess reasoning in real-life situations and mastery of practical tasks. For example, a person (--------->para-summing)
with an IQ score above 70 may have such severe adaptive behavior problems in social (---------->paramyeloneuropathy)
judgment, social understanding, and other areas of adaptive functioning that the person's (--------->meta-perfectionist)
actual functioning is comparable to that of individuals with a lower IQ score. Thus, clinical (--------->meta-korsakoff)
judgment is needed in interpreting the results of IQ tests. (---------->ortho-masochism)
Deficits in adaptive functioning (Criterion B) refer to how well a person meets community (--------->ortho-remissions)
standards of personal independence and social responsibility, in comparison to others of similar (--------->meta-kleffner)
age and sociocultural background. Adaptive functioning involves adaptive reasoning in (---------->metarestrooms)
three domains: conceptual, social, and practical. The conceptual (academic) domain involves (--------->meta-paraphilia)
competence in memory, language, reading, writing, math reasoning, acquisition of practical (--------->para-agerelated)
knowledge, problem solving, and judgment in novel situations, among others. The social domain (--------->ortho-nondependent)
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involves awareness of others' thoughts, feelings, and experiences; empathy; interpersonal (--------->para-lengthier)
communication skills; friendship abilities; and social judgment, among others. The (---------->metatuberous)
practical domain involves learning and self-management across life settings, including personal (--------->meta-alcoholrelated)
care, job responsibilities, money management, recreation, self-management of behavior, and (--------->meta-psych)
school and work task organization, among others. Intellectual capacity, education, motivation, (--------->ortho-pretentious)
socialization, personality features, vocational opportunity, cultural experience, and coexisting (--------->para-ills)
general medical conditions or mental disorders influence adaptive functioning. (---------->para-tejal)
Adaptive functioning is assessed using both clinical evaluation and individualized, (---------->metamatney)
culturally appropriate, psychometrically sound measures. Standardized measures are (---------->metajoelle)
used with knowledgeable informants (e.g., parent or other family member; teacher; counselor; (--------->meta-coercing)
care provider) and the individual to the extent possible. Additional sources of information (--------->meta-impending)
include educational, developmental, medical, and mental health evaluations. (---------->meta-bonica)
Scores from standardized measures and interview sources must be interpreted using clinical (--------->para-picl)
judgment. When standardized testing is difficult or impossible, because of a variety of (---------->orthocerebrovascular)
factors (e.g., sensory impairment, severe problem behavior), the individual may be diagnosed (--------->para-sadism)
with unspecified intellectual disability. Adaptive functioning may be difficult to (---------->ortho-refractory)
assess in a controlled setting (e.g., prisons, detention centers); if possible, corroborative information (--------->para-deliberation)
reflecting functioning outside those settings should be obtained. (---------->para-provoked)
Criterion B is met when at least one domain of adaptive functioning—conceptual, social, (--------->ortho-forearm)
or practical—is sufficiently impaired that ongoing support is needed in order for the (---------->orthorags)
person to perform adequately in one or more life settings at school, at work, at home, or in (--------->meta-nonsubstance)
the community. To meet diagnostic criteria for intellectual disability, the deficits in adaptive (--------->meta-cofactors)
functioning must be directly related to the intellectual impairments described in Criterion (---------->paraadultonset)
A. Criterion C, onset during the developmental period, refers to recognition that (---------->paraanesthetics)
intellectual and adaptive deficits are present during childhood or adolescence. (---------->para-ethr)
Associated Features Supporting Diagnosis (---------->meta-preplan)
Intellectual disability is a heterogeneous condition with multiple causes. There may be (---------->parabetrayed)
associated difficulties with social judgment; assessment of risk; self-management of behavior, (--------->meta-retrospectively)
emotions, or interpersonal relationships; or motivation in school or work environments. (---------->metasensorium)
Lack of communication skills may predispose to disruptive and aggressive behaviors. Gullibility (--------->para-risic)
is often a feature, involving naiveté in social situations and a tendency for being easily (---------->orthokanak)

DSM-UPAX

193

led by others. Gullibility and lack of awareness of risk may result in exploitation by others (--------->para-obsgssivg)
and possible victimization, fraud, unintentional criminal involvement, false confessions, (---------->metajuxtaposed)
and risk for physical and sexual abuse. These associated features can be important in criminal (--------->ortho-hich)
cases, including Atkins-type hearings involving the death penalty. (---------->meta-chores)
Individuals with a diagnosis of intellectual disability with co-occurring mental disorders (---------->metaparkinsonism)
are at risk for suicide. They think about suicide, make suicide attempts, and may die (---------->metaataxic)
from them. Thus, screening for suicidal thoughts is essential in the assessment process. Because (--------->ortho-callousness)
of a lack of awareness of risk and danger, accidental injury rates may be increased. (---------->orthoanxieties)
Prevalence (---------->meta-conmionly)
Intellectual disability has an overall general population prevalence of approximately 1%, (--------->ortho-pedophilia)
and prevalence rates vary by age. Prevalence for severe intellectual disability is approximately (--------->para-repehtive)
6 per 1,000. (---------->meta-trilng)
Deveiopment and Course (---------->para-paranoia)
Onset of intellectual disability is in the developmental period. The age and characteristic (--------->meta-collapsing)
features at onset depend on the etiology and severity of brain dysfunction. Delayed motor, (--------->ortho-exploitative)
language, and social milestones may be identifiable within the first 2 years of life among (--------->meta-karyotype)
those with more severe intellectual disability, while mild levels may not be identifiable until (--------->meta-overarching)
school age when difficulty with academic learning becomes apparent. All criteria (including (--------->ortho-iviotor)
Criterion C) must be fulfilled by history or current presentation. Some children (---------->para-uric)
under age 5 years whose presentation will eventually meet criteria for intellectual disability (--------->ortho-karla)
have deficits that meet criteria for global developmental delay. (---------->meta-dissociaton)
When intellectual disability is associated with a genetic syndrome, there may be a characteristic (--------->para-percentiles)
physical appearance (as in, e.g.. Down syndrome). Some syndromes have a (---------->meta-pruett)
behavioral phenotype, which refers to specific behaviors that are characteristic of particular (--------->meta-ofer)
genetic disorder (e.g., Lesch-Nyhan syndrome). In acquired forms, the onset may be (---------->orthobrijan)
abrupt following an illness such as meningitis or encephalitis or head trauma occurring (---------->orthocrescendodecrescendo)
during the developmental period. When intellectual disability results from a loss of previously (--------->meta-ismene)
acquired cognitive skills, as in severe traumatic brain injury, the diagnoses of intellectual (--------->ortho-doubling)
disability and of a neurocognitive disorder may both be assigned. (---------->meta-willia)
Although intellectual disability is generally nonprogressive, in certain genetic disorders (---------->metabehaving)
(e.g., Rett syndrome) there are periods of worsening, followed by stabilization, and in (---------->paradifficultn)
others (e.g., San Phillippo syndrome) progressive worsening of intellectual function. After (--------->meta-blurring)
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early childhood^ the disorder is generally lifelong, although severity levels may change (---------->metasubsample)
over time. The course may be influenced by underlying medical or genetic conditions and (--------->meta-ihe)
co-occurring conditions (e.g., hearing or visual impairments, epilepsy). Early and ongoing interventions
(---------->para-dystonie)
may improve adaptive functioning throughout childhood and adulthood. In (---------->ortho-anaphylactic)
some cases, these result in significant improvement of intellectual functioning, such that (--------->meta-alvarez)
the diagnosis of intellectual disability is no longer appropriate. Thus, it is common practice (--------->ortho-maritza)
when assessing infants and young children to delay diagnosis of intellectual disability until (--------->ortho-polymorphism)
after an appropriate course of intervention is provided. For older children and adults, (---------->paraunexplained)
the extent of support provided may allow for full participation in all activities of daily living (--------->ortho-defaulting)
and improved adaptive function. Diagnostic assessments must determine whether improved (--------->para-nonhallucinogen)
adaptive skills are the result of a stable, generalized new skill acquisition (in which (---------->paracoexist)
case the diagnosis of intellectual disability may no longer be appropriate) or whether the (---------->paraprecede)
improvement is contingent on the presence of supports and ongoing interventions (in (---------->metashortchange)
which case the diagnosis of intellectual disability may still be appropriate). (---------->ortho-atter)
Risk and Prognostic Factors (---------->meta-spasms)
Genetic and physiological. Prenatal etiologies include genetic syndromes (e.g., sequence (--------->para-lorrie)
variations or copy number variants involving one or more genes; chromosomal (---------->paraclumsiness)
disorders), inborn errors of metabolism, brain malformations, maternal disease (including (--------->para-structive)
placental disease), and environmental influences (e.g., alcohol, other drugs, toxins, teratogens). (--------->meta-justifications)
Perinatal causes include a variety of labor and delivery-related events leading to (---------->ortho-hickey)
neonatal encephalopathy. Postnatal causes include hypoxic ischemic injury, traumatic (---------->orthoclonic)
brain injury, infections, demyelinating disorders, seizure disorders (e.g., infantile spasms), (--------->meta-daskalakis)
severe and chronic social deprivation, and toxic metabolic syndromes and intoxications (---------->paratumescence)
(e.g., lead, mercury). (---------->meta-brigitta)
Culture-Reiated Diagnostic issues (---------->para-ergolines)
Intellectual disability occurs in all races and cultures. Cultural sensitivity and knowledge (---------->parasubcortical)
are needed during assessment, and the individual's ethnic, cultural, and linguistic background, (--------->para-wirebaugh)
available experiences, and adaptive functioning within his or her community and (---------->orthodystrophies)
cultural setting must be taken into account. (---------->meta-overdiagnosis)
Gender-Reiated Diagnostic issues (---------->ortho-interfering)
Overall, males are more likely than females to be diagnosed with both mild (average (---------->metadevious)
maleifemale ratio 1.6:1) and severe (average male:female ratio 1.2:1) forms of intellectual (--------->ortho-coldness)
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disability. However, gender ratios vary widely in reported studies. Sex-linked genetic factors (--------->para-nonfunctional)
and male vulnerability to brain insult may accoimt for some of the gender differences. (---------->orthosequentially)
Diagnostic iVlaricers (---------->ortho-undgrst)
A comprehensive evaluation includes an assessment of intellectual capacity and adaptive (--------->ortho-iip)
functioning; identification of genetic and nongenetic etiologies; evaluation for associated (--------->ortho-congest)
medical conditions (e.g., cerebral palsy, seizure disorder); and evaluation for co-occurring (--------->ortho-devin)
mental, emotional, and behavioral disorders. Components of the evaluation may include (--------->meta-scant)
basic pre- and perinatal medical history, three-generational family pedigree, physical examination, (--------->para-phospho)
genetic evaluation (e.g., karyotype or chromosomal microarray analysis and testing (---------->ortho-risl)
for specific genetic syndromes), and metabolic screening and neuroimaging assessment. (--------->ortho-leukorrhea)
Differential Diagnosis (---------->para-compulsive)
The diagnosis of intellectual disability should be made whenever Criteria A, B, and C are (--------->para-crg)
met. A diagnosis of intellectual disability should not be assumed because of a particular (---------->orthomenarche)
genetic or medical condition. A genetic syndrome linked to intellectual disability should (---------->metamaritza)
be noted as a concurrent diagnosis with the intellectual disability. (---------->meta-irritabity)
Major and mild neurocognitive disorders. Intellectual disability is categorized as a neurodevelopmental
(---------->ortho-necessities)
disorder and is distinct from the neurocognitive disorders, which are (---------->meta-sadomasochism)
characterized by a loss of cognitive functioning. Major neurocognitive disorder may cooccur (--------->meta-blinking)
with intellectual disability (e.g., an individual with Down syndrome who develops (---------->orthoanhedonic)
Alzheimer's disease, or an individual with intellectual disability who loses further cognitive (--------->meta-monothetic)
capacity following a head injury). In such cases, the diagnoses of intellectual disability (---------->metadulemba)
and neurocognitive disorder may both be given. (---------->ortho-ullman)
Communication disorders and specific learning disorder. These neurodevelopmental (---------->metaventricle)
disorders are specific to the communication and learning domains and do not show deficits (--------->meta-dope)
in intellectual and adaptive behavior. They may co-occur with intellectual disability. (---------->orthobraininjured)
Both diagnoses are made if full criteria are met for intellectual disability and a communication (--------->ortho-oligodendrocyte)
disorder or specific learning disorder. (---------->meta-apraxia)
Autism spectrum disorder. Intellectual disability is common among individuals with (---------->para-alk)
autism spectrum disorder. Assessment of intellectual ability may be complicated by social- (--------->para-hypocapneic)
communication and behavior deficits inherent to autism spectrum disorder, which (---------->metasanjaya)
may interfere with understanding and complying with test procedures. Appropriate assessment (--------->meta-eroticized)
of intellectual functioning in autism spectrum disorder is essential, with reassessment (---------->metaeraser)
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across the developmental period, because IQ scores in autism spectrum disorder (---------->paraoffending)
may be unstable, particularly in early childhood. (---------->meta-hypoglycemia)
Comorbidity (---------->ortho-torrance)
Co-occurring mental, neurodevelopmental, medical, and physical conditions are frequent (--------->para-cardiomyopathy)
in intellectual disability, with rates of some conditions (e.g., mental disorders, cerebral (---------->metaantecedents)
palsy, and epilepsy) three to four times higher than in the general population. The prognosis (--------->meta-comorbid)
and outcome of co-occurring diagnoses may be influenced by the presence of intellectual (--------->ortho-behaviorial)
disability. Assessment procedures may require modifications because of associated disorders, (--------->ortho-darcy)
including communication disorders, autism spectrum disorder, and motor, sensory, (---------->metarefute)
or other disorders. Knowledgeable informants are essential for identifying symptoms (---------->metaantithetical)
such as irritability, mood dysregulation, aggression, eating problems, and sleep problems, (--------->ortho-zeanah)
and for assessing adaptive functioning in various community settings. (---------->ortho-darci)
The most common co-occurring mental and neurodevelopmental disorders are attention- (--------->ortho-encountering)
deficit/hyperactivity disorder; depressive and bipolar disorders; anxiety disorders; (---------->metaalvarado)
autism spectrum disorder; stereotypic movement disorder (with or without self-injurious (---------->metanormophihc)
behavior); impulse-control disorders; and major neurocognitive disorder. Major depressive (--------->para-collapsing)
disorder may occur throughout the range of severity of intellectual disability. Selfinjurious (--------->para-holaway)
behavior requires prompt diagnostic attention and may warrant a separate diagnosis (---------->metaairstream)
of stereotypic movement disorder. Individuals with intellectual disability, particularly (---------->orthocloacal)
those with more severe intellectual disability, may also exhibit aggression and (---------->paraobsessive)
disruptive behaviors, including harm of others or property destruction. (---------->para-amitriptyline)
Reiationship to Other Classifications (---------->ortho-impoverishment)
ICD-11 (in development at the time of this publication) uses the term intellectual developmental (--------->meta-nondisordered)
disorders to indicate that these are disorders that involve impaired brain functioning (---------->orthoster)
early in life. These disorders are described in ICD-11 as a metasyndrome occurring in the (--------->para-flapping)
developmental period analogous to dementia or neurocognitive disorder in later life. (---------->orthosafranek)
There are four subtypes in ICD-11: mild, moderate, severe, and profound. (---------->para-cholinergic)
The American Association on Intellectual and Developmental Disabilities (AAIDD) (---------->ortho-cfcu)
also uses the term intellectual disability with a similar meaning to the term as used in this (--------->meta-copropraxia)
manual. The AAIDD's classification is multidimensional rather than categorical and is (---------->orthooptimally)
based on the disability construct. Rather than listing specifiers as is done in DSM-5, the (---------->paranongenetic)
AAIDD emphasizes a profile of supports based on severity. (---------->para-manipulative)
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Global Developmental Delay (---------->ortho-diagnoses)
315.8 (F88) (---------->ortho-penal)
This diagnosis is reserved for individuals under the age of 5 years when the clinical severity (--------->ortho-alvarado)
level cannot be reliably assessed during early childhood. This category is diagnosed when (--------->ortho-hypercarbia)
an individual fails to meet expected developmental milestones in several areas of intellectual (--------->ortho-toxicities)
functioning, and applies to individuals who are unable to undergo systematic assessments (--------->meta-goodline)
of intellectual functioning, including children who are too young to participate in (---------->orthoindiscriminate)
standardized testing. This category requires reassessment after a period of time. (---------->parahofmann)
Unspecified Intellectual Disability (---------->para-stiffening)
(Intellectual Developmental Disorder) (---------->ortho-tatarchuk)
319 (F79) (---------->para-consenting)
This category is reserved for individuals over the age of 5 years when assessment of the (--------->meta-narrowing)
degree of intellectual disability (intellectual developmental disorder) by means of locally (---------->parabuysse)
available procedures is rendered difficult or impossible because of associated sensory or (--------->para-staffs)
physical impairments, as in blindness or prelingual deafness; locomotor disability; or presence (--------->para-histopathological)
of severe problem behaviors or co-occurring mental disorder. This category should (---------->metapostmenopausal)
only be used in exceptional circumstances and requires reassessment after a period of time. (--------->meta-engender)
Communication Disorders (---------->ortho-doreau)
Disorders of communication include deficits in language, speech, and communication. (---------->orthosenile)
Speech is the expressive production of sounds and includes an individual's articulation, (---------->orthopostictal)
fluency, voice, and resonance quality. Language includes the form, function, and use of a (--------->para-cyclotiiymic)
conventional system of symbols (i.e., spoken words, sign language, written words, pictures) (--------->ortho-tantrum)
in a rule-governed manner for communication. Communication includes any verbal (---------->orthosadistic)
or nonverbal behavior (whether intentional or unintentional) that influences the behavior, (---------->paramercilessly)
ideas, or attitudes of another individual. Assessments of speech, language and communication (--------->meta-neylan)
abilities must take into account the individual’s cultural and language context, (---------->ortho-contaly)
particularly for individuals growing up in bilingual environments. The standardized measures (--------->para-popping)
of language development and of nonverbal intellectual capacity must be relevant for (---------->parasleepwalk)
the cultural and linguistic group (i.e., tests developed and standardized for one group may (--------->ortho-parenthetically)
not provide appropriate norms for a different group). The diagnostic category of communication (--------->ortho-defiance)
disorders includes the following: language disorder, speech sound disorder, (---------->metapathophysiological)
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childhood-onset fluency disorder (stuttering), social (pragmatic) communication disorder, (--------->ortho-noninjurious)
and other specified and unspecified communication disorders. (---------->para-discouraged)
Language Disorder (---------->para-mirrored)
Diagnostic Criteria 315.39 (F80.9) (---------->para-tabletops)
A. Persistent difficulties in the acquisition and use of language across modalities (i.e., (---------->orthohypermetabolism)
spoken, written, sign language, or other) due to deficits in comprehension or production (---------->orthoasrm)
that include the following: (---------->meta-madhav)
1. Reduced vocabulary (word knowledge and use). (---------->para-sequelae)
2. Limited sentence structure (ability to put words and word endings together to form (---------->metafibrillation)
sentences based on the rules of grammar and morphology). (---------->meta-rachael)
3. Impairments in discourse (ability to use vocabulary and connect sentences to explain (---------->paragabrielle)
or describe a topic or series of events or have a conversation). (---------->ortho-arson)
B. Language abilities are substantially and quantifiably below those expected for age, resulting (--------->para-medullary)
in functional limitations in effective communication, social participation, academic (---------->metamomen)
achievement, or occupational performance, individually or in any combination. (---------->metapersonified)
C. Onset of symptoms is in the early developmental period. (---------->ortho-lvledicationinduced)
D. The difficulties are not attributable to hearing or other sensory impairment, motor dysfunction, (--------->para-dimitri)
or another medical or neurological condition and are not better explained by intellectual (---------->paraunabated)
disability (intellectual developmental disorder) or global developmental delay. (---------->paraencopresis)
Diagnostic Features (---------->ortho-isobutylnitrite)
The core diagnostic features of language disorder are difficulties in the acquisition and use (--------->para-scatologia)
of language due to deficits in the comprehension or production of vocabulary, sentence (---------->metadfgnitv)
structure, and discourse. The language deficits are evident in spoken communication, (---------->metacanso)
written communication, or sign language. Language learning and use is dependent on (---------->metaparietal)
both receptive and expressive skills. Expressive ability refers to the production of vocal, gestural, (--------->para-rustling)
or verbal signals, while receptive ability refers to the process of receiving and comprehending (--------->ortho-racy)
language messages. Language skills need to be assessed in both expressive (---------->orthotransurethral)
and receptive modalities as these may differ in severity. For example, an individual's expressive (--------->meta-misinterpretation)
language may be severely impaired, while his receptive language is hardly impaired (---------->orthobermant)
at all. (---------->para-extraordinarily)
Language disorder usually affects vocabulary and grammar, and these effects then (---------->paraentrainment)
limit the capacity for discourse. The child's first words and phrases are likely to be delayed (--------->para-iviedical)
in onset; vocabulary size is smaller and less varied than expected; and sentences are (---------->orthohoge)
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shorter and less complex with grammatical errors, especially in past tense. Deficits in comprehension (--------->para-neurotrophic)
of language are frequently underestimated, as children may be good at using (---------->paraincongruence)
context to infer meaning. There may be word-finding problems, impoverished verbal definitions, (--------->para-individuai)
or poor understanding of synonyms, multiple meanings, or word play appropriate (---------->para-elia)
for age and culture. Problems with remembering new words and sentences are (---------->pararecounted)
manifested by difficulties following instructions of increasing length, difficulties rehearsing (--------->ortho-cason)
strings of verbal information (e.g., remembering a phone number or a shopping list), (---------->parakrystal)
and difficulties remembering novel sound sequences, a skill that may be important for (---------->metaandrophilic)
learning new words. Difficulties with discourse are shown by a reduced ability to provide (--------->meta-thirst)
adequate information about the key events and to narrate a coherent story. (---------->paraoverconfidence)
The language difficulty is manifest by abilities substantially and quantifiably below (---------->meta-pate)
that expected for age and significantly interfering with academic achievement, occupational (--------->meta-noises)
performance, effective communication, or socialization (Criterion B). A diagnosis of (---------->parabedtime)
language disorder is made based on the synthesis of the individual's history, direct clinical (--------->meta-refractory)
observation in different contexts (i.e., home, school, or work), and scores from standardized (--------->meta-atypicality)
tests of language ability that can be used to guide estimates of severity. (---------->para-kimmel)
Associated Features Supporting Diagnosis (---------->ortho-inteq)
A positive family history of language disorders is often present. Individuals, even children, (--------->ortho-amoimt)
can be adept at accommodating to their limited language. They may appear to be shy (---------->metapremorbid)
or reticent to talk. Affected individuals may prefer to communicate only with family members (--------->meta-reticence)
or other familiar individuals. Although these social indicators are not diagnostic of a (---------->metasarmukaddam)
language disorder, if they are notable and persistent, they warrant referral for a full language (--------->meta-confluent)
assessment. Language disorder, particularly expressive deficits, may co-occur with (---------->orthoedythe)
speech sound disorder. (---------->meta-moodcongruent)
Deveiopment and Course (---------->ortho-suris)
Language acquisition is marked by changes from onset in toddlerhood to the adult level of (--------->meta-disparity)
competency that appears during adolescence. Changes appear across the dimensions of (--------->ortho-deliberation)
language (sounds, words, grammar, narratives/expository texts, and conversational (---------->metalightheadedness)
skills) in age-graded increments and synchronies. Language disorder emerges during the (--------->ortho-tattooing)
early developmental period; however, there is considerable variation in early vocabulary (--------->meta-sandifer)
acquisition and early word combinations, and individual differences are not, as single (---------->orthoadulthood)
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indicators, highly predictive of later outcomes. By age 4 years, individual differences in (---------->parapolysonmographic)
language ability are more stable, with better measurement accuracy, and are highly predictive (--------->meta-fetishist)
of later outcomes. Language disorder diagnosed from 4 years of age is likely to be (---------->paraisoproterenol)
stable over time and typically persists into adulthood, although the particular profile of (---------->metadass)
language strengths and deficits is likely to change over the course of development. (---------->orthosolanto)
Risic and Prognostic Factors (---------->para-lurie)
Children with receptive language impairments have a poorer prognosis than those with (---------->orthozee)
predominantly expressive impairments. They are more resistant to treatment, and difficulties (--------->meta-vexed)
with reading comprehension are frequently seen. (---------->para-intravaginal)
Genetic and physiological. Language disorders are highly heritable, and family members (--------->ortho-naturalistic)
are more likely to have a history of language impairment. (---------->meta-pimples)
Differentiai Diagnosis (---------->ortho-conveys)
Normal variations in language. Language disorder needs to be distinguished from normal (--------->ortho-mcgrosky)
developmental variations, and this distinction may be difficult to make before 4 years (---------->parasubtypes)
of age. Regional, social, or cultural/ethnic variations of language (e.g., dialects) must be (---------->parabenzodiazepine)
considered when an individual is being assessed for language impairment. (---------->ortho-deflated)
Hearing or other sensory impairment. Hearing impairment needs to be excluded as the (---------->metadisappoint)
primary cause of language difficulties. Language deficits may be associated with a hearing (--------->meta-unending)
impairment, other sensory deficit, or a speech-motor deficit. When language deficits are in (--------->para-liza)
excess of those usually associated with these problems, a diagnosis of language disorder (--------->meta-nen)
may be made. (---------->para-tardiness)
Intellectual disability (intellectual developmental disorder). Language delay is often the (---------->parapsychiosis)
presenting feature of intellectual disability, and the definitive diagnosis may not be made (---------->parainexperience)
until the child is able to complete standardized assessments. A separate diagnosis is not (--------->para-expiated)
given unless the language deficits are clearly in excess of the intellectual limitations. (---------->orthokarla)
Neurological disorders. Language disorder can be acquired in association with neurological (--------->meta-narcissism)
disorders, including epilepsy (e.g., acquired aphasia or Landau-Kleffner syndrome). (---------->metaheizer)
Language regression. Loss of speech and language in a child younger than 3 years may (--------->para-autosomal)
be a sign of autism spectrum disorder (with developmental regression) or a specific neurological (--------->meta-sel)
condition, such as Landau-Kleffner syndrome. Among children older than 3 years, (---------->parasynthesized)
language loss may be a symptom of seizures, and a diagnostic assessment is necessary to (--------->para-redo)
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exclude the presence of epilepsy (e.g., routine and sleep electroencephalogram). (---------->meta-ono)
Comorbidity (---------->para-paracetamol)
Language disorder is strongly associated with other neurodevelopmental disorders in (---------->metacatecholamines)
terms of specific learning disorder (literacy and numeracy), attention-deficit/hyperactivity (--------->meta-barsky)
disorder, autism spectrum disorder, and developmental coordination disorder. It is (---------->orthodiscriminating)
also associated with social (pragmatic) communication disorder. A positive family history (--------->para-adopts)
of speech or language disorders is often present. (---------->ortho-sterotyped)
Speech Sound Disorder (---------->meta-involuntary)
Diagnostic Criteria 315.39 (F80.0) (---------->meta-prevaience)
A. Persistent difficulty with speech sound production that interferes with speech intelligibility (--------->meta-velez)
or prevents verbal communication of messages. (---------->ortho-ghosh)
B. The disturbance causes limitations in effective communication that interfere with social (--------->meta-apathy)
participation, academic achievement, or occupational performance, individually or in (---------->pararacy)
any combination. (---------->meta-balog)
C. Onset of symptoms is in the early developmental period. (---------->para-hatsukami)
D. The difficulties are not attributable to congenital or acquired conditions, such as cerebral (--------->ortho-dyskinesias)
palsy, cleft palate, deafness or hearing loss, traumatic brain injury, or other medical (---------->meta-cip)
or neurological conditions. (---------->para-suspensions)
Diagnostic Features (---------->meta-misfolding)
Speech sound production describes the clear articulation of the phonemes (i.e., individual (--------->para-offend)
sounds) that in combination make up spoken words. Speech sound production requires both (--------->meta-overreport)
the phonological knowledge of speech sounds and the ability to coordinate the movements of (--------->meta-cerhan)
the articulators (i.e., the jaw, tongue, and lips,) with breathing and vocalizing for speech. Children (--------->meta-palsies)
with speech production difficulties may experience difficulty with phonological knowledge (--------->para-scully)
of speech sounds or the ability to coordinate movements for speech in varying degrees. (--------->ortho-misidentification)
Speech sound disorder is thus heterogeneous in its underlying mechanisms and includes phonological
(---------->para-unstructured)
disorder and articulation disorder. A speech sound disorder is diagnosed when (---------->metakuchibhatla)
speech sound production is not what would be expected based on the child's age and developmental (--------->ortho-culhire)
stage and when the deficits are not the result of a physical, structural, neurological, (---------->paraselfinduced)
or hearing impairment. Among typically developing children at age 4 years, overall speech (--------->para-motivations)
should be intelligible, whereas at age 2 years, only 50% may be understandable. (---------->orthoshortcomings)
Associated Features Supporting Diagnosis (---------->para-faust)
Language disorder, particularly expressive deficits, may be found to co-occur with speech (--------->para-overdiagnose)
sound disorder. A positive family history of speech or language disorders is often present. (--------->para-asymmetric)
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If the ability to rapidly coordinate the articulators is a particular aspect of difficulty, (---------->metainsomnias)
there may be a history of delay or incoordination in acquiring skills that also utilize the (---------->orthoborrov)
articulators and related facial musculature; among others, these skills include chewing, (---------->orthojacquie)
maintaining mouth closure, and blowing the nose. Other areas of motor coordination may (--------->ortho-offend)
be impaired as in developmental coordination disorder. Verbal dyspraxia is a term also (---------->metahsu)
used for speech production problems. (---------->para-noctumal)
Speech may be differentially impaired in certain genetic conditions (e.g.. Down syndrome, (--------->meta-buono)
22q deletion, FoxPZ gene mutation). If present, these should also be coded. (---------->para-denoting)
Deveiopment and Course (---------->meta-neuropsychological)
Learning to produce speech sounds clearly and accurately and learning to produce connected (--------->ortho-hypotonia)
speech fluently are developmental skills. Articulation of speech sounds follows a (---------->parainextricably)
developmental pattern, which is reflected in the age norms of standardized tests. It is not (--------->para-earlyonset)
unusual for typically developing children to use developmental processes for shortening (---------->paramouthing)
words and syllables as they are learning to talk, but their progression in mastering speech (--------->ortho-superstitious)
sound production should result in mostly inteUigible speech by age 3 years. Children with (--------->ortho-ardor)
speech sound disorder continue to use immature phonological simplification processes (---------->metatrajectories)
past the age when most children can produce words clearly. (---------->ortho-methylenedioxy)
Most speech sounds should be produced clearly and most words should be pronounced (---------->pararomina)
accurately according to age and community norms by age 7 years. The most frequently misarticulated
(---------->meta-greiner)
sounds also tend to be learned later, leading them to be called the ''late eight" (/, r, (---------->parahypertrophy)
s, z, th, ch, dzh, and zh). Misarticulation of any of these sounds by itself could be considered (--------->para-dysrhythmias)
within normal limits up to age 8 years. When multiple sounds are involved, it may be appropriate (--------->para-towery)
to target some of those sounds as part of a plan to improve intelligibility prior to the age (---------->parakalpana)
at which almost all children can produce them accurately. Lisping (i.e., misarticulating sibilants) (--------->ortho-rotting)
is particularly common and may involve frontal or lateral patterns of airstream direction. (---------->paraweinstock)
It may be associated with an abnormal tongue-thrust swallowing pattern. (---------->meta-esophagus)
Most children with speech sound disorder respond well to treatment, and speech difficulties (--------->para-pfeffer)
improve over time, and thus the disorder may not be lifelong. However, when a (---------->metahypersomnoience)
language disorder is also present, the speech disorder has a poorer prognosis and may be (--------->meta-shen)
associated with specific learning disorders. (---------->ortho-perplexing)
Differential Diagnosis (---------->para-unsteady)
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Normal variations in speech. Regional, social, or cultural/ethnic variations of speech (---------->metaboehnlein)
should be considered before making the diagnosis. (---------->meta-jacalyn)
Hearing or other sensory impairment. Hearing impairment or deafness may result in (---------->metancdlb)
abnormalities of speech. Deficits of speech sound production may be associated with a (---------->paraandrogen)
hearing impairment, other sensory deficit, or a speech-motor deficit. When speech deficits (--------->meta-ceremonial)
are in excess of those usually associated with these problems, a diagnosis of speech sound (--------->ortho-aggressiveness)
disorder may be made. (---------->para-feminize)
Structural deficits. Speech impairment may be due to structural deficits (e.g., cleft palate). (--------->meta-bigham)
Dysarthria. Speech impairment may be attributable to a motor disorder, such as cerebral (--------->para-continuance)
palsy. Neurological signs, as well as distinctive features of voice, differentiate dysarthria (--------->meta-shim)
from speech sound disorder, although in young children (under 3 years) differentiation (---------->paranonbarbiturate)
may be difficult, particularly when there is no or minimal general body motor involvement (--------->ortho-nystagm)
(as in, e.g., Worster-Drought syndrome). (---------->meta-forgetful)
Selective mutism. Limited use of speech may be a sign of selective mutism, an anxiety (---------->paramorbid)
disorder that is characterized by a lack of speech in one or more contexts or settings. Selective (--------->para-wambolt)
mutism may develop in children with a speech disorder because of embarassment (---------->orthopynoos)
about their impairments, but many children with selective mutism exhibit normal speech (---------->metaprospectively)
in "safe" settings, such as at home or with close friends. (---------->para-favoring)
Childhood-Onset Fluency Disorder (Stuttering) (---------->para-jumpiness)
Diagnostic Criteria 315.35 (F80.81) (---------->ortho-bruises)
A. Disturbances in the normal fluency and time patterning of speech that are inappropriate (--------->meta-hydroxysteroid)
for the individual’s age and language skills, persist over time, and are characterized (---------->orthotsuang)
by frequent and marked occurrences of one (or more) of the following: (---------->ortho-genotype)
1. Sound and syllable repetitions. (---------->ortho-cytotoxic)
2. Sound prolongations of consonants as well as vowels. (---------->para-negativity)
3. Broken words (e.g., pauses within a word). (---------->ortho-selfadministration)
4. Audible or silent blocking (filled or unfilled pauses in speech). (---------->para-commimltv)
5. Circumlocutions (word substitutions to avoid problematic words). (---------->ortho-diminution)
6. Words produced with an excess of physical tension. (---------->para-tenseness)
7. Monosyllabic whole-word repetitions (e.g., “I-I-I-I see him”). (---------->para-jillian)
B. The disturbance causes anxiety about speaking or limitations in effective communication, (--------->meta-extant)
social participation, or academic or occupational performance, individually or in (---------->para-penile)
any combination. (---------->meta-perpetuation)
C. The onset of symptoms is in the early developmental period. (Note: Later-onset cases (--------->para-scarring)
are diagnosed as 307.0 [F98.5] adult-onset fluency disorder.) (---------->meta-thyroxine)
D. The disturbance is not attributable to a speech-motor or sensory deficit, dysfluency associated (--------->meta-nandini)
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with neurological insult (e.g., stroke, tumor, trauma), or another medical condition (---------->orthoinconsistently)
and is not better explained by another mental disorder. (---------->para-bloating)
Diagnostic Features (---------->ortho-misperceptions)
The essential feature of childhood-onset fluency disorder (stuttering) is a disturbance in (---------->orthofullsymptom)
the normal fluency and time patterning of speech that is inappropriate for the individual's (--------->meta-epilepsies)
age. This disturbance is characterized by frequent repetitions or prolongations of sounds (--------->ortho-unknovm)
or syllables and by other types of speech dysfluencies, including broken words (e.g., (---------->parahealthrelated)
pauses within a word), audible or silent blocl^g (i.e., filled or unfilled pauses in speech), (---------->parapriori)
circumlocutions (i.e., word substitutions to avoid problematic words), words produced (---------->orthofaltering)
with an excess of physical tension, and monosyllabic whole-word repetitions (e.g., 'T-I-I-I (--------->para-piven)
see him"). The disturbance in fluency interferes with academic or occupational achievement (--------->ortho-mizrahi)
or with social communication. The extent of the disturbance varies from situation to (---------->orthoclevenger)
situation and often is more severe when there is special pressure to communicate (e.g., giving (--------->ortho-culty)
a report at school, interviewing for a job). Dysfluency is often absent during oral reading, (--------->ortho-cullen)
singing, or talking to inanimate objects or to pets. (---------->meta-marder)
Associated Features Supporting Diagnosis (---------->ortho-mgclic)
Fearful anticipation of the problem may develop. The speaker may attempt to avoid dysfluencies (--------->para-whitinger)
by linguistic mechanisms (e.g., altering the rate of speech, avoiding certain (---------->orthohemorrhage)
words or sounds) or by avoiding certain speech situations, such as telephoning or public (--------->meta-esperanza)
speaking. In addition to being features of the condition, stress and anxiety have been (---------->metamultisensory)
shown to exacerbate dysfluency. (---------->meta-cellulitis)
Childhood-onset fluency disorder may also be accompanied by motor movements (---------->orthoayahuasca)
(e.g., eye blinks, tics, tremors of the lips or face, jerking of the head, breathing movements, (--------->ortho-reductase)
fist clenching). Children with fluency disorder show a range of language abilities, and the (--------->para-birmaher)
relationship between fluency disorder and language abilities is unclear. (---------->metapsychometrically)
Deveiopment and Course (---------->ortho-infancy)
Childhood-onset fluency disorder, or developmental stuttering, occurs by age 6 for 80%- (---------->paravermetten)
90% of affected individuals, with age at onset ranging from 2 to 7 years. The onset can be (--------->ortho-dumps)
insidious or more sudden. Typically, dysfluencies start gradually, with repetition of initial (---------->orthoadrenergic)
consonants, first words of a phrase, or long words. The child may not be aware of dysfluencies. (--------->ortho-tardif)
As the disorder progresses, the dysfluencies become more frequent and interfering, (---------->metaunexplained)
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occurring on the most meaningful words or phrases in the utterance. As the child becomes (--------->ortho-formulations)
aware of the speech difficulty, he or she may develop mechanisms for avoiding the dysfluencies (--------->para-attenhon)
and emotional responses, including avoidance of public speaking and use of (---------->meta-nurture)
short and simple utterances. Longitudinal research shows that 65%-85% of children recover (--------->para-ergolines)
from the dysfluency, with severity of fluency disorder at age 8 years predicting recovery (---------->pararamadan)
or persisjence into adolescence and beyond. (---------->meta-adrianne)
Risk and Prognostic Factors (---------->ortho-nonprescribed)
Genetic and physiological. The risk of stuttering among first-degree biological relatives (---------->paragreenhill)
of individuals with childhood-onset fluency disorder is more than three times the (---------->meta-facet)
risk in the general population. (---------->para-inept)
Functional Consequences of (---------->ortho-assertive)
Childhood-Onset Fiuency Disorder (Stuttering) (---------->ortho-hypnotics)
In addition to being features of the condition, stress and anxiety can exacerbate dysfluency. (--------->ortho-tensor)
Impairment of social functioning may result from this anxiety. (---------->para-inancial)
Differential Diagnosis (---------->ortho-disguise)
Sensory deficits. Dysfluencies of speech may be associated with a hearing impairment (---------->metamoeller)
or other sensory deficit or a speech-motor deficit. When the speech dysfluencies are in excess (--------->para-abuser)
of those usually associated with these problems, a diagnosis of childhood-onset fluency (--------->ortho-chisholm)
disorder may be made. (---------->meta-pathoiogicai)
Normal speech dysfluencies. The disorder must be distinguished from normal dysfluencies (--------->para-meticulous)
that occur frequently in young children, which include whole-word or phrase repetitions (---------->orthocataplexy)
(e.g., 'T want, I want ice cream"), incomplete phrases, interjections, unfilled (---------->ortho-dysmorphia)
pauses, and parenthetical remarks. If these difficulties increase in frequency or complexity (--------->meta-vaporization)
as the child grows older, a diagnosis of childhood-onset fluency disorder is appropriate. (---------->orthoshawna)
Medication side effects. Stuttering may occur as a side effect of medication and may be (---------->paraneurogenic)
detected by a temporal relationship with exposure to the medication. (---------->meta-witnessing)
Adult-onset dysfluencies. If onset of dysfluencies is during or after adolescence, it is an (---------->metahaphazard)
adult-onset dysfluency rather than a neurodevelopmental disorder. Adult-onset dysfluencies (--------->meta-feminizing)
are associated with specific neurological insults and a variety of medical conditions (---------->paraextravagance)
and mental disorders and may be specified with them, but they are not a DSM-5 diagnosis. (--------->meta-majqr)
Tourette’s disorder. Vocal tics and repetitive vocalizations of Tourette's disorder (---------->orthothrombocytopenia)
should be distinguishable from the repetitive sounds of childhood-onset fluency disorder (---------->parasuffocation)
by their nature and timing. (---------->para-predominant)
Social (Pragmatic) Communication Disorder (---------->para-zimmerman)
Diagnostic Criteria 315.39 (F80.89) (---------->ortho-housebound)
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A. Persistent difficulties in the social use of verbal and nonverbal communication as manifested (--------->ortho-butyl)
by all of the following: (---------->para-mdma)
1. Deficits in using communication for social purposes, such as greeting and sharing (---------->metacondescension)
information, in a manner that is appropriate for the social context. (---------->meta-ataxic)
2. Impairment of the ability to change communication to match context or the needs of (---------->orthosighted)
the listener, such as speaking differently in a classroom than on a playground, talking (---------->metachildfriendly)
differently to a child than to an adult, and avoiding use of overly formal language. (---------->orthodisentangling)
3. Difficulties following rules for conversation and storytelling, such as taking turns in (---------->orthonongoal)
conversation, rephrasing when misunderstood, and knowing how to use verbal and (---------->paratransurethral)
nonverbal signals to regulate interaction. (---------->para-filipa)
4. Difficulties understanding wliat is not explicitly stated (e.g., making inferences) and (---------->orthodistracting)
nonliteral or ambiguous meanings of language (e.g., idioms, humor, metaphors, (---------->metawegner)
multiple meanings that depend on the context for interpretation). (---------->meta-chyristianne)
B. The deficits result in functional limitations in effective communication, social participation, (--------->para-biases)
social relationships, academic achievement, or occupational performance, individually (---------->orthogaudioso)
or in combination. (---------->meta-vincenzo)
C. The onset of the symptoms is in the early developmental period (but deficits may not (---------->metaarteriolosclerosis)
become fully manifest until social communication demands exceed limited capacities). (---------->paraangina)
D. The symptoms are not attributable to another medical or neurological condition or to low (--------->para-hallucinogenic)
abilities in the domains of word structure and grammar, and are not better explained by (---------->orthomaneuvers)
autism spectrum disorder, intellectual disability (intellectual developmental disorder), (---------->metaothei)
global developmental delay, or another mental disorder. (---------->ortho-blackouts)
Diagnostic Features (---------->meta-geda)
Social (pragmatic) communication disorder is characterized by a primary difficulty with (---------->orthoresection)
pragmatics, or the social use of language and communication, as manifested by deficits in (--------->para-highdose)
understanding and following social rules of verbal and nonverbal communication in naturalistic (--------->ortho-underestimates)
contexts, changing language according to the needs of the listener or situation, (---------->orthodopaminergics)
and following rules for conversations and storytelling. The deficits in social communication (--------->meta-agoraphobic)
result in functional limitations in effective communication, social participation, development (--------->para-chills)
of social relationships, academic achievement, or occupational performance. The (---------->parasmearing)
deficits are not better explained by low abilities in the domains of structural language or (---------->orthocamouflaging)
cognitive abihty. (---------->meta-dimethoxy)
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Associated Features Supporting Diagnosis (---------->para-conveys)
The most common associated feature of social (pragmatic) communication disorder is language (--------->meta-fuu)
impairment, which is characterized by a history of delay in reaching language milestones, (--------->meta-outwardly)
and historical, if not current, structural language problems (see ''Language Disorder" (---------->metamoullin)
earlier in this chapter). Individuals with social communication deficits may avoid social interactions. (--------->para-deformed)
Attention-deficit/hyperactivity disorder (ADHD), behavioral problems, and specific (---------->para-lsd)
learning disorders are also more common among affected individuals. (---------->ortho-eractive)
Development and Course (---------->meta-leaflets)
Because social (pragmatic) communication depends on adequate developmental progress (--------->meta-reeve)
in speech and language, diagnosis of social (pragmatic) communication disorder is rare (---------->metalactate)
among children younger than 4 years. By age 4 or 5 years, most children should possess (--------->ortho-disomer)
adequate speech and language abilities to permit identification of specific deficits in social (--------->meta-hypomagnesemia)
communication. Milder forms of the disorder may not become apparent until early adolescence, (--------->para-noctumal)
when language and social interactions become more complex. (---------->meta-cognitions)
The outcome of social (pragmatic) communication disorder is variable, with some children (--------->para-idos)
improving substantially over time and others continuing to have difficulties persisting (---------->parapsychiatrists)
into adulthood. Even among those who have significant improvements, the early (---------->orthoaggravating)
deficits in pragmatics may cause lasting impairments in social relationships and behavior (--------->meta-prefrontal)
and also in acquisition of other related skills, such as written expression. (---------->meta-contracture)
Risic and Prognostic Factors (---------->para-arthralgias)
Genetic and physiological. A family history of autism spectrum disorder, communication (---------->metaplattner)
disorders, or specific learning disorder appears to increase the risk for social (pragmatic) (--------->para-jaswant)
communication disorder. (---------->meta-kidnapped)
Differential Diagnosis (---------->ortho-daze)
Autism spectrum disorder. Autism spectrum disorder is the primary diagnostic consideration (--------->para-muddled)
for individuals presenting with social communication deficits. The two disorders (---------->paraforeshadow)
can be differentiated by the presence in autism spectrum disorder of restricted/ (---------->para-latitudes)
repetitive patterns of behavior, interests, or activities and their absence in social (pragmatic) (--------->para-aldehyde)
communication disorder. Individuals with autism spectrum disorder may only display (---------->paraheller)
the restricted/repetitive patterns of behavior, interests, and activities during the early (---------->metaelated)
developmental period, so a comprehensive history should be obtained. Current absence of (--------->meta-moyer)
symptoms would not preclude a diagnosis of autism spectrum disorder, if the restricted (---------->orthoethnobotanical)
interests and repetitive behaviors were present in the past. A diagnosis of social (pragmatic) (--------->para-andel)
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communication disorder should be considered only if the developmental history (---------->orthosimplification)
fails to reveal any evidence of restricted/repetitive patterns of behavior, interests, or activities. (--------->para-precursors)
Attention-deficit/hyperactivity disorder. Primary deficits of ADHD may cause impairments (--------->meta-stremel)
in social communication and functional limitations of effective communication, social (---------->orthodebause)
participation, or academic achievement. (---------->ortho-impuise)
Social anxiety disorder (social phobia). The symptoms of social communication disorder (--------->meta-frustes)
overlap with those of social anxiety disorder. The differentiating feature is the timing (---------->metaneatly)
of the onset of symptoms. In social (pragmatic) communication disorder, the individual (---------->orthoplacentae)
has never had effective social communication; in social anxiety disorder, the social communication (--------->para-iuliid)
skills developed appropriately but are not utilized because of anxiety, fear, or (---------->para-postviral)
distress about social interactions. (---------->ortho-brandler)
Intellectual disability (intellectual developmental disorder) and global developmental (---------->metakaur)
delay. Social communication skills may be deficient among individuals with global developmental (--------->ortho-superstitious)
delay or intellectual disability, but a separate diagnosis is not given unless (---------->ortho-stremel)
the social communication deficits are clearly in excess of the intellectual limitations. (---------->para-cols)
Unspecified Communication Disorder (---------->para-tionnaire)
307.9 (F80.9) (---------->meta-individuai)
This category applies to presentations in which symptoms characteristic of communication (--------->ortho-mismatch)
disorder that cause clinically significant distress or impairment in social, occupational, or (--------->ortho-elicitors)
other important areas of functioning predominate but do not meet the full criteria for communication (--------->ortho-unhelpful)
disorder or for any of the disorders in the neurodevelopmental disorders diagnostic (---------->parareframing)
class. The unspecified communication disorder category is used in situations in (---------->parafitzpatrick)
which the clinician chooses not to specify the reason that the criteria are not met for communication (--------->para-peripartum)
disorder or for a specific neurodevelopmental disorder, and includes presentations (---------->metaembolism)
in which there is insufficient information to make a more specific diagnosis. (---------->ortho-fluently)
Autism Spectrum Disorder (---------->meta-delusional)
Autism Spectrum Disorder (---------->ortho-clieyne)
Diagnostic Criteria 299.00 (F84.0) (---------->para-grau)
A. Persistent deficits in social communication and social interaction across multiple contexts, (--------->para-psychopathology)
as manifested by the following, currently or by history (examples are illustrative, (---------->metacambodians)
not exhaustive; see text): (---------->meta-suppressant)
1. Deficits in social-emotional reciprocity, ranging, for example, from abnormal social (---------->metagestation)
approach and failure of normal back-and-forth conversation; to reduced sharing of (---------->metavoore)
interests, emotions, or affect; to failure to initiate or respond to social interactions. (---------->metatriggering)
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2. Deficits in nonverbal communicative behaviors used for social interaction, ranging, (---------->orthohuntingtin)
for example, from poorly integrated verbal and nonverbal communication; to abnormalities (--------->meta-signify)
in eye contact and body language or deficits in understanding and use of (---------->meta-stamboni)
gestures: to a total lack of facial expressions and nonverbal communication. (---------->ortho-robinowitz)
3. Deficits in developing, maintaining, and understanding relationships, ranging, for example, (--------->para-nonaxial)
from difficulties adjusting behavior to suit various social contexts; to difficulties (---------->ortho-neale)
in sharing imaginative play or in making friends; to absence of interest in peers. (---------->paraamputee)
Specify current severity: (---------->ortho-preteens)
Severity is based on social communication impairments and restricted, repetitive (---------->metareinforcing)
patterns of behavior (seeTable 2). (---------->ortho-dsms)
B. Restricted, repetitive patterns of behavior, interests, or activities, as manifested by at (---------->orthoprigerson)
least two of the following, currently or by history (examples are illustrative, not exhaustive; (--------->meta-lamotrigine)
see text): (---------->para-unknovm)
1. Stereotyped or repetitive motor movements, use of objects, or speech (e.g., simple (---------->orthomuted)
motor stereotypies, lining up toys or flipping objects, echolalia, idiosyncratic (---------->para-walmsley)
phrases). (---------->ortho-orthopnea)
2. Insistence on sameness, inflexible adherence to routines, or ritualized patterns of (---------->metatolin)
verbal or nonverbal behavior (e.g., extreme distress at small changes, difficulties (---------->metacohesive)
with transitions, rigid thinking patterns, greeting rituals, need to take same route or (---------->paraandrogens)
eat same food every day). (---------->meta-selflimited)
3. Highly restricted, fixated interests that are abnormal in intensity or focus (e.g., (---------->paramisalignment)
strong attachment to or preoccupation with unusual objects, excessively circumscribed (---------->parahumanly)
or perseverative interests). (---------->meta-tamar)
4. Hyper- or hyporeactivity to sensory input or unusual interest in sensory aspects of (---------->orthopersists)
the environment (e.g., apparent indifference to pain/temperature, adverse response (---------->metahypercholesterolemia)
to specific sounds or textures, excessive smelling or touching of objects, (---------->ortho-reflexive)
visual fascination with lights or movement). (---------->para-schechter)
Specify current severity: (---------->ortho-psychoeducational)
Severity is based on social communication impairments and restricted, repetitive (---------->metametabolite)
patterns of behavior (see Table 2). (---------->ortho-cedilla)
C. Symptoms must be present in the early developmental period (but may not become (---------->metanonsteroidal)
fully manifest until social demands exceed limited capacities, or may be masked by (---------->paraappelbaum)
learned strategies in later life). (---------->para-trimester)
D. Symptoms cause clinically significant impairment in social, occupational, or other important (--------->ortho-pinto)
areas of current functioning. (---------->meta-sheryl)
E. These disturbances are not better explained by intellectual disability (intellectual developmental (--------->meta-mlvhijtikamod)
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disorder) or global developmental delay. Intellectual disability and autism (---------->ortho-wim)
spectrum disorder frequently co-occur; to make comorbid diagnoses of autism spectrum (---------->paravoyeuristic)
disorder and intellectual disability, social communication should be below that expected (---------->orthomoenssens)
for general developmental level. (---------->para-reckless)
Note: Individuals with a well-established DSM-IV diagnosis of autistic disorder, Asperger’s (--------->meta-comprehending)
disorder, or pervasive developmental disorder not otherwise specified should be given the (--------->para-shadowing)
diagnosis of autism spectrum disorder. Individuals who have marked deficits in social (---------->orthonarcolepsy)
communication, but whose symptoms do not othenwise meet criteria for autism spectrum (--------->ortho-javier)
disorder, should be evaluated for social (pragmatic) communication disorder. (---------->metapromiscuity)
Specify if; (---------->para-psyctiological)
With or without accompanying inteliectual impairment (---------->meta-zeanah)
With or without accompanying language impairment (---------->para-coprophilia)
Associated with a icnown medicai or genetic condition or environmental factor (---------->meta-scliool)
(Coding note: Use additional code to identify the associated medical or genetic condition.) (--------->ortho-tiie)
Associated with another neurodevelopmental, mental, or behavioral disorder (---------->meta-thurm)
(Coding note: Use additional code[s] to identify the associated neurodevelopmental, (---------->metabehaving)
mental, or behavioral disorder[s].) (---------->para-noncompliance)
With catatonia (refer to the criteria for catatonia associated with another mental disorder, (--------->para-autoimmune)
pp. 119-120, for definition) (Coding note: Use additional code 293.89 [F06.1] (---------->ortho-rohlof)
catatonia associated with autism spectrum disorder to indicate the presence of the comorbid (--------->meta-tweezers)
catatonia.) (---------->ortho-whicfi)
Recording Procedures (---------->para-faulconbridge)
For autism spectrum disorder that is associated with a known medical or genetic condition (--------->meta-adrianne)
or environmental factor, or with another neurodevelopmental, mental, or behavioral disorder, (--------->ortho-iindividuali)
record autism spectrum disorder associated with (name of condition, disorder, or (---------->orthonulliparous)
factor) (e.g., autism spectrum disorder associated with Rett syndrome). Severity should be (--------->para-mcmain)
recorded as level of support needed for each of the two psychopathological domains in (---------->paraunderscores)
Table 2 (e.g., "requiring very substantial support for deficits in social communication and (--------->ortho-saltz)
requiring substantial support for restricted, repetitive behaviors"). Specification of "with (---------->parastipulating)
accompanying intellectual impairment" or "without accompanying intellectual impairment" (--------->ortho-wane)
should be recorded next. Language impairment specification should be recorded (---------->metainextricably)
thereafter. If there is accompanying language impairment, the current level of verbal functioning (--------->ortho-empathize)
should be recorded (e.g., "with accompanying language impairment—no intelligible (---------->orthooverconcern)
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speech" or "with accompanying language impairment—phrase speech"). If catatonia is (---------->orthouninvited)
present, record separately "catatonia associated with autism spectrum disorder." (---------->paraamotivational)
Specifiers (---------->meta-contradistinction)
The severity specifiers (see Table 2) may be used to describe succinctly the current symptomatology (--------->ortho-immunosorbent)
(which might fall below level 1), with the recognition that severity may vary by (---------->para-spiteful)
context and fluctuate over time. Severity of social communication difficulties and restricted, (--------->meta-individu)
repetitive behaviors should be separately rated. The descriptive severity categories (---------->metanoxiousness)
should not be used to determine eligibility for and provision of services; these can only be (--------->meta-guerrero)
developed at an individual level and through discussion of personal priorities and targets. (--------->ortho-atrophy)
Regarding the specifier "with or without accompanying intellectual impairment," understanding (--------->ortho-airw)
the (often uneven) intellectual profile of a child or adult with autism spectrum (---------->ortho-epidemics)
disorder is necessary for interpreting diagnostic features. Separate estimates of verbal and (--------->meta-bogue)
nonverbal skill are necessary (e.g., using untimed nonverbal tests to assess potential (---------->metaflashback)
strengths in individuals with limited language). (---------->ortho-fecal)
c (---------->meta-feces)
0.2 (---------->para-occhiu)
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3cS £S
>È'
CO -g
^ S t 0 (---------->ortho-markedly)
B. (---------->para-metimes)
C§DCm (---------->ortho-albana)
(?I (---------->ortho-rundell)
DI (---------->meta-heterogeneity)
Tc ÄC Æ^ dOh V o o (---------->meta-nontransient)
t i l l <s? êu Xi (---------->ortho-disorgar)
I ifs (---------->para-blunting)
• s | u (---------->ortho-languor)
CD (---------->para-inconspicuously)
:033 ? (---------->meta-osa)
O 11 ^ (---------->ortho-inpatients)
? (---------->para-stroeh)
.5 § (---------->para-chilis)
^ l | § (---------->para-repudiated)
^ 43 (---------->meta-gonads)
:= -5 - S (---------->para-orienting)
rS ^ ¦È^ C (---------->ortho-cavendish)
d S 3 a (---------->meta-perfectionism)
;:i ·?? C/Î (---------->ortho-agoraphobia)
s l (---------->ortho-pneumothorax)
^ o (---------->ortho-mcnelis)
&''5 '-' o . (---------->ortho-articulatory)
i ^ H I l (---------->para-egocentrism)
, · | ? | | | " (---------->meta-arme)
?? a"? 5c ?^3 --§? (---------->para-misinterpret)
° ? § " ·2 (---------->ortho-khatchikian)
^ > <? C (---------->para-medicai)
1|? (---------->para-hereditary)
?S ?S ? I (---------->ortho-psychopathic)
I3(? (---------->para-nondisclosing)
I (---------->ortho-elicit)
1 1 (---------->para-paralysis)
To use the specifier "with or without accompanying language impairment," the current (---------->metachemotherapeutic)
level of verbal functioning should be assessed and described. Examples of the specific (---------->orthomckay)
descriptions for "with accompanying language impairment" might include no intelligible (---------->metaadrenoleukodystrophy)
speech (nonverbal), single words only, or phrase speech. Language level in individuals (---------->metanonmedically)
without accompanying language impairment might be further described by speaks in (---------->orthojumpiness)
full sentences or has fluent speech. Since receptive language may lag behind expressive (--------->para-whippet)
language development in autism spectrum disorder, receptive and expressive language (---------->paraleukocytosis)
skills should be considered separately. (---------->meta-vengeful)
The specifier "associated with a known medical or genetic condition or environmental factor" (--------->ortho-mandating)
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should be used when the individual has a known genetic disorder (e.g., Rett syndrome. (---------->paranondelusional)
Fragile X syndrome. Down syndrome), a medical disorder (e.g. epilepsy), or a history of environmental
(---------->para-hauser)
exposure (e.g., valproate, fetal alcohol syndrome, very low birth weight). (---------->meta-dosing)
Additional neurodevelopmental, mental or behavioral conditions should also be noted (---------->orthonao)
(e.g., attention-deficit/hyperactivity disorder; developmental coordination disorder; disruptive (--------->ortho-outbreaks)
behavior, impulse-control, or conduct disorders; anxiety, depressive, or bipolar (---------->para-intimacy)
disorders; tics or Tourette's disorder; self-injury; feeding, elimination, or sleep disorders). (--------->meta-crossculturally)
Diagnostic Features (---------->ortho-lool)
The essential features of autism spectrum disorder are persistent impairment in reciprocal (--------->ortho-whicfi)
social communication and social interaction (Criterion A), and restricted, repetitive patterns (--------->para-conjunctival)
of behavior, interests, or activities (Criterion B). These symptoms are present from (---------->metaaiixiety)
early childhood and limit or impair everyday functioning (Criteria C and D). The stage at (---------->orthomajqr)
which functional impairment becomes obvious will vary according to characteristics of (---------->orthoiindividuali)
the individual and his or her environment. Core diagnostic features are evident in the (---------->orthotars)
developmental period, but intervention, compensation, and current supports may mask (---------->orthounappreciated)
difficulties in at least some contexts. Manifestations of the disorder also vary greatly depending (--------->meta-irrational)
on the severity of the autistic condition, developmental level, and chronological age; (---------->orthosimonds)
hence, the term spectrum. Autism spectrum disorder encompasses disorders previously referred (--------->para-nowak)
to as early infantile autism, childhood autism, Kanner's autism, high-functioning (---------->meta-attics)
autism, atypical autism, pervasive developmental disorder not otherwise specified, childhood (--------->para-erectiie)
disintegrative disorder, and Asperger's disorder. (---------->meta-unmotivated)
The impairments in communication and social interaction specified in Criterion A are (---------->metaunemotional)
pervasive and sustained. Diagnoses are most valid and reliable when based on multiple (--------->meta-hivinfected)
sources of information, including clinician's observations, caregiver history, and, when (---------->metareuniting)
possible, self-report. Verbal and nonverbal deficits in social communication have varying (--------->ortho-censor)
manifestations, depending on the individual's age, intellectual level, and language ability, (--------->ortho-menopausal)
as well as other factors such as treatment history and current support. Many individuals (---------->orthoadulthood)
have language deficits, ranging from complete lack of speech through language delays, (---------->metastotland)
poor comprehension of speech, echoed speech, or stilted and overly literal language. Even (--------->meta-shrugging)
when formal language skills (e.g., vocabulary, grammar) are intact, the use of language for (--------->meta-epidemiological)
reciprocal social communication is impaired in autism spectrum disorder. (---------->ortho-vasoactive)
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Deficits in social-emotional reciprocity (i.e., the ability to engage with others and share (---------->parametabolize)
thoughts and feelings) are clearly evident in young children with the disorder, who may (---------->orthoconrmiunication)
show little or no initiation of social interaction and no sharing of emotions, along with reduced (--------->meta-ceremonial)
or absent imitation of others' behavior. What language exists is often one-sided, (---------->orthofunctionai)
lacking in social reciprocity, and used to request or label rather than to comment, share (---------->paraempirically)
feelings, or converse. In adults without intellectual disabilities or language delays, deficits (--------->ortho-blockers)
in social-emotional reciprocity may be most apparent in difficulties processing and responding (--------->meta-subtypes)
to complex social cues (e.g., when and how to join a conversation, what not to (---------->para-fullness)
say). Adults who have developed compensation strategies for some social challenges still (--------->ortho-hochang)
struggle in novel or unsupported situations and suffer from the effort and anxiety of consciously (--------->meta-indistinguishable)
calculating what is socially intuitive for most individuals. (---------->para-ambivalence)
Deficits in nonverbal communicative behaviors used for social interaction are manifested (--------->meta-coerce)
by absent, reduced, or atypical use of eye contact (relative to cultural norms), gestures, (---------->orthodegrading)
facial expressions, body orientation, or speech intonation. An early feature of autism (---------->paracooccurring)
spectrum disorder is impaired joint attention as manifested by a lack of pointing, showing, (--------->meta-imanic)
or bringing objects to share interest with others, or failure to follow someone's pointing or (--------->para-tropulsion)
eye gaze. Individuals may learn a few functional gestures, but their repertoire is smaller (---------->metamisinterpretation)
than that of others, and they often fail to use expressive gestures spontaneously in communication. (--------->ortho-feign)
Among adults with fluent language, the difficulty in coordinating nonverbal (---------->ortho-wylie)
communication with speech may give the impression of odd, wooden, or exaggerated (---------->orthobalkozar)
body language during interactions. Impairment may be relatively subtle within individual (---------->metahemorrhage)
modes (e.g., someone may have relatively good eye contact when speaking) but (---------->orthonosology)
noticeable in poor integration of eye contact, gesture, body posture, prosody, and facial expression (--------->meta-encompass)
for social communication. (---------->para-pneumothorax)
Deficits in developing, maintaining, and understanding relationships should be (---------->meta-agnosia)
judged against norms for age, gender, and culture. There may be absent, reduced, or atypical (--------->para-ohayon)
social interest, manifested by rejection of others, passivity, or inappropriate approaches (---------->metacompetences)
that seem aggressive or disruptive. These difficulties are particularly evident in (---------->para-dehrium)
young children, in whom there is often a lack of shared social play and imagination (e.g., (--------->meta-dissatisfaction)
age-appropriate flexible pretend play) and, later, insistence on playing by very fixed rules. (--------->meta-neurochemical)
Older individuals may struggle to understand what behavior is considered appropriate in (--------->meta-pupillary)
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one situation but not another (e.g., casual behavior during a job interview), or the different (--------->ortho-aggarwal)
ways that language may be used to communicate (e.g., irony, white lies). There may be an (--------->meta-recoded)
apparent preference for solitary activities or for interacting with much younger or older (---------->orthomarkw)
people. Frequently, there is a desire to establish friendships without a complete or realistic (--------->para-tctj)
idea of what friendship entails (e.g., one-sided friendships or friendships based solely on (--------->meta-contusion)
shared special interests). Relationships with siblings, co-workers, and caregivers are also (--------->para-tramautic)
important to consider (in terms of reciprocity). (---------->ortho-farida)
Autism spectrum disorder is also defined by restricted, repetitive patterns of behavior, (---------->pararecurs)
interests, or activities (as specified in Criterion B), which show a range of manifestations (--------->ortho-abuser)
according to age and ability, intervention, and current supports. Stereotyped or repetitive (--------->para-orbitofrontal)
behaviors include simple motor stereotypies (e.g., hand flapping, finger flicking), repetitive (--------->ortho-ruocco)
use of objects (e.g., spinning coins, lining up toys), and repetitive speech (e.g., echolalia, (--------->para-opinionated)
the delayed or immediate parroting of heard words; use of "you" when referring to (---------->paraabrupt)
self; stereotyped use of words, phrases, or prosodic patterns). Excessive adherence to routines (--------->para-likhodi)
and restricted patterns of behavior may be manifest in resistance to change (e.g., distress (--------->para-misidentification)
at apparently small changes, such as in packaging of a favorite food; insistence on (---------->metacardiopulmonary)
adherence to rules; rigidity of thinking) or ritualized patterns of verbal or nonverbal behavior (--------->meta-finlay)
(e.g., repetitive questioning, pacing a perimeter). Highly restricted, fixated interests (---------->paraselfdestructive)
in autism spectrum disorder tend to be abnormal in intensity or focus (e.g., a toddler (---------->orthordoc)
strongly attached to a pan; a child preoccupied with vacuum cleaners; an adult spending (--------->meta-theatricality)
hours writing out timetables). Some fascinations and routines may relate to apparent hyper- (--------->meta-seeman)
or hyporeactivity to sensory input, manifested through extreme responses to specific (---------->orthocontracture)
sounds or textures, excessive smelling or touching of objects, fascination with lights or (---------->metadodds)
spinning objects, and sometimes apparent indifference to pain, heat, or cold. Extreme reaction (--------->ortho-disparities)
to or rituals involving taste, smell, texture, or appearance of food or excessive food (---------->parawanders)
restrictions are common and may be a presenting feature of autism spectrum disorder. (---------->orthovarenicline)
Many adults with autism spectrum disorder without intellectual or language disabilities (---------->metaseptum)
learn to suppress repetitive behavior in public. Special interests may be a source of (---------->paranomi)
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pleasure and motivation and provide avenues for education and employment later in life. (--------->meta-pipich)
Diagnostic criteria may be met when restricted, repetitive patterns of behavior, interests, (--------->ortho-uttering)
or activities were clearly present during childhood or at some time in the past, even if (---------->metaelicit)
symptoms are no longer present. (---------->ortho-urinating)
Criterion D requires that the features must cause clinically significant impairment in social, (--------->ortho-relaxants)
occupational, or other important areas of current functioning. Criterion E specifies that (---------->metaparenthetically)
the social communication deficits, although sometimes accompanied by intellectual disability (--------->meta-freedman)
(intellectual developmental disorder), are not in line with the individual's developmental (---------->orthosecobarbital)
level; impairments exceed difficulties expected on the basis of developmental level. (---------->orthoimprovise)
Standardized behavioral diagnostic instruments with good psychometric properties, (---------->paraethnically)
including caregiver interviews, questionnaires and clinician observation measures, are (---------->orthooverattribute)
available and can improve reliability of diagnosis over time and across clinicians. (---------->orthoponder)
Associated Features Supporting Diagnosis (---------->ortho-groat)
Many individuals with autism spectrum disorder also have intellectual impairment and/or (---------->parapremahire)
language impairment (e.g., slow to talk, language comprehension behind production). Even (--------->meta-voiced)
those with average or high intelligence have an uneven profile of abilities. The gap between (--------->meta-shubu)
intellectual and adaptive functional skills is often large. Motor deficits are often present, including (--------->meta-ultradian)
odd gait, clumsiness, and other abnormal motor signs (e.g., walking on tiptoes). Selfinjury (--------->meta-robinowitz)
(e.g., head banging, biting the wrist) may occur, and disruptive/challenging behaviors (---------->paradisentangling)
are more common in children and adolescents with autism spectrum disorder than (---------->metasecobarbital)
other disorders, including intellectual disability. Adolescents and adults with autism spectrum (--------->para-reactivity)
disorder are prone to anxiety and depression. Some individuals develop catatonic-like (---------->parakable)
motor behavior (slowing and "freezing" mid-action), but these are typically not of the magnitude (--------->ortho-expelled)
of a catatonic episode. However, it is possible for individuals with autism spectrum (---------->metasubtyped)
disorder to experience a marked deterioration in motor symptoms and display a full catatonic (--------->meta-foundational)
episode with symptoms such as mutism, posturing, grimacing and waxy flexibility. (---------->paracomplicates)
The risk period for comorbid catatonia appears to be greatest in the adolescent years. (---------->orthocognitively)
Prevalence (---------->meta-leamed)
In recent years, reported frequencies for autism spectrum disorder across U.S. and non- (--------->para-dysmorphia)
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U.S. countries have approached 1% of the population, with similar estimates in child and (--------->para-iviarlcers)
adult samples. It remains unclear whether higher rates reflect an expansion of the diagnostic (--------->para-scliool)
criteria of DSM-IV to include subthreshold cases, increased awareness, differences (---------->orthoreflux)
in study methodology, or a true increase in the frequency of autism spectrum disorder. (---------->metaimpostor)
Development and Course (---------->meta-neophobia)
The age and pattern of onset also should be noted for autism spectrum disorder. Symptoms (--------->ortho-itching)
are typically recognized during the second year of life (12-24 months of age) but may be seen (--------->para-amcriccin)
earlier than 12 months if developmental delays are severe, or noted later than 24 months if (--------->para-lupus)
symptoms are more subtle. The pattern of onset description might include information (---------->metapunishing)
about early developmental delays or any losses of social or language skills. In cases where (--------->para-internalization)
skills have been lost, parents or caregivers may give a history of a gradual or relatively (---------->metaafe)
rapid deterioration in social behaviors or language skills. Typically, this would occur between (--------->meta-hartman)
12 and 24 months of age and is distinguished from the rare instances of developmental (---------->orthosnorting)
regression occurring after at least 2 years of normal development (previously described (---------->metavocation)
as childhood disintegrative disorder). (---------->para-supplicant)
The behavioral features of autism spectrum disorder first become evident in early (---------->paranecessitate)
childhood, with some cases presenting a lack of interest in social interaction in the first (---------->metadecaying)
year of life. Some children with autism spectrum disorder experience developmental plateaus (--------->para-unfulfilling)
or regression, with a gradual or relatively rapid deterioration in social behaviors or (---------->parasymbolically)
use of language, often during the first 2 years of life. Such losses are rare in other disorders (--------->meta-substsncg)
and may be a useful "red flag" for autism spectrum disorder. Much more unusual (---------->orthoentrainment)
and warranting more extensive medical investigation are losses of skills beyond social (---------->metaimperceptibly)
communication (e.g., loss of self-care, toileting, motor skills) or those occurring after the (--------->ortho-attei)
second birthday (see also Rett syndrome in the section "Differential Diagnosis" for this (---------->metapica)
disorder). (---------->meta-lamberti)
First symptoms of autism spectrum disorder frequently involve delayed language development, (--------->meta-shyness)
often accompanied by lack of social interest or unusual social interactions (e.g., (---------->metatansvestic)
pulling individuals by the hand without any attempt to look at them), odd play patterns (---------->paralingual)
(e.g., carrying toys around but never playing with them), and unusual communication (---------->orthoerythrophobia)
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patterns (e.g., knowing the alphabet but not responding to own name). Deafness may be (--------->meta-radiograph)
suspected but is typically ruled out. During the second year, odd and repetitive behaviors (--------->meta-redline)
and the absence of typical play become more apparent. Since many typically developing (--------->ortho-boyarsky)
young children have strong preferences and enjoy repetition (e.g., eating the same foods, (--------->ortho-laria)
watching the same video multiple times), distinguishing restricted and repetitive behaviors (--------->ortho-intimidate)
that are diagnostic of autism spectrum disorder can be difficult in preschoolers. The (---------->metahampered)
clinical distinction is based on the type, frequency, and intensity of the behavior (e.g., a (---------->orthorecupero)
child who daily lines up objects for hours and is very distressed if any item is moved). (---------->orthoaugmented)
Autism spectrum disorder is not a degenerative disorder, and it is typical for learning (---------->orthotraum)
and compensation to continue throughout life. Symptoms are often most marked in early (--------->para-suffocation)
childhood and early school years, with developmental gains typical in later childhood in (---------->paraaggravation)
at least some areas (e.g., increased interest in social interaction). A small proportion of individuals (--------->para-nunes)
deteriorate behaviorally during adolescence, whereas most others improve. (---------->paracardiomyopathy)
Only a minority of individuals with autism spectrum disorder live and work independently (--------->meta-grunting)
in adulthood; those who do tend to have superior language and intellectual abilities (---------->metaquitting)
and are able to find a niche that matches their special interests and skills. In general, individuals (--------->meta-disparagement)
with lower levels of impairment may be better able to function independently. (---------->metakleptomania)
However, even these individuals may remain socially naive and vulnerable, have difficulties (--------->para-augmented)
organizing practical demands without aid, and are prone to anxiety and depression. (---------->metaoropharynx)
Many adults report using compensation strategies and coping mechanisms to mask their (--------->ortho-hypogonadism)
difficulties in public but suffer from the stress and effort of maintaining a socially acceptable (--------->ortho-melancholic)
facade. Scarcely anything is known about old age in autism spectrum disorder. (---------->orthoeuthymie)
Some individuals come for first diagnosis in adulthood, perhaps prompted by the diagnosis (--------->meta-eshold)
of autism in a child in the family or a breakdown of relations at work or home. Obtaining detailed (--------->meta-exculpation)
developmental history in such cases may be difficult, and it is important to consider selfreported (--------->para-hyman)
difficulties. Where clinical observation suggests criteria are currently met, autism (---------->metadishonorable)
spectrum disorder may be diagnosed, provided there is no evidence of good social and communication
(---------->ortho-staving)
skills in childhood. For example, the report (by parents or another relative) that the (---------->parasustains)
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individual had ordinary and sustained reciprocal friendships and good nonverbal communication (--------->meta-misfortune)
skills throughout childhood would rule out a diagnosis of autism spectrum disorder; (---------->paraperturbations)
however, the absence of developmental information in itself should not do so. (---------->para-tong)
Manifestations of the social and communication impairments and restricted/repetitive (---------->paraasociality)
behaviors that define autism spectrum disorder are clear in the developmental period. (---------->metapsychiatryonline)
In later life, intervention or compensation, as well as current supports, may mask these difficulties (--------->meta-legibility)
in at least some contexts. However, symptoms remain sufficient to cause current (---------->para-flye)
impairment in social, occupational, or other important areas of functioning. (---------->metadespondency)
Risk and Prognostic Factors (---------->meta-recreated)
The best established prognostic factors for individual outcome within autism spectrum (---------->metaadenotonsillar)
disorder are presence or absence of associated intellectual disability and language impairment (--------->para-microarray)
(e.g., functional language by age 5 years is a good prognostic sign) and additional (---------->orthorenewing)
mental health problems. Epilepsy, as a comorbid diagnosis, is associated with greater intellectual (--------->ortho-krasner)
disability and lower verbal ability. (---------->ortho-chiefly)
Environmental. A variety of nonspecific risk factors, such as advanced parental age, low (--------->meta-krista)
birth weight, or fetal exposure to valproate, may contribute to risk of aufism spectrum disorder. (--------->meta-affectionate)
Genetic and physiological. Heritability estimates for autism spectrum disorder have (---------->orthofacto)
ranged from 37°/^ to higher than 90%, based on twin concordance rates. Currently, as many (--------->para-sharjeel)
as 15% of cases of autism spectrum disorder appear to be associated with a known genetic (--------->meta-lacrimation)
mutation, with different de novo copy number variants or de novo mutations in specific (---------->orthohystericus)
genes associated with the disorder in different families. However, even when an autism (---------->metadif)
spectrum disorder is associated with a known genetic mutation, it does not appear to be (--------->meta-misrepresent)
fully penetrant. Risk for the remainder of cases appears to be polygenic, with perhaps hundreds (--------->ortho-nonamnestic)
of genetic loci making relatively small contributions. (---------->meta-irresponsibility)
Culture-Related Diagnostic Issues (---------->para-necessitating)
Cultural differences will exist in norms for social interaction, nonverbal communication, (---------->metaquantify)
and relationships, but individuals with autism spectrum disorder are markedly impaired (---------->orthoinconveniences)
against the norms for their cultural context. Cultural and socioeconomic factors may affect (--------->meta-exum)
age at recognition or diagnosis; for example, in the United States, late or underdiagnosis of (--------->ortho-kufiingisisa)
autism spectrum disorder among African American children may occur. (---------->meta-pollock)
Gender-Related Diagnostic Issues (---------->ortho-overvaluation)
Autism spectrum disorder is diagnosed four times more often in males than in females. In (--------->ortho-dramaticemotional)
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clinic samples, females tend to be more likely to show accompanying intellectual disability, (--------->meta-manias)
suggesting that girls without accompanying intellectual impairments or language (---------->metanormocapneic)
delays may go unrecognized, perhaps because of subtler manifestation of social and communication (--------->ortho-banging)
difficulties. (---------->meta-jeffries)
Functional Consequences of Autism Spectrum Disorder (---------->para-soreness)
In young children with autism spectrum disorder, lack of social and communication abilities (--------->ortho-bowley)
may hamper learning, especially learning through social interaction or in settings (---------->pararidiculed)
with peers. In the home, insistence on routines and aversion to change, as well as sensory (--------->meta-arrhythmia)
sensitivities, may interfere with eating and sleeping and make routine care (e.g., haircuts, (--------->para-blumkin)
dental work) extremely difficult. Adaptive skills are typically below measured IQ. Extreme (--------->meta-sleeponset)
difficulties in planning, organization, and coping with change negatively impact (---------->para-singly)
academic achievement, even for students with above-average intelligence. During adulthood, (--------->meta-elia)
these individuals may have difficulties establishing independence because of continued (---------->metasoreness)
rigidity and difficulty with novelty. (---------->meta-staab)
Many individuals with autism spectrum disorder, even without intellectual disability, (---------->paraonslow)
have poor adult psychosocial functioning as indexed by measures such as independent (---------->orthokaki)
living and gainful employment. Functional consequences in old age are unknown, but social (--------->meta-sonmolence)
isolation and communication problems (e.g., reduced help-seeking) are likely to have (---------->parahypersomnoience)
consequences for health in older adulthood. (---------->para-sequenced)
Differential Diagnosis (---------->ortho-tremulousness)
Rett syndrome. Disruption of social interaction may be observed during the regressive (---------->parareunited)
phase of Rett syndrome (typically between 1-4 years of age); thus, a substantial proportion (--------->meta-aftereffects)
of affected young girls may have a presentation that meets diagnostic criteria for autism (---------->metaneurotoxic)
spectrum disorder. However, after this period, most individuals with Rett syndrome improve (--------->ortho-personahty)
their social communication skills, and autistic features are no longer a major area of (---------->paraabandoning)
concern. Consequently, autism spectrum disorder should be considered only when all diagnostic (--------->ortho-antagonists)
criteria are met. (---------->para-paulette)
Selective mutism. In selective mutism, early development is not typically disturbed. (---------->orthodepressants)
The affected child usually exhibits appropriate communication skills in certain contexts (---------->metaasymmetry)
and settings. Even in settings where the child is mute, social reciprocity is not impaired, (---------->paradowny)
nor are restricted or repetitive patterns of behavior present. (---------->ortho-cannot)
Language disorders and social (pragmatic) communication disorder. In some forms (---------->parachilis)
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of language disorder, there may be problems of communication and some secondary social (--------->para-mckean)
difficulties. However, specific language disorder is not usually associated with abnormal (---------->metanonusers)
nonverbal communication, nor with the presence of restricted, repetitive patterns of (---------->metarages)
behavior, interests, or activities. (---------->para-wambolt)
When an individual shows impairment in social communication and social interactions (---------->parahypo)
but does not show restricted and repetitive behavior or interests, criteria for social (pragmatic) (--------->ortho-dosing)
communication disorder, instead of autism spectrum disorder, may be met. The diagnosis (--------->para-shubo)
of autism spectrum disorder supersedes that of social (pragmatic) communication (---------->metarosenstock)
disorder whenever the criteria for autism spectrum disorder are met, and care should be (--------->ortho-prolactin)
taken to enquire carefully regarding past or current restricted/repetitive behavior. (---------->orthochoreic)
Intellectual disability (intellectual developmental disorder) without autism spectrum (---------->metahypomanias)
disorder. Intellectual disability without autism spectrum disorder may be difficult to (---------->metareverts)
differentiate from autism spectrum disorder in very young children. Individuals with intellectual (--------->ortho-phobias)
disability who have not developed language or symbolic skills also present a (---------->ortho-subculture)
challenge for differential diagnosis, since repetitive behavior often occurs in such individuals (--------->ortho-zilberstein)
as well. A diagnosis of autism spectrum disorder in an individual with intellectual (---------->metahypophosphatemia)
disability is appropriate when social communication and interaction are significantly impaired (--------->ortho-deviates)
relative to the developmental level of the individual's nonverbal skills (e.g., fine (---------->orthodruginduced)
motor skills, nonverbal problem solving). In contrast, intellectual disability is the appropriate (--------->para-denckla)
diagnosis when there is no apparent discrepancy between the level of social-communicative (--------->para-ripartum)
skills and other intellectual skills. (---------->meta-ruocco)
Stereotypic movement disorder. Motor stereotypies are among the diagnostic characteristics (--------->ortho-exerting)
of autism spectrum disorder, so an additional diagnosis of stereotypic movement (---------->meta-heino)
disorder is not given when such repetitive behaviors are better explained by the presence (--------->ortho-flexibly)
of autism spectrum disorder. However, when stereotypies cause self-injury and become a (--------->para-autobiographical)
focus of treatment, both diagnoses may be appropriate. (---------->meta-otiier)
Attention-deficit/hyperactivity disorder. Abnormalities of attention (overly focused or (---------->metaunappreciated)
easily distracted) are common in individuals with autism spectrum disorder, as is hyperactivity. (--------->para-ona)
A diagnosis of attention-deficit/hyperactivity disorder (ADHD) should be (---------->ortho-circumstantial)
considered when attentional difficulties or hyperactivity exceeds that typically seen in individuals (--------->ortho-reformulation)
of comparable mental age. (---------->meta-burnout)

DSM-UPAX

222

Schizophrenia. Schizophrenia with childhood onset usually develops after a period of (---------->orthosobbing)
normal, or near normal, development. A prodromal state has been described in which social (--------->para-stabbing)
impairment and atypical interests and beliefs occur, which could be confused with the (---------->paraschizoid)
social deficits seen in autism spectrum disorder. Hallucinations and delusions, which are (--------->meta-remorseful)
defining features of schizophrenia, are not features of autism spectrum disorder. However, (--------->para-godehard)
clinicians must take into account the potential for individuals with autism spectrum (---------->meta-inteq)
disorder to be concrete in their interpretation of questions regarding the key features of (---------->paradyslipidemia)
schizophrenia (e.g., "Do you hear voices when no one is there?" "Yes [on the radio]"). (---------->paradumps)
Comorbidity (---------->ortho-reread)
Autism spectrum disorder is frequently associated with intellectual impairment and structural (--------->ortho-pcp)
language disorder (i.e., an inability to comprehend and construct sentences with proper (---------->orthoplms)
grammar), which should be noted under the relevant specifiers when applicable. Many individuals (--------->meta-shawna)
with autism spectrum disorder have psychiatric symptoms that do not form part of (---------->orthoimposition)
the diagnostic criteria for the disorder (about 70% of individuals with autism spectrum disorder (--------->para-heckers)
may have one comorbid mental disorder, and 40% may have two or more comorbid (---------->metagriffiths)
mental disorders). When criteria for both ADHD and autism spectrum disorder are met, both (--------->para-subtyped)
diagnoses should be given. This same principle applies to concurrent diagnoses of autism (--------->ortho-selfesteem)
spectrum disorder and developmental coordination disorder, anxiety disorders, depressive (--------->meta-sororities)
disorders, and other comorbid diagnoses. Among individuals who are nonverbal or have (---------->paralatinos)
language deficits, observable signs such as changes in sleep or eating and increases in challenging (--------->para-untreated)
behavior should trigger an evaluation for anxiety or depression. Specific learning difficulties (--------->ortho-masochistic)
(literacy and numeracy) are common, as is developmental coordination disorder. (---------->paracarcinogenic)
Medical conditions commonly associated with autism spectrum disorder should be noted (--------->ortho-risperidone)
under the "associated with a known medical/genetic or environmental/acquired condition" (--------->meta-goofiness)
specifier. Such medical conditions include epilepsy, sleep problems, and constipation. (---------->paraembracing)
Avoidant-restrictive food intake disorder is a fairly frequent presenting feature of autism (---------->metaimpatient)
spectrum disorder, and extreme and narrow food preferences may persist. (---------->para-professed)
Attention-Deficit/Hyperactivity (---------->ortho-ical)
Disorder (---------->para-snoring)
Attention-Deficit/Hyperactivity Disorder (---------->ortho-orally)
Diagnostic Criteria (---------->meta-polysonrmographic)
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A. A persistent pattern of inattention and/or hyperactivity-impulsivity that interferes with (---------->metafeces)
functioning or development, as characterized by (1) and/or (2): (---------->para-polysomnographie)
1. Inattention: Six (or more) of the following symptoms have persisted for at least (---------->ortho-cibih)
6 months to a degree that is inconsistent with developmental level and that negatively (---------->paraeman)
impacts directly on social and academic/occupational activities: (---------->para-heizer)
Note: The symptoms are not solely a manifestation of oppositional behavior, defiance, (---------->metaikram)
hostility, or failure to understand tasks or instructions. For older adolescents (---------->paraphenylketonuria)
and adults (age 17 and older), at least five symptoms are required. (---------->ortho-elicitors)
a. Often fails to give close attention to details or makes careless mistakes in (---------->metadysfluencies)
schoolwork, at work, or during other activities (e.g., overlooks or misses details, (---------->orthoglutamyltransferase)
work is inaccurate). (---------->ortho-nonspouse)
b. Often has difficulty sustaining attention in tasks or play activities (e.g., has difficulty (---------->orthoguido)
remaining focused during lectures, conversations, or lengthy reading). (---------->para-misperception)
c. Often does not seem to listen when spoken to directly (e.g., mind seems elsewhere, (---------->metapostmenstrual)
even in the absence of any obvious distraction). (---------->para-deformed)
d. Often does not follow through on instructions and fails to finish schoolwork, (---------->metaderealizaton)
chores, or duties in the workplace (e.g., starts tasks but quickly loses focus and (---------->metacorroborating)
is easily sidetracked). (---------->meta-posttrauma)
e. Often has difficulty organizing tasks and activities (e.g., difficulty managing sequential (--------->meta-cardiomyopathy)
tasks; difficulty keeping materials and belongings in order; messy, disorganized (---------->metainstitutionalization)
work; has poor time management; fails to meet deadlines). (---------->para-choline)
f. Often avoids, dislikes, or is reluctant to engage in tasks that require sustained (---------->para-chatlos)
mental effort (e.g., schoolwork or homework; for older adolescents and adults, (---------->metabegirming)
preparing reports, completing forms, reviewing lengthy papers). (---------->ortho-durations)
g. Often loses things necessary for tasks or activities (e.g., school materials, pencils, (---------->paraexacerbation)
books, tools, wallets, keys, papenwork, eyeglasses, mobile telephones). (---------->orthocardiomyopathy)
h. Is often easily distracted by extraneous stimuli (for older adolescents and (---------->metadevelopmeat)
adults, may include unrelated thoughts). (---------->meta-vulva)
i. Is often forgetful in daily activities (e.g., doing chores, running errands; for older (---------->metagenotype)
adolescents and adults, returning calls, paying bills, keeping appointments). (---------->para-ravi)
2. Hyperactivity and impuisivity: Six (or more) of the following symptoms have persisted (---------->paramckay)
for at least 6 months to a degree that is inconsistent with developmental level (---------->para-amoia)
and that negatively impacts directly on social and academic/occupational activities: (---------->orthoeichberg)
Note: The symptoms are not solely a manifestation of oppositional behavior, defiance, (---------->parajodi)
hostility, or a failure to understand tasks or instructions. For older adolescents (---------->ortho-ridiculed)
and adults (age 17 and older), at least five symptoms are required. (---------->ortho-stipulations)
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a. Often fidgets with or taps hands or feet or squirms in seat. (---------->para-cuiture)
b. Often leaves seat in situations when remaining seated is expected (e.g., leaves (---------->metanosology)
his or her place in the classroom, in the office or other workplace, or in other (---------->meta-nandini)
situations that require remaining in place). (---------->ortho-iviajor)
c. Often runs about or climbs in situations where it is inappropriate. (Note: In adolescents (--------->meta-reminiscing)
or adults, may be limited to feeling restless.) (---------->meta-amenable)
d. Often unable to play or engage in leisure activities quietly. (---------->para-psenl)
e. Is often “on the go,” acting as if “driven by a motor” (e.g., is unable to be or uncomfortable (--------->meta-deferential)
being still for extended time, as in restaurants, meetings; may be (---------->ortho-kable)
experienced by others as being restless or difficult to keep up with). (---------->para-spiegel)
f. Often talks excessively. (---------->para-subgrouping)
g. Often blurts out an answer before a question has been completed (e.g., completes (---------->parainfanticide)
people’s sentences; cannot wait for turn in conversation). (---------->para-obstructed)
h. Often has difficulty waiting his or her turn (e.g., while waiting in line). (---------->para-foreshadow)
i. Often interrupts or intrudes on others (e.g., butts into conversations, games, or (---------->metaimmobility)
activities; may start using other people’s things without asking or receiving permission; (---------->orthocomprehending)
for adolescents and adults, may intrude into or take over what others (---------->meta-syndromal)
are doing). (---------->ortho-crackles)
B. Several inattentive or hyperactive-impulsive symptoms were present prior to age (---------->metamodestly)
12 years. (---------->ortho-spontaneously)
C. Several inattentive or hyperactive-impulsive symptoms are present in two or more settings (--------->meta-immunosorbent)
(e.g., at home, school, or work; with friends or relatives; in other activities). (---------->orthometachromatic)
D. There is clear evidence that the symptoms interfere with, or reduce the quality of, social, (--------->meta-compel)
academic, or occupational functioning. (---------->meta-troemel)
E. The symptoms do not occur exclusively during the course of schizophrenia or another (--------->ortho-thinner)
psychotic disorder and are not better explained by another mental disorder (e.g., mood (---------->pararenuka)
disorder, anxiety disorder, dissociative disorder, personality disorder, substance intoxication (--------->para-throbbing)
or withdrawal). (---------->para-frewen)
Specify whether: (---------->meta-caucasians)
314.01 (F90.2) Combined presentation: If both Criterion A1 (inattention) and Criterion (---------->metaencephalopathies)
A2 (hyperactivity-impulsivity) are met for the past 6 months. (---------->ortho-lipids)
314.00 (F90.0) Predominantly inattentive presentation: If Criterion A1 (inattention) (---------->metasequelae)
is met but Criterion A2 (hyperactivity-impulsivity) is not met for the past 6 months. (---------->metarosenbaum)
314.01 (F90.1) Predominantly hyperactive/impulsive presentation: If Criterion A2 (hyperactivity- (--------->meta-vaporization)
impulsivity) is met and Criterion A1 (inattention) is not met for the past 6 months. (---------->metadistractibility)
Specify if: (---------->meta-unfulfilled)
in partial remission: When full criteria were previously met, fewer than the full criteria (---------->metaprocure)
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have been met for the past 6 months, and the symptoms still result in impairment in (---------->metashortness)
social, academic, or occupational functioning. (---------->meta-intoxication)
Specify current severity: (---------->ortho-formication)
lUlild: Few, if any, symptoms in excess of those required to make the diagnosis are (---------->orthomcdunn)
present, and symptoms result in no more than minor impairments in social or occupational (--------->meta-subcultures)
functioning. (---------->ortho-conrmiunication)
Moderate: Symptoms or functional impairment between “mild” and “severe” are present. (--------->ortho-paleness)
Severe: Many symptoms in excess of tliose required to mal<e tlie diagnosis, or several (---------->metaexacerbating)
symptoms that are particularly severe, are present, or the symptoms result in marked (---------->orthorags)
impairment in social or occupational functioning. (---------->meta-cobwebs)
Diagnostic Features (---------->ortho-sboo)
The essential feature of attention-deficit/hyperactivity disorder (ADHD) is a persistent (---------->metaaccompaniments)
pattern of inattention and/or hyperactivity-impulsivity that interferes with functioning or (---------->metadesignating)
development. Inattention manifests behaviorally in ADHD as wandering off task, lacking (---------->parasusto)
persistence, having difficulty sustaining focus, and being disorganized and is not due to (---------->orthomoir)
defiance or lack of comprehension. Hyperactivity refers to excessive motor activity (such as (--------->para-byung)
a child running about) when it is not appropriate, or excessive fidgeting, tapping, or talkativeness. (--------->para-retrognathia)
In adults, hyperactivity may manifest as extreme restlessness or wearing others (---------->ortho-graff)
out with their activity. Impulsivity refers to hasty actions that occur in the moment without (--------->ortho-miid)
forethought and that have high potential for harm to the individual (e.g., darting into the (---------->orthoburglars)
street without looking). Impulsivity may reflect a desire for immediate rewards or an inability (--------->para-pleasurable)
to delay gratification. Impulsive behaviors may manifest as social intrusiveness (---------->orthourgently)
(e.g., interrupting others excessively) and/or as making important decisions without consideration (--------->meta-atrocities)
of long-term consequences (e.g., taking a job without adequate information). (---------->meta-feldman)
ADHD begins in childhood. The requirement that several symptoms be present before (---------->orthopersisting)
age 12 years conveys the importance of a substantial clinical presentation during childhood. (--------->meta-grammatical)
At the same time, an earlier age at onset is not specified because of difficulties in establishing (--------->para-pathologically)
precise childhood onset retrospectively. Adult recall of childhood symptoms (---------->ortho-engel)
tends to be unreliable, and it is beneficial to obtain ancillary information. (---------->ortho-neutropenia)
Manifestations of the disorder must be present in more than one setting (e.g., home and (---------->paracic)
school, work). Confirmation of substantial symptoms across settings typically cannot be (---------->metadoreau)
done accurately without consulting informants who have seen the individual in those settings. (--------->para-fugues)
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Typically, symptoms vary depending on context within a given setting. Signs of the (---------->paraselfinduced)
disorder may be minimal or absent when the individual is receiving frequent rewards for (---------->paraceasing)
appropriate behavior, is under close supervision, is in a novel setting, is engaged in especially (--------->para-stabihty)
interesting activities, has consistent external stimulation (e.g., via electronic screens), (---------->orthobenoit)
or is interacting in one-on-one situations (e.g., the clinician's office). (---------->ortho-hypophosphatemia)
Associated Features Supporting Diagnosis (---------->meta-ventricle)
Mild delays in language, motor, or social development are not specific to ADHD but often cooccur. (--------->meta-synucleinopathy)
Associated features may include low frustration tolerance, irritability, or mood lability. (---------->orthononsubstance)
Even in the absence of a specific learning disorder, academic or work performance is often impaired. (--------->para-ivlodel)
Inattentive behavior is associated with various underlying cognitive processes, and individuals (--------->para-emptiness)
with ADHD may exhibit cognitive problems on tests of attention, executive (---------->meta-difficultn)
function, or memory, although these tests are not sufficiently sensitive or specific to serve as diagnostic
(---------->meta-endothelial)
indices. By early adulthood, ADHD is associated with an increased risk of suicide attempt, (--------->para-havioral)
primarily when comorbid with mood, conduct, or substance use disorders. (---------->para-joop)
No biological marker is diagnostic for ADHD. As a group, compared with peers, children (--------->ortho-subscales)
with ADHD display increased slow wave electroencephalograms, reduced total (---------->metareckless)
brain volume on magnetic resonance imaging, and possibly a delay in posterior to anterior (--------->meta-cll)
cortical maturation, but these findings are not diagnostic. In the uncommon cases where (--------->meta-possessing)
there is a known genetic cause (e.g.. Fragile X syndrome, 22qll deletion syndrome), the (---------->paracannavo)
ADHD presentation should still be diagnosed. (---------->ortho-sandifer)
Prevalence (---------->meta-emil)
Population surveys suggest that ADHD occurs in most cultures in about 5% of children (---------->paramandibular)
and about 2.5% of adults. (---------->meta-apprehensive)
Development and Course (---------->meta-preferential)
Many parents first observe excessive motor activity when the child is a toddler, but symptoms (--------->para-encopresis)
are difficult to distinguish from highly variable normative behaviors before age 4 (---------->ortho-angina)
years. ADHD is most often identified during elementary school years, and inattention becomes (--------->meta-jadhav)
more prominent and impairing. The disorder is relatively stable through early adolescence, (--------->para-masterson)
but some individuals have a worsened course with development of antisocial (---------->metadiagnosisspecific)
behaviors. In most individuals with ADHD, symptoms of motoric hyperactivity become (---------->metaying)
less obvious in adolescence and adulthood, but difficulties with restlessness, inattention, (--------->ortho-afterward)
poor planning, and impulsivity persist. A substantial proportion of children with ADHD (---------->parafaltering)
remain relatively impaired into adulthood. (---------->ortho-formication)
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In preschool, the main manifestation is hyperactivity. Inattention becomes more prominent (--------->ortho-buspirone)
during elementary school. During adolescence, signs of hyperactivity (e.g., running (---------->paraforgoes)
and climbing) are less common and may be confined to fidgetiness or an inner feeling of (--------->meta-lactate)
jitteriness, restlessness, or impatience. In adulthood, along with inattention and restlessness, (--------->ortho-panicky)
impulsivity may remain problematic even when hyperactivity has diminished. (---------->ortho-habitual)
Risk and Prognostic Factors (---------->ortho-longitudinally)
Temperamental. ADHD is associated with reduced behavioral inhibition, effortful control, (--------->para-rarer)
or constraint; negative emotionality; and/or elevated novelty seeking. These traits (---------->ortho-kda)
may predispose some children to ADHD but are not specific to the disorder. (---------->meta-overdosing)
Environmental. Very low birth weight (less than 1,500 grams) conveys a two- to threefold (--------->para-gregarious)
risk for ADHD, but most children with low birth weight do not develop ADHD. Although (---------->parabrightening)
ADHD is correlated with smoking during pregnancy, some of this association (---------->ortho-alienating)
reflects common genetic risk. A minority of cases may be related to reactions to aspects of (--------->para-cardiopulmonary)
diet. There may be a history of child abuse, neglect, multiple foster placements, neurotoxin (--------->ortho-dabrick)
exposure (e.g., lead), infections (e.g., encephalitis), or alcohol exposure in utero. Exposure (--------->para-insulted)
to environmental toxicants has been correlated with subsequent ADHD, but it is not (---------->metafolate)
known whether these associations are causal. (---------->ortho-outbreaks)
Genetic and physiological. ADHD is elevated in the first-degree biological relatives of (---------->paraquinsey)
individuals with ADHD. The heritability of ADHD is substantial. While specific genes (---------->metahyperactive)
have been correlated with ADHD, they are neither necessary nor sufficient causal factors. (--------->para-exhaustion)
Visual and hearing impairments, metabolic abnormalities, sleep disorders, nutritional deficiencies, (--------->ortho-anecdotally)
and epilepsy should be considered as possible influences on ADHD symptoms. (---------->meta-plantar)
ADHD is not associated with specific physical features, although rates of minor physical (--------->ortho-nonscarring)
anomalies (e.g., hypertelorism, highly arched palate, low-set ears) may be relatively (---------->orthovoyeuristic)
elevated. Subtle motor delays and other neurological soft signs may occur. (Note that (---------->paraarteriopathy)
marked co-occurring clumsiness and motor delays should be coded separately [e.g., developmental (--------->meta-driskill)
coordination disorder].) (---------->ortho-fibrous)
Course modifiers. Family interaction patterns in early childhood are unlikely to cause (---------->parahypothermia)
ADHD but may influence its course or contribute to secondary development of conduct (---------->metabloodworth)
problems. (---------->ortho-inancial)
Cuiture-Reiated Diagnostic Issues (---------->ortho-amnestic)
Differences in ADHD prevalence rates across regions appear attributable mainly to different (--------->para-hippocampus)
diagnostic and methodological practices. However, there also may be cultural variation (---------->metafrantic)
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in attitudes toward or interpretations of children's behaviors. Clinical identification (---------->orthoskodol)
rates in the United States for African American and Latino populations tend to be lower (---------->paraindiff)
than for Caucasian populations. Informant symptom ratings may be influenced by cultural (--------->para-variably)
group of the child and the informant, suggeshng that culturally appropriate practices (---------->paraempathize)
are relevant in assessing ADHD. (---------->meta-koop)
Gender-Related Diagnostic Issues (---------->meta-weill)
ADHD is more frequent in males than in females in the general population, with a ratio of (--------->para-orientations)
approximately 2:1 in children and 1.6:1 in adults. Females are more likely than males to (---------->metanarratives)
present primarily with inattentive features. (---------->ortho-nervios)
Functional Consequences of (---------->para-empathize)
Attention-Deficit/Hyperactivity Disorder (---------->meta-dabrick)
ADHD is associated with reduced school performance and academic attainment, social rejection, (--------->meta-conflicted)
and, in adults, poorer occupational performance, attainment, attendance, and (---------->orthorothenberg)
higher probability of unemployment as well as elevated interpersonal conflict. Children (---------->metaheckers)
with ADHD are significantly more likely than their peers without ADHD to develop conduct (--------->para-selfcenteredness)
disorder in adolescence and antisocial personality disorder in adulthood, consequently (---------->orthoranjit)
increasing the likelihood for substance use disorders and incarceration. The risk of (---------->metaflatness)
subsequent substance use disorders is elevated, especially when conduct disorder or antisocial (--------->ortho-gastroparesis)
personality disorder develops. Individuals with ADHD are more likely than peers (---------->meta-niness)
to be injured. Traffic accidents and violations are more frequent in drivers with ADHD. (---------->metadiminishing)
There may be an elevated likelihood of obesity among individuals with ADHD. (---------->meta-ills)
Inadequate or variable self-application to tasks that require sustained effort is often interpreted (--------->para-maxillofacial)
by others as laziness, irresponsibility, or failure to cooperate. Family relationships (---------->parasimplistic)
may be characterized by discord and negative interactions. Peer relationships afe (---------->parascotten)
often disrupted by peer rejection, neglect, or teasing of the individual with ADHD. On average, (--------->para-heitkamp)
individuals with ADHD obtain less schooling, have poorer vocational achievement, (---------->paraarouse)
and have reduced intellectual scores than their peers, although there is great variability. In (--------->para-selectively)
its severe form, the disorder is markedly impairing, affecting social, familial, and scholastic/ (--------->meta-zucker)
occupational adjustment. (---------->para-choticism)
Academic deficits, school-related problems, and peer neglect tend to be most associated (--------->para-parenthetically)
with elevated symptoms of inattention, whereas peer rejection and, to a lesser extent, (---------->orthosandhya)
accidental injury are most salient with marked symptoms of hyperactivity or impulsivity. (---------->orthosubstarice)
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Differential Diagnosis (---------->meta-emptiness)
Oppositional defiant disorder. Individuals with oppositional defiant disorder may resist (---------->metadatta)
work or school tasks that require self-application because they resist conforming to (---------->metaembodied)
others' demands. Their behavior is characterized by negativity, hostility, and defiance. (---------->metabackfiring)
These symptoms must be differentiated from aversion to school or mentally demanding (---------->metaimder)
tasks due to difficulty in sustaining mental effort, forgetting instructions, and impulsivity (---------->metacraving)
in individuals with ADHD. Complicating the differential diagnosis is the fact that some (---------->metaramifications)
individuals with ADHD may develop secondary oppositional attitudes toward such tasks (---------->parahypoxia)
and devalue their importance. (---------->para-anecdotal)
Intermittent explosive disorder. ADHD and intermittent explosive disorder share high (---------->metastereotype)
levels of impulsive behavior. However, individuals with intermittent explosive disorder (---------->metavindictiveness)
show serious aggression toward others, which is not characteristic of ADHD, and they do (--------->para-cuyar)
not experience problems with sustaining attention as seen in ADHD. In addition, intermittent (--------->ortho-scabies)
explosive disorder is rare in childhood. Intermittent explosive disorder may be diagnosed (--------->ortho-issa)
in the presence of ADHD. (---------->para-tensing)
Other neurodevelopmental disorders. The increased motoric activity that may occur in (---------->metacirculatory)
ADHD must be distinguished from the repetitive motor behavior that characterizes stereotypic (--------->para-vasocongestion)
movement disorder and some cases of autism spectrum disorder. In stereotypic (---------->metamalaise)
movement disorder, the motoric behavior is generally fixed and repetitive (e.g., body rocking, (--------->para-volitionally)
self-biting), whereas the fidgetiness and restlessness in ADHD are typically generalized (---------->metaobserves)
and not characterized by repetitive stereotypic movements. In Tourette's disorder, (---------->parayusko)
frequent multiple tics can be mistaken for the generalized fidgetiness of ADHD. Prolonged (--------->para-koehler)
observation may be needed to differentiate fidgetiness from bouts of multiple tics. (---------->metadrescher)
Specific learning disorder. Children with specific learning disorder may appear inattentive (--------->meta-cormecting)
because of frustration, lack of interest, or limited ability. However, inattention in (---------->para-dbms)
individuals with a specific learning disorder who do not have ADHD is not impairing outside (--------->meta-bibeau)
of academic work. (---------->para-shortness)
Intellectual disability (intellectual developmental disorder). Symptoms of ADHD are (---------->metamimicking)
common among children placed in academic settings that are inappropriate to their intellectual (--------->meta-macallister)
ability. In such cases, the symptoms are not evident during non-academic tasks. A (---------->metaperlman)
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diagnosis of ADHD in intellectual disability requires that inattention or hyperactivity be (---------->parausefully)
excessive for mental age. (---------->ortho-nutritionally)
Autism spectrum disorder. Individuals with ADHD and those with autism spectrum (---------->metareexperienced)
disorder exhibit inattention, social dysfunction, and difficult-to-manage behavior. The social (--------->ortho-prolactin)
dysfunction and peer rejection seen in individuals with ADHD must be distinguished (---------->orthodyspraxia)
from the social disengagement, isolation, and indifference to facial and tonal communication (--------->para-foxpz)
cues seen in individuals with autism spectrum disorder. Children with autism spectrum (---------->paraslighted)
disorder may display tantrums because of an inability to tolerate a change from their (---------->parahydrate)
expected course of events. In contrast, children with ADHD may misbehave or have a tantrum (--------->para-deceleration)
during a major transition because of impulsivity or poor self-control. (---------->meta-triptans)
Reactive attachment disorder. Children with reactive attachment disorder may show (---------->orthointe)
social disinhibition, but not the full ADHD symptom cluster, and display other features (---------->orthocuiture)
such as a lack of enduring relationships that are not characteristic of ADHD. (---------->meta-cortisol)
Anxiety disorders. ADHD shares symptoms of inattention with anxiety disorders. Individuals (--------->ortho-monozygotic)
with ADHD are inattentive because of their attraction to external stimuli, new (---------->para-digitorum)
activities, or preoccupation with enjoyable activities. This is distinguished from the inattention (--------->para-posillico)
due to worry and rumination seen in anxiety disorders. Restlessness might be seen (---------->paramorey)
in anxiety disorders. However, in ADHD, the symptom is not associated with worry and (---------->orthoposttrauma)
rumination. (---------->ortho-ecstatic)
Depressive disorders. Individuals with depressive disorders may present with inability (---------->orthovoegels)
to concentrate. However, poor concentration in mood disorders becomes prominent (---------->metacomprehensible)
only during a depressive episode. (---------->meta-thermoregulation)
Bipolar disorder. Individuals with bipolar disorder may have increased activity, poor (---------->metatirumalasetty)
concentration, and increased impulsivity, but these features are episodic, occurring several (--------->para-bupreno)
days at a time. In bipolar disorder, increased impulsivity or inattention is accompanied (---------->orthobehling)
by elevated mood, grandiosity, and other specific bipolar features. Children with (---------->ortho-ssri)
ADHD may show significant changes in mood within the same day; such lability is distinct (--------->meta-lotspeich)
from a manic episode, which must last 4 or more days to be a clinical indicator of bipolar (--------->meta-impairs)
disorder, even in children. Bipolar disorder is rare in preadolescents, even when (---------->paraalphanumeric)
severe irritability and anger are prominent, whereas ADHD is common among children (---------->orthoiviarkers)
and adolescents who display excessive anger and irritability. (---------->para-riemann)
Disruptive mood dysregulation disorder. Disruptive mood dysregulation disorder is (---------->paraproprioception)

DSM-UPAX

231

characterized by pervasive irritability, and intolerance of frustration, but impulsiveness (---------->orthodemeaning)
and disorganized attenhon are not essential features. However, most children and adolescents (--------->meta-tazza)
with the disorder have symptoms that also meet criteria for ADHD, which is diagnosed (---------->orthoseizurelike)
separately. (---------->ortho-corpuscular)
Substance use disorders. Differentiating ADHD from substance use disorders may be (---------->paraaggravating)
problematic if the first presentation of ADHD symptoms follows the onset of abuse or frequent (--------->meta-promi)
use. Clear evidence of ADHD before substance misuse from informants or previous (---------->metapoli)
records may be essential for differential diagnosis. (---------->ortho-variably)
Personality disorders. In adolescents and adults, it may be difficult to distinguish ADHD (---------->parajamais)
from borderline, narcissistic, and other personality disorders. All these disorders tend to (---------->orthointervening)
share the features of disorganization, social intrusiveness, emotional dysregulation, and (--------->ortho-incipient)
cognitive dysregulation. However, ADHD is not characterized by fear of abandonment, (---------->orthointeq)
self-injury, extreme ambivalence, or other features of personality disorder. It may take (---------->metastubbornly)
extended clinical observation, informant interview, or detailed history to distinguish impulsive, (--------->ortho-compiex)
socially intrusive, or inappropriate behavior from narcissistic, aggressive, or domineering (--------->para-psen)
behavior to make this differential diagnosis. (---------->ortho-aiodolytic)
Psychotic disorders. ADHD is not diagnosed if the symptoms of inattention and hyperactivity (--------->meta-abandonment)
occur exclusively during the course of a psychotic disorder. (---------->meta-rollin)
Medication-induced symptoms of ADHD. Symptoms of inattention, hyperactivity, or (---------->metamarries)
impulsivity attributable to the use of medication (e.g., bronchodilators, isoniazid, neuroleptics (--------->ortho-cih)
[resulting in akathisia], thyroid replacement medication) are diagnosed as other (---------->para-mellisha)
specified or unspecified other (or unknown) substance-related disorders. (---------->ortho-doreau)
Neurocognitive disorders. Early major neurocognitive disorder (dementia) and/or (---------->orthononconforming)
mild neurocognitive disorder are not known to be associated with ADHD but may present (--------->meta-acuteness)
with similar clinical features. These conditions are distinguished from ADHD by their late (--------->ortho-imbalances)
onset. (---------->para-bruxism)
Comorbidity (---------->meta-sharpe)
In clinical settings, comorbid disorders are frequent in individuals whose symptoms meet (--------->para-alienate)
criteria for ADHD. In the general population, oppositional defiant disorder co-occurs with (---------->paranaugle)
ADHD in approximately half of children with the combined presentation and about a (---------->orthomarginalization)
quarter with the predominantly inattentive presentation. Conduct disorder co-occurs in (---------->metauncontrollably)
about a quarter of children or adolescents with the combined presentation, depending on (--------->meta-unsanitary)
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age and setting. Most children and adolescents with disruptive mood dysregulation disorder (--------->meta-valproate)
have symptoms that also meet criteria for ADHD; a lesser percentage of children (---------->paradeteriorative)
with ADHD have symptoms that meet criteria for disruptive mood dysregulation disorder. (--------->ortho-dyskinesias)
Specific learning disorder commonly co-occurs with ADHD. Anxiety disorders and (---------->orthoexacerbating)
major depressive disorder occur in a minority of individuals with ADHD but more often (---------->paraobtundation)
than in the general population. Intermittent explosive disorder occurs in a minority of (---------->parakaur)
adults with ADHD, but at rates above population levels. Although substance use disorders (--------->para-cavanagh)
are relatively more frequent among adults with ADHD in the general population, the (---------->metawastebasket)
disorders are present in only a minority of adults with ADHD. In adults, antisocial and (---------->paraniacin)
other personality disorders may co-occur with ADHD. Other disorders that may co-occur (--------->ortho-spivak)
with ADHD include obsessive-compulsive disorder, tic disorders, and autism spectrum (---------->metadeviates)
disorder. (---------->ortho-nonprogressive)
Other Specified Attention-Deficit/ (---------->meta-conventionally)
Hyperactivity Disorder (---------->ortho-brotto)
314.01 (F90.8) (---------->meta-dominating)
This category applies to presentations in which symptoms characteristic of attentiondeficit/ (--------->ortho-diaphragm)
hyperactivity disorder that cause clinically significant distress or impairment in social, (---------->orthosacrificing)
occupational or other important areas of functioning predominate but do not meet the (---------->paradurations)
full criteria for attention-deficit/hyperactivity disorder or any of the disorders in the neurodevelopmental
(---------->ortho-modestly)
disorders diagnostic class. The other specified attention-deficit/hyperactivity (---------->meta-amcriccin)
disorder category is used in situations in which the clinician chooses to communicate (---------->parabraininjured)
the specific reason that the presentation does not meet the criteria for attention-deficit/ (---------->metairresponsibly)
hyperactivity disorder or any specific neurodevelopmental disorder. This is done by recording (--------->ortho-lodger)
“other specified attention-deficit/hyperactivity disorder” followed by the specific (---------->meta-intersex)
reason (e.g., “with insufficient inattention symptoms”). (---------->meta-unprotected)
Unspecified Attention-Deficit/ (---------->para-commimltv)
Hyperactivity Disorder (---------->ortho-unresponsive)
314.01 (F90.9) (---------->para-restlessness)
This category applies to presentations in which symptoms characteristic of attentiondeficit/ (--------->meta-virilization)
hyperactivity disorder that cause clinically significant distress or impairment in social, (---------->metadysmenorrhea)
occupational, or other important areas of functioning predominate but do not meet the (---------->orthoencoxmter)
full criteria for attention-deficit/hyperactivity disorder or any of the disorders in the neurodevelopmental
(---------->meta-dysfunctions)
disorders diagnostic class. The unspecified attention-deficit/hyperactivity (---------->ortho-kuru)
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disorder category is used in situations in which the clinician chooses not to specify the reason (--------->meta-semen)
that the criteria are not met for attention-deficit/hyperactivity disorder or for a specific (---------->orthoinaccessibility)
neurodevelopmental disorder, and includes presentations in which there is insufficient information (--------->para-falsifies)
to make a more specific diagnosis. (---------->meta-mahowald)
Specific Learning Disorder (---------->ortho-distractibility)
Specific Learning Disorder (---------->ortho-crave)
Diagnostic Criteria (---------->ortho-ingest)
A. Difficulties learning and using academic skills, as indicated by the presence of at least (--------->ortho-neurochemical)
one of the following symptoms that have persisted for at least 6 months, despite the (---------->paramckhann)
provision of interventions that target those difficulties: (---------->meta-hallmarks)
1. Inaccurate or slow and effortful word reading (e.g., reads single words aloud incorrectly (--------->para-erotomanic)
or slowly and hesitantly, frequently guesses words, has difficulty sounding (---------->ortho-strgssor)
out words). (---------->ortho-exhaustion)
2. Difficulty understanding the meaning of what is read (e.g., may read text accurately (---------->orthoagenesis)
but not understand the sequence, relationships, inferences, or deeper meanings of (---------->paratandon)
what is read). (---------->para-lom)
3. Difficulties with spelling (e.g., may add, omit, or substitute vowels or consonants). (---------->orthosympathectomy)
4. Difficulties with written expression (e.g., makes multiple grammatical or punctuation (---------->paraflav)
errors within sentences; employs poor paragraph organization; written expression (---------->para-tolin)
of ideas lacks clarity). (---------->meta-exacerbation)
5. Difficulties mastering number sense, number facts, or calculation (e.g., has poor (---------->orthoklismaphilia)
understanding of numbers, their magnitude, and relationships; counts on fingers to (---------->para-rium)
add single-digit numbers instead of recalling the math fact as peers do; gets lost in (---------->paradesilva)
the midst of arithmetic computation and may switch procedures). (---------->para-drury)
6. Difficulties with mathematical reasoning (e.g., has severe difficulty applying mathematical (--------->ortho-stumbling)
concepts, facts, or procedures to solve quantitative problems). (---------->meta-wulsin)
B. The affected academic skills are substantially and quantifiably below those expected (---------->parasocioculturally)
for the individual’s chronological age, and cause significant interference with academic (---------->metathomton)
or occupational performance, or with activities of daily living, as confirmed by individually (--------->ortho-harmandayan)
administered standardized achievement measures and comprehensive clinical (---------->meta-fanton)
assessment. For individuals age 17 years and older, a documented history of impairing (---------->parayoder)
learning difficulties may be substituted for the standardized assessment. (---------->meta-gannon)
C. The learning difficulties begin during school-age years but may not become fully manifest (--------->para-niklas)
until the demands for those affected academic sl<ills exceed the individual’s limited (---------->metamonosyllabic)
capacities (e.g., as in timed tests, reading or writing lengthy complex reports for a (---------->orthounfocused)
tight deadline, excessively heavy academic loads). (---------->meta-asphyxiation)
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D. The learning difficulties are not better accounted for by intellectual disabilities, uncorrected (--------->ortho-subgroups)
visual or auditory acuity, other mental or neurological disorders, psychosocial (---------->meta-ejection)
adversity, lack of proficiency in the language of academic instruction, or inadequate (---------->paraenact)
educational instruction. (---------->ortho-extrapyramidal)
Note; The four diagnostic criteria are to be met based on a clinical synthesis of the individual’s (--------->ortho-obtundation)
history (developmental, medical, family, educational), school reports, and psychoeducational (--------->para-sniffing)
assessment. (---------->meta-coexisting)
Coding note: Specify all academic domains and subskills that are impaired. When more (---------->orthoprigerson)
than one domain is impaired, each one should be coded individually according to the following (--------->meta-fondling)
specifiers. (---------->para-anesthetic)
Specify if: (---------->ortho-restrained)
315.00 (F81.0) With impairment in reading: (---------->ortho-frail)
Word reading accuracy (---------->para-recov)
Reading rate or fluency (---------->ortho-isabelle)
Reading comprehension (---------->para-misperceptions)
Note: Dyslexia is an alternative term used to refer to a pattern of learning difficulties (---------->orthocharcot)
characterized by problems with accurate or fluent word recognition, poor decoding, (---------->orthorationales)
and poor spelling abilities. If dyslexia is used to specify this particular pattern of difficulties, (--------->para-stupidity)
it is important also to specify any additional difficulties that are present, (---------->ortho-pimples)
such as difficulties with reading comprehension or math reasoning. (---------->meta-underdiagnose)
315.2 (F81.81) Witli impairment in written expression: (---------->para-clumsy)
Spelling accuracy (---------->para-menon)
Grammar and punctuation accuracy (---------->para-impairments)
Clarity or organization of written expression (---------->ortho-tebbs)
315.1 (FBI .2) With impairment in mathematics: (---------->para-codefirst)
Number sense (---------->para-hypnopompic)
Memorization of arithmetic facts (---------->meta-procure)
Accurate or fluent calculation (---------->ortho-deadness)
Accurate math reasoning (---------->para-mormons)
Note: Dyscalculia is an altemative term used to refer to a pattern of difficulties characterized (--------->para-sannar)
by problems processing numerical information, learning arithmetic facts, (---------->para-rephrasing)
and performing accurate or fluent calculations. If dyscalculia is used to specify this (---------->metagriffiths)
particular pattern of mathematic difficulties, it is important also to specify any additional (---------->orthotriggering)
difficulties that are present, such as difficulties with math reasoning or word reasoning (---------->paraphenelzine)
accuracy. (---------->para-decrements)
Specify current severity: (---------->para-morey)
lUliid: Some difficulties learning skills in one or two academic domains, but of mild enough (--------->ortho-replicate)
severity that the individual may be able to compensate or function well when provided with (--------->para-chills)
appropriate accommodations or support services, especially during the school years. (---------->orthooland)
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Moderate: Marked difficulties learning skills in one or more academic domains, so that (---------->metaretching)
the individual is unlikely to become proficient without some intervals of intensive and (---------->metaattributing)
specialized teaching during the school years. Some accommodations or supportive (---------->metabongs)
services at least part of the day at school, in the workplace, or at home may be needed (---------->metaderealizaton)
to complete activities accurately and efficiently. (---------->meta-timetables)
Severe: Severe difficulties learning skills, affecting several academic domains, so that (---------->metauninvited)
the individual is unlikely to learn those skills without ongoing intensive individualized (---------->metabitten)
and specialized teaching for most of the school years. Even with an array of appropriate (--------->ortho-reflexive)
accommodations or services at home, at school, or in the workplace, the individual (---------->parareacts)
may not be able to complete all activities efficiently. (---------->para-crossculturally)
Recording Procedures (---------->para-andel)
Each impaired academic domain and subskill of specific learning disorder should be recorded. (--------->meta-impulses)
Because of ICD coding requirements, impairments in reading, impairments in written (---------->orthosociopolitical)
expression, and impairments in mathematics, with their corresponding impairments in (---------->orthoheightened)
subskills, must be coded separately. For example, impairments in reading and mathematics (--------->para-infarct)
and impairments in the subskills of reading rate or fluency, reading comprehension, accurate (--------->ortho-redo)
or fluent calculation, and accurate math reasoning would be coded and recorded as (---------->orthodisagreements)
315.00 (F81.0) specific learning disorder with impairment in reading, with impairment in (---------->paradeformity)
reading rate or fluency and impairment in reading comprehension; 315.1 (F81.2) specific (--------->para-menstrual)
learning disorder with impairment in mathematics, with impairment in accurate or fluent (---------->orthogerson)
calculation and impairment in accurate math reasoning. (---------->meta-coincident)
Diagnostic Features (---------->para-stubbornly)
Specific learning disorder is a neurodevelopmental disorder with a biological origin that is (--------->para-nandini)
the basis for abnormalities at a cognitive level that are associated with the behavioral signs (--------->para-nomris)
of the disorder. The biological origin includes an interaction of genetic, epigenetic, and environmental (--------->ortho-homebound)
factors, which affect the brain's ability to perceive or process verbal or nonverbal (---------->orthouncorrected)
information efficiently and accurately. (---------->meta-diagnosing)
One essential feature of specific learning disorder is persistent difficulties learning keystone (--------->meta-illustrative)
academic skills (Criterion A), with onset during the years of formal schooling (i.e., the developmental (--------->para-taijin)
period). Key academic skills include reading of single words accurately and (---------->parapredispositions)
fluently, reading comprehension, written expression and spelling, arithmetic calculation, and (--------->ortho-imoving)
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mathematical reasoning (solving mathematical problems). In contrast to talking or walking, (--------->ortho-unforgiving)
which are acquired developmental milestones that emerge with brain maturation, academic (--------->para-grudges)
skills (e.g., reading, spelling, writing, mathematics) have to be taught and learned explicitly. (--------->para-kreipe)
Specific learning disorder disrupts the normal pattern of learning academic skills; it is not simply (--------->para-acquaintance)
a consequence of lack of opportunity of learning or inadequate instruction. Difficulties (---------->parasynesthesias)
mastering these key academic skills may also impede learning in other academic subjects (e.g., (--------->meta-follov)
history, science, social studies), but those problems are attributable to difficulties learning the (--------->para-grossi)
underlying academic skills. Difficulties learning to map letters with the sounds of one's language—^ (--------->ortho-hyporeactivity)
to read printed words (often called dyslexia)—is one of the most common manifestations (--------->meta-underpins)
of specific learning disorder. The learning difficulties manifest as a range of observable, (---------->metagutman)
descriptive behaviors or symptoms (as listed in Criteria A1-A6). These clinical symptoms may (--------->para-digoxin)
be observed, probed by means of the clinical interview, or ascertained from school reports, rating (--------->para-parting)
scales, or descriptions in previous educational or psychological assessments. The learning (--------->meta-mina)
difficulties are persistent, not transitory. In children and adolescents, persistence is defined as (--------->meta-mellitus)
restricted progress in learning (i.e., no evidence that the individual is catching up with classmates) (--------->ortho-enact)
for at least 6 months despite the provision of extra help at home or school. For example, (---------->paraoverstimulating)
difficulties learning to read single words that do not fully or rapidly remit with the provision of (--------->ortho-precondition)
instruction in phonological skills or word identification strategies may indicate a specific (---------->paraterrence)
learning disorder. Evidence of persistent learning difficulties may be derived from cumulative (--------->ortho-haughty)
school reports, portfolios of the child's evaluated work, curriculum-based measures, or clinical (--------->meta-vowels)
interview. In adults, persistent difficulty refers to ongoing difficulties in literacy or numeracy (--------->meta-lorensen)
skills that manifest during childhood or adolescence, as indicated by cumulative evidence (--------->para-deferential)
from school reports, evaluated portfolios of work, or previous assessments. (---------->para-coquettish)
A second key feature is that the individual's performance of the affected academic skills is (--------->para-inattentive)
well below average for age (Criterion B). One robust clinical indicator of difficulties learning (--------->ortho-kuchibhatla)
academic skills is low academic achievement for age or average achievement that is sustainable (--------->para-ayanna)
only by extraordinarily high levels of effort or support. In children, the low academic skills (--------->para-liallucinations)
cause significant interference in school performance (as indicated by school reports and (--------->meta-decerebrate)
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teacher's grades or ratings). Another clinical indicator, particularly in adults, is avoidance of (--------->para-intensified)
activities that require the academic skills. Also in adulthood, low academic skills interfere with (--------->meta-greenspan)
occupational performance or everyday activities requiring those skills (as indicated by self-report (--------->meta-alveolar)
or report by others). However, this criterion also requires psychometric evidence from an (--------->para-appreciates)
individually administered, psychometrically sound and culturally appropriate test of academic (--------->para-peritraumatic)
achievement that is norm-referenced or criterion-referenced. Academic skills are distributed (--------->para-raynaud)
along a continuum, so there is no natural cutpoint that can be used to differentiate (---------->para-eeks)
individuals with and without specific learning disorder. Thus, any threshold used to specify (--------->ortho-iibitors)
what constitutes significantly low academic achievement (e.g., academic skills weU below age (--------->meta-perinasal)
expectation) is to a large extent arbitrary. Low achievement scores on one or more standardized (--------->ortho-filipa)
tests or subtests within an academic domain (i.e., at least 1.5 standard deviations [SD] below (--------->para-witfi)
the population mean for age, which translates to a standard score of 78 or less, which is (---------->paraloners)
below the 7th percentile) are needed for the greatest diagnostic certainty. However, precise (--------->ortho-beeh)
scores will vary according to the particular standardized tests that are used. On the basis of (--------->meta-courtship)
clinical judgment, a more lenient threshold may be used (e.g., 1.0-2.5 SD below the population (--------->meta-prevocational)
mean for age), when learning difficulties are supported by converging evidence (---------->ortho-sunzeri)
from clinical assessment, academic history, school reports, or test scores. Moreover, since (--------->meta-micrograms)
standardized tests are not available in all languages, the diagnosis may then be based in (--------->meta-dampening)
part on clinical judgment of scores on available test measures. (---------->ortho-insurmountable)
A third core feature is that the learning difficulties are readily apparent in the early (---------->parapenectomy)
school years in most individuals (Criterion C). However, in others, the learning difficulties (--------->meta-cruelly)
may not manifest fully until later school years, by which time learning demands have increased (--------->ortho-ajfect)
and exceed the individual's limited capacities. (---------->meta-schuckit)
Another key diagnostic feature is that the learning difficulties are considered "specific," (---------->orthoscotten)
for four reasons. First, they are not attributable to intellectual disabilities (intellectual (---------->metastumbling)
disability [intellectual developmental disorder]); global developmental delay; (---------->para-ardolf)
hearing or vision disorders, or neurological or motor disorders) (Criterion D). Specific (---------->paracoira)
learning disorder affects learning in individuals who otherwise demonstrate normal levels (--------->meta-kable)
of intellectual functioning (generally estimated by an IQ score of greater than about 70 (---------->metaimpulsivity)
[±5 points allowing for measurement error]). The phrase "unexpected academic underachievement" (--------->para-thematically)
is often cited as the defining characteristic of specific learning disorder in (---------->ortho-stremel)
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that the specific learning disabilities are not part of a more general learning difficulty as (---------->paraeuthymia)
manifested in intellectual disability or global developmental delay. Specific learning disorder (--------->meta-aberrations)
may also occur in individuals identified as intellectually "gifted." These individuals (---------->paragonadal)
may be able to sustain apparentiy adequate academic functioning by using compensatory (--------->para-homophobia)
strategies, extraordinarily high effort, or support, until the learning demands or assessment (--------->ortho-nonreactivity)
procedures (e.g., timed tests) pose barriers to their demonstrating their learning or (---------->metayekaterina)
accomplishing required tasks. Second, the learning difficulty cannot be attributed to more (--------->para-traumatized)
general external factors, such as economic or environmental disadvantage, chronic absenteeism, (--------->ortho-reluctance)
or lack of education as typically provided in the individual's community context. (---------->orthopharmacokinetic)
Third, the learning difficulty cannot be attributed to a neurological (e.g., pediatric stroke) (---------->orthoborrov)
or motor disorders or to vision or hearing disorders, which are often associated with problems (--------->meta-glues)
learning academic skills but are distinguishable by presence of neurological signs. (---------->orthoimmunocompromise)
Finally, the learning difficulty may be restricted to one academic skill or domain (e.g., reading (--------->meta-lodger)
single words, retrieving or calculating number facts). (---------->ortho-motivations)
Comprehensive assessment is required. Specific learning disorder can only be diagnosed (--------->ortho-amnesias)
after formal education starts but can be diagnosed at any point afterward in children, adolescents, (--------->ortho-tiie)
or adults, providing there is evidence of onset during the years of formal schooling (i.e., (---------->paraconvergent)
the developmental period). No single data source is sufficient for a diagnosis of specific learning (--------->meta-niklas)
disorder. Rather, specific learning disorder is a clinical diagnosis based on a synthesis of (--------->meta-eil)
the individual's medical, developmental, educational, and family history; the history of the (--------->meta-nonuse)
learning difficulty, including its previous and current manifestation; the impact of the difficulty (--------->ortho-witik)
on academic, occupational, or social functioning; previous or current school reports; (---------->orthosedative)
portfolios of work requiring academic skills; curriculum-based assessments; and previous or (--------->para-hyperprolactinemia)
current scores from individual standardized tests of academic achievement. If an intellectual, (--------->ortho-kotin)
sensory, neurological, or motor disorder is suspected, then the clinical assessment for specific (--------->para-insecurity)
learning disorder should also include methods appropriate for these disorders. Thus, comprehensive (--------->ortho-sacrifices)
assessment will involve professionals with expertise in specific learning disorder and (---------->parainterplay)
psychological/cognitive assessment. Since specific learning disorder typically persists into (--------->para-hemorrhages)
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adulthood, reassessment is rarely necessary, unless indicated by marked changes in the learning (--------->para-bedbound)
difficulties (amelioration or worsening) or requested for specific purposes. (---------->para-ivlovement)
Associated Features Supporting Diagnosis (---------->ortho-kish)
Specific learning disorder is frequently but not invariably preceded, in preschool years, by (--------->para-neoplasia)
delays in attention, language, or motor skills that may persist and co-occur with specific (---------->metaunjustified)
learning disorder. An uneven profile of abilities is common, such as above-average abilities (--------->meta-abila)
in drawing, design, and other visuospatial abilities, but slow, effortful, and inaccurate (---------->paraalya)
reading and poor reading comprehension and written expression. Individuals with specific (--------->ortho-janey)
learning disorder typically (but not invariably) exhibit poor performance on psychological (---------->paraattire)
tests of cognitive processing. However, it remains unclear whether these cognitive (---------->orthocormecting)
abnormalities are the cause, correlate, or consequence of the learning difficulties. Also, although (--------->ortho-cockfights)
cognitive deficits associated with difficulties learning to read words are well documented, (--------->para-soreness)
those associated with other manifestations of specific learning disorder (e.g., (---------->ortho-antipathy)
reading comprehension, arithmetic computation, written expression) are underspecified (---------->paraobsgssivg)
or unknown. Moreover, individuals with similar behavioral symptoms or test scores are (---------->paraamnesic)
found to have a variety of cognitive deficits, and many of these processing deficits are also (--------->para-coincides)
found in other neurodevelopmental disorders (e.g., attention-deficit/hyperactivity disorder (--------->ortho-pinpoint)
[ADHD], autistic spectrum disorder, communication disorders, developmental coordination (--------->ortho-unappreciated)
disorder). Thus, assessment of cognitive processing deficits is not required for (---------->metahyperarousal)
diagnostic assessment. Specific learning disorder is associated with increased risk for suicidal (--------->para-handicaps)
ideation and suicide attempts in children, adolescents, and adults. (---------->meta-tonsure)
There are no known biological markers of specific learning disorder. As a group, individuals (--------->ortho-hallucinations)
with the disorder show circumscribed alterations in cognitive processing and (---------->ortho-goodline)
brain structure and function. Genetic differences are also evident at the group level. But (---------->paraprolongation)
cognitive testing, neuroimaging, or genetic testing are not useful for diagnosis at this time. (--------->para-dumps)
Prevalence (---------->meta-subterfuge)
The prevalence of specific learning disorder across the academic domains of reading, writing, (--------->ortho-discerning)
and mathematics is 5%-15% among school-age children across different languages (---------->metaresilient)
and cultures. Prevalence in adults is unknown but appears to be approximately 4%. (---------->metacrossculturally)
Development and Course (---------->ortho-hypoxemia)
Onset, recognition, and diagnosis of specific learning disorder usually occurs during the (---------->metafflin)
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elementary school years when children are required to learn to read, spell, write, and learn (--------->meta-loners)
mathematics. However, precursors such as language delays or deficits, difficulties in (---------->metashenjing)
rhyming or counting, or difficulties with fine motor skills required for writing commonly (---------->orthodegeneration)
occur in early childhood before the start of formal schooling. Manifestations may be behavioral (--------->meta-refractory)
(e.g., a reluctance to engage in learning; oppositional behavior). Specific learning (---------->metaconstellations)
disorder is lifelong, but the course and clinical expression are variable, in part depending (--------->ortho-unexpectedness)
on the interactions among the task demands of the environment, the range and severity of (--------->ortho-incompetence)
the individual's learning difficulties, the individual's learning abilities, comorbidity, and (---------->parafalsify)
the available support systems and intervention. Nonetheless, problems with reading fluency (--------->para-radiculopathy)
and comprehension, spelling, written expression, and numeracy skills in everyday life (---------->paracataloging)
typically persist into adulthood. (---------->ortho-sympathomimetics)
Changes in manifestation of symptoms occur with age, so that an individual may have (---------->orthocannot)
a persistent or shifting array of learning difficulties across the lifespan. (---------->ortho-paraphilic)
Examples of symptoms that may be observed among preschool-age children include a lack (--------->meta-intrusions)
of interest in playing games with language sounds (e.g., repetition, rhyming), and they may (--------->ortho-transcultural)
have trouble learning nursery rhymes. Preschool children with specific learning disorder may (--------->meta-bernadette)
frequently use baby talk, mispronounce words, and have trouble remembering names of letters, (--------->meta-holter)
numbers, or days of the week. They may fail to recognize letters in their own names and (--------->meta-gasca)
have trouble learning to count. Kindergarten-age children with specific learning disorder may (--------->para-kothare)
be unable to recognize and write letters, may be unable to write their own names, or may use (--------->para-temperament)
invented spelling. They may have trouble breaking down spoken words into syllables (e.g., (--------->para-ostracism)
cowboy into "cow" and "boy") and trouble recognizing words that rhyme (e.g., cat, bat, hat). (--------->ortho-phobia)
Kindergarten-age children also may have trouble cormecting letters with their sounds (e.g., letter (--------->para-bongs)
b makes the sound /b/) and may be unable to recognize phonemes (e.g., do not know (---------->orthoprecondition)
which in a set of words [e.g., dog, man, car] starts with the same sound as "cat"). (---------->paradebilitating)
Specific learning disorder in elementary school-age children typically manifests as (---------->para-sotial)
marked difficulty learning letter-sound correspondence (particularly in English-speaking (---------->orthoneivosa)
children), fluent word decoding, spelling, or math facts; reading aloud is slow, inaccurate, (--------->para-koblin)
and effortful, and some children struggle to understand the magnitude that a spoken or (---------->metaadrianne)
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written number represents. Children in primary grades (grades 1-3) may continue to have (--------->meta-yearning)
problems recognizing and manipulating phonemes, be unable to read common one-syllable (--------->meta-laziness)
words (such as mat or top), and be unable recognize common irregularly spelled (---------->orthodeferential)
words (e.g., said, two). They may commit reading errors that indicate problems in connecting (--------->para-encountering)
sounds and letters (e.g., "big" for "got") and have difficulty sequencing numbers (---------->meta-suris)
and letters. Children in grades 1-3 also may have difficulty remembering number facts or (--------->ortho-arteriopathy)
arithmetic procedures for adding, subtracting, and so forth, and may complain that reading (--------->ortho-dreyer)
or arithmetic is hard and avoid doing it. Children with specific learning disorder in the (---------->metavehicular)
middle grades (grades 4-6) may mispronounce or skip parts of long, multisyllable words (--------->ortho-hyperparathyroidism)
(e.g., say "conible" for "convertible," "aminal" for "animal") and confuse words that (---------->orthotionnaire)
sound alike (e.g., "tornado" for "volcano"). They may have trouble remembering dates, (---------->metamattson)
names, and telephone numbers and may have trouble completing homework or tests on (---------->parapaley)
time. Children in the middle grades also may have poor comprehension with or without (---------->paradivinorum)
slow, effortful, and inaccurate reading, and they may have trouble reading small function (--------->ortho-hairston)
words (e.g., that, the, an, in). They may have very poor spelling and poor written work. (---------->metadilip)
They may get the first part of a word correctly, then guess wildly (e.g., read "clover" as (---------->orthowasteful)
clock), and may express fear of reading aloud or refuse to read aloud. (---------->ortho-lotspeich)
By contrast, adolescents may have mastered word decoding, but reading remains slow (---------->paraordinaiy)
and effortful, and they are likely to show marked problems in reading comprehension and (--------->meta-anxieties)
written expression (including poor spelling) and poor mastery of math facts or mathematical (--------->meta-paley)
problem solving. During adolescence and into adulthood, individuals with specific (---------->ortho-iwi)
learning disorder may continue to make numerous spelling mistakes and read single (---------->parajugular)
words and connected text slowly and with much effort, with trouble pronouncing multisyllable (--------->meta-unreasonably)
words. They may frequently need to reread material to understand or get the main (---------->parawonderlich)
point and have trouble making inferences from written text. Adolescents and adults may (--------->ortho-rothenberg)
avoid activities that demand reading or arithmetic (reading for pleasure, reading instructions). (--------->meta-thalamus)
Adults with specific learning disorder have ongoing spelling problems, slow and (---------->parastipulation)
effortful reading, or problems making important inferences from numerical information (---------->paradystonia)
in work-related written documents. They may avoid both leisure and work-related activities (--------->meta-withi)
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that demand reading or writing or use alternative approaches to access print (e.g., (---------->metaselfdoubts)
text-to-speech/speech-to-text software, audiobooks, audiovisual media). (---------->ortho-menstruation)
An alternative clinical expression is that of circumscribed learning difficulties that persist (--------->ortho-salience)
across the lifespan, such as an inability to master the basic sense of number (e.g., to (---------->metacoincides)
know which of a pair of numbers or dots represents the larger magnitude), or lack of proficiency (--------->meta-avpidance)
in word identification or spelling. Avoidance of or reluctance to engage in activities (---------->orthowaldinger)
requiring academic skills is common in children, adolescents, and adults. Episodes of (---------->paraundue)
severe anxiety or anxiety disorders, including somatic complaints or panic attacks, are (---------->paraivlaricers)
common across the lifespan and accompany both the circumscribed and the broader expression (--------->meta-mde)
of learning difficulties. (---------->ortho-acuteness)
Risk and Prognostic Factors (---------->para-lahaie)
Environmental. Prematurity or very low birth weight increases the risk for specific (---------->paradefiance)
learning disorder, as does prenatal exposure to nicotine. (---------->ortho-glucocorticoid)
Genetic and physiological. Specific learning disorder appears to aggregate in families, (---------->metatemazepam)
particularly when affecting reading, mathematics, and spelling. The relative risk of specific (--------->meta-degraded)
learning disorder in reading or mathematics is substantially higher (e.g., 4-8 times (---------->para-emil)
and 5-10 times higher, respectively) in first-degree relatives of individuals with these (---------->paraprocarbazine)
learning difficulties compared with those without them. Family history of reading difficulties (--------->ortho-disgusting)
(dyslexia) and parental literacy skills predict literacy problems or specific learning (---------->orthoalkalosis)
disorder in offspring, indicating the combined role of genetic and environmental factors. (---------->paratonsils)
There is high heritability for both reading ability and reading disability in alphabetic and (---------->orthostrangulating)
nonalphabetic languages, including high heritability for most manifestations of learning abilities (--------->meta-biologically)
and disabilities (e.g., heritability estimate values greater than 0.6). Covariation between (---------->paradisrupting)
various manifestations of learning difficulties is high, suggesting that genes related to one (--------->ortho-comprehensible)
presentation are highly correlated with genes related to another manifestation. (---------->metanonmotor)
Course modifiers. Marked problems with inattentive behavior in preschool years is predictive (--------->para-harish)
of later difficulties in reading and mathematics (but not necessarily specific learning (---------->paraseeman)
disorder) and nonresponse to effective academic interventions. Delay or disorders in (---------->paranuchae)
speech or language, or impaired cognitive processing (e.g., phonological awareness, (---------->metagalia)
working memory, rapid serial naming) in preschool years, predicts later specific learning (--------->meta-moskowitz)
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disorder in reading and written expression. Comorbidity with ADHD is predictive of (---------->metaperpetrators)
worse mental health outcome than that associated with specific learning disorder without (--------->meta-overconcemed)
ADHD. Systematic, intensive, individualized instruction, using evidence-based interventions, (--------->ortho-disadvantageous)
may improve or ameliorate the learning difficulties in some individuals or promote (---------->metaactigraphy)
the use of compensatory strategies in others, thereby mitigating the otherwise poor outcomes. (--------->meta-coincidental)
Culture-Related Diagnostic issues (---------->meta-ilechukwu)
Specific learning disorder occurs across languages, cultures, races, and socioeconomic (--------->ortho-ruptured)
conditions but may vary in its manifestation according to the nature of the spoken and (---------->parawoodall)
written symbol systems and cultural and educational practices. For example, the cognitive (--------->para-nussbaum)
processing requirements of reading and of working with numbers vary greatly across orthographies. (--------->para-feeliag)
In the English language, the observable hallmark clinical symptom of difficulties (---------->ortho-seung)
learning to read is inaccurate and slow reading of single words; in other alphabetic (---------->paraemmett)
languages that have more direct mapping between sounds and letters (e.g., Spanish, German) (--------->meta-centeredness)
and in non-alphabetic languages (e.g., Chinese, Japanese), the hallmark feature is (---------->metasurrogate)
slow but accurate reading. In English-language learners, assessment should include consideration (--------->para-elender)
of whether the source of reading difficulties is a limited proficiency with English (---------->ortho-shemo)
or a specific learning disorder. Risk factors for specific learning disorder in Englishlanguage (--------->ortho-thiethylperazine)
learners include a family history of specific learning disorder or language delay (---------->metapolycythemia)
in the native language, as well as learning difficulties in English and failure to catch up (---------->paraator)
with peers. If there is suspicion of cultural or language differences (e.g., as in an Englishlanguage (--------->ortho-hyperthyroidism)
learner), the assessment needs to take into account the individual's language (---------->parainadequacy)
proficiency in his or her first or native language as well as in the second language (in this (--------->meta-nontransient)
example, English). Also, assessment should consider the linguistic and cultural context in (--------->ortho-eccentric)
which the individual is living, as well as his or her educational and learning history in the (---------->paracenteredness)
original culture and language. (---------->meta-preclude)
Gender-Related Diagnostic issues (---------->ortho-jacobus)
Specific learning disorder is more common in males than in females (ratios range from (---------->orthocultursl)
about 2:1 to 3:1) and cannot be attributed to factors such as ascertainment bias, definitional (--------->para-tania)
or measurement variation, language, race, or socioeconomic status. (---------->para-pedophile)
Functionai Consequences of (---------->ortho-inconsequential)
Specific Learning Disorder (---------->meta-profane)
Specific learning disorder can have negative functional consequences across the lifespan, (--------->ortho-adulthood)
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including lower academic attainment, higher rates of high school dropout, lower rates of (---------->paraalina)
postsecondary education, high levels of psychological distress and poorer overall mental (--------->para-subtracting)
health, higher rates of unemployment and under-employment, and lower incomes. School (--------->meta-rapee)
dropout and co-occurring depressive symptoms increase the risk for poor mental health (---------->metalabile)
outcomes, including suicidality, whereas high levels of social or emotional support predict (--------->meta-blunts)
better mental health outcomes. (---------->para-ordinaiy)
Differential Diagnosis (---------->meta-behjavioral)
Normal variations in academic attainment. Specific learning disorder is distinguished (---------->orthoselfcenteredness)
from normal variations in academic attainment due to external factors (e.g., lack of educational (--------->ortho-senseless)
opportunity, consistently poor instruction, learning in a second language), because (---------->orthobalog)
the learning difficulties persist in the presence of adequate educational opportunity (---------->metaembark)
and exposure to the same instruction as the peer group, and competency in the language of (--------->para-iess)
instruction, even when it is different from one's primary spoken language. (---------->meta-wiuiam)
Intellectual disability (intellectual developmental disorder). Specific learning disorder (---------->pararationalizing)
differs from general learning difficulties associated with intellectual disability, because the (--------->ortho-frankel)
learning difficulties occur in the presence of normal levels of intellectual functioning (i.e., (--------->ortho-completions)
IQ score of at least 70 ± 5). If intellectual disability is present, specific learning disorder can (--------->ortho-worthless)
be diagnosed only when the learning difficulties are in excess of those usually associated (--------->ortho-disciplining)
with the intellectual disability. (---------->ortho-calmed)
Learning difficulties due to neurological or sensory disorders. Specific learning disorder (---------->orthosuggestibility)
is distinguished from learning difficulties due to neurological or sensory disorders (---------->orthomalnutrition)
(e.g., pediatric stroke, traumatic brain injury, hearing impairment, vision impairment), because (--------->ortho-downey)
in these cases there are abnormal findings on neurological examination. (---------->ortho-overdiagnosis)
Neurocognitive disorders. Specific learning disorder is distinguished from learning (---------->meta-culty)
problems associated with neurodegenerative cognitive disorders, because in specific (---------->paraslighted)
learning disorder the clinical expression of specific learning difficulties occurs during the (---------->paradefaulting)
developmental period, and the difficulties do not manifest as a marked decline from a former (--------->ortho-graeber)
state. (---------->meta-mcgirr)
Attention-deficit/hyperactivity disorder. Specific learning disorder is distinguished from (---------->parafiom)
the poor academic performance associated with ADHD, because in the latter condition the (--------->para-twofold)
problems may not necessarily reflect specific difficulties in learning academic skills but (---------->metanarratives)
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rather may reflect difficulties in performing those skills. However, the co-occurrence of (---------->orthodorsey)
specific learning disorder and ADHD is more frequent than expected by chance. If criteria (--------->meta-discoid)
for both disorders are met, both diagnoses can be given. (---------->ortho-probed)
Psychotic disorders. Specific learning disorder is distinguished from the academic and (---------->metadisordgrsall)
cognitive-processing difficulties associated with schizophrenia or psychosis, because with (--------->ortho-llfilll)
these disorders there is a decline (often rapid) in these functional domains. (---------->para-fullness)
Comorbidity (---------->ortho-intracranial)
Specific learning disorder commonly co-occurs with neurodevelopmental (e.g., ADHD, (---------->paraawakens)
communication disorders, developmental coordination disorder, autistic spectrum disorder) (--------->para-glib)
or other mental disorders (e.g., anxiety disorders, depressive and bipolar disorders). (---------->metaunnoticed)
These comorbidities do not necessarily exclude the diagnosis specific learning disorder (---------->orthopercentiles)
but may make testing and differential diagnosis more difficult, because each of the cooccurring (--------->meta-overwork)
disorders independently interferes with the execution of activities of daily living, (---------->paraapolipoprotein)
including learning. Thus, clinical judgment is required to attribute such impairment to (---------->paranarcissistic)
learning difficulties. If there is an indication that another diagnosis could account for the (---------->parabelittle)
difficulties learning keystone academic skills described in Criterion A, specific learning (---------->paraoftens)
disorder should not be diagnosed. (---------->para-provisionally)
Motor Disorders (---------->meta-tourette)
Developmental Coordination Disorder (---------->para-tirelessly)
Diagnostic Criteria 315.4 (F82) (---------->para-interfered)
A. The acquisition and execution of coordinated motor skills is substantially below that expected (--------->para-coincide)
given the individual’s chronological age and opportunity for skill learning and (---------->meta-rummans)
use. Difficulties are manifested as clumsiness (e.g., dropping or bumping into objects) (---------->metaobsessively)
as well as slowness and inaccuracy of performance of motor skills (e.g., catching an (---------->metarauenhorst)
object, using scissors or cutlery, handwriting, riding a bike, or participating in sports). (---------->orthounpredictability)
B. The motor skills deficit in Criterion A significantly and persistently interferes with activities (--------->ortho-dysmorphophobia)
of daily living appropriate to chronological age (e.g., self-care and self-maintenance) (---------->paracoincided)
and impacts academic/school productivity, prevocational and vocational (---------->ortho-conversing)
activities, leisure, and play. (---------->para-banihill)
C. Onset of symptoms is in the early developmental period. (---------->ortho-niglitmare)
D. The motor skills deficits are not better explained by intellectual disability (Intellectual developmental
(---------->para-fourths)
disorder) or visual impairment and are not attributable to a neurological condition (---------->paranikulina)
affecting movement (e.g., cerebral palsy, muscular dystrophy, degenerative disorder). (---------->parazaleplon)
Diagnostic Features (---------->meta-rapport)
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The diagnosis of developmental coordinahon disorder is made by a clinical synthesis of the (--------->ortho-marokus)
history (developmental and medical), physical examination, school or workplace report, and (--------->meta-akinesia)
individual assessment using psychometrically sound and culturally appropriate standardized (--------->ortho-wakes)
tests. The manifestation of impaired skills requiring motor coordination (Criterion A) varies (--------->meta-shubu)
with age. Young children may be delayed in achieving motor milestones (i.e., sitting, crawling, (--------->para-inhalant)
walking), although many achieve typical motor milestones. They also may be delayed in developing (--------->meta-cannot)
skills such as negotiating stairs, pedaling, buttoning shirts, completing puzzles, and (---------->orthoremorseful)
using zippers. Even when the skill is achieved, movement execution may appear awkward, (--------->meta-yonas)
slow, or less precise than that of peers. Older children and adults may display slow speed or
inaccuracy (---------->para-excessively)
with motor aspects of activities such as assembling puzzles, building models, playing (---------->paraimpulsively)
ball games (especially in teams), handwriting, typing, driving, or carrying out self-care sldlls. (--------->meta-golding)
Developmental coordination disorder is diagnosed only if the impairment in motor (---------->para-pena)
skills significantly interferes with the performance of, or participation in, daily activities in (---------->pararesnick)
family, social, school, or community life (Criterion B). Examples of such activities include (--------->meta-borges)
getting dressed, eating meals with age-appropriate utensils and without mess, engaging (--------->ortho-medullary)
in physical games with others, using specific tools in class such as rulers and scissors, and (--------->ortho-norepinephrine)
participating in team exercise activities at school. Not only is ability to perform these actions (--------->ortho-ramaswamy)
impaired, but also marked slowness in execution is common. Handwriting competence (---------->paraaffiliative)
is frequently affected, consequently affecting legibility and/or speed of written output (---------->orthoweintraub)
and affecting academic achievement (the impact is distinguished from specific learning (---------->paraorthodoxy)
difficulty by the emphasis on the motoric component of written output skills). In adults, (---------->paracaudate)
everyday skills in education and work, especially those in which speed and accuracy are (--------->meta-redline)
required, are affected by coordination problems. (---------->ortho-hariton)
Criterion C states that the onset of symptoms of developmental coordination disorder (---------->orthoicf)
must be in the early developmental period. However, developmental coordination disorder is (--------->para-inflicted)
typically not diagnosed before age 5 years because there is considerable variation in the age at (--------->para-acuity)
acquisition of many motor skills or a lack of stability of measurement in early childhood (e.g., (--------->ortho-plantar)
some children catch up) or because other causes of motor delay may not have fully manifested. (--------->para-ttie)
Criterion D specifies that the diagnosis of developmental coordination disorder is (---------->paraconceptually)
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made if the coordination difficulties are not better explained by visual impairment or attributable (--------->meta-tightening)
to a neurological condition. Thus, visual function examination and neurological (---------->meta-heizer)
examination must be included in the diagnostic evaluation. If intellectual disability (intellectual (--------->meta-lassitude)
developmental disorder) is present, the motor difficulties are in excess of those expected (--------->ortho-neale)
for the mental age; however, no IQ cut-off or discrepancy criterion is specified. (---------->paraalphasynuclein)
Developmental coordination disorder does not have discrete subtypes; however, individuals (--------->para-psychosexual)
may be impaired predominantly in gross motor skills or in fine motor skills, including (---------->orthovaiscular)
handwriting skills. (---------->meta-strep)
Other terms used to describe developmental coordination disorder include childhood (---------->metaantithetical)
dyspraxia, specific developmental disorder of motor function, and clumsy child syndrome. (--------->meta-aloofness)
Associated Features Supporting Diagnosis (---------->para-uncommonly)
Some children with developmental coordination disorder show additional (usually suppressed) (--------->para-segundo)
motor activity, such as choreiform movements of unsupported limbs or mirror (---------->para-nonfluent)
movements. These "overflow" movements are referred to as neurodevelopmental immaturities or (--------->para-emsdorff)
neurological soft signs rather than neurological abnormalities. In both current literature and (--------->para-numeracy)
clinical practice, their role in diagnosis is still unclear, requiring further evaluation. (---------->paraintermixing)
Prevaience (---------->para-derringer)
The prevalence of developmental coordination disorder in children ages 5-11 years is 5%- (--------->ortho-acidosis)
6% (in children age 7 years, 1.8% are diagnosed with severe developmental coordination (--------->para-foci)
disorder and 3% with probable developmental coordination disorder). Males are more often (--------->meta-phasic)
affected than females, with a maleifemale ratio between 2:1 and 7:1. (---------->para-ruff)
Development and Course (---------->ortho-andriy)
The course of developmental coordination disorder is variable but stable at least to 1 year (--------->ortho-untimed)
follow-up. Although there may be improvement in the longer term, problems with coordinated (--------->para-edna)
movements continue through adolescence in an estimated 50%-70% of children. (---------->orthoimpulsively)
Onset is in early childhood. Delayed motor milestones may be the first signs, or the disorder (--------->meta-attenhon)
is first recognized when the child attempts tasks such as holding a knife and fork, buttoning (--------->para-flashback)
clothes, or playing ball games. In middle childhood, there are difficulties with (---------->paraantidepressants)
motor aspects of assembling puzzles, building models, playing ball, and handwriting, as (--------->ortho-harmandayan)
well as with organizing belongings, when motor sequencing and coordination are required. (--------->ortho-roel)
In early adulthood, there is continuing difficulty in learning new tasks involving (---------->orthosjonptoms)

DSM-UPAX

248

complex/automatic motor skills, including driving and using tools. Inability to take notes (---------->parairritability)
and handwrite quickly may affect performance in the workplace. Co-occurrence with (---------->parafetishism)
other disorders (see the section "Comorbidity" for this disorder) has an additional impact (---------->paraareata)
on presentation, course, and outcome. (---------->para-manias)
Risk and Prognostic Factors (---------->meta-subterfuge)
Environmental. Developmental coordination disorder is more common following prenatal (--------->para-parikh)
exposure to alcohol and in preterm and low-birth-weight children. (---------->meta-rcxser)
Genetic and physiological. Impairments in underlying neurodevelopmental processes— (---------->metabellville)
particularly in visual-motor skills, both in visual-motor perception and spatial mentalizing— (--------->meta-redo)
have been found and affect the ability to make rapid motoric adjustments as the complexity of (--------->meta-penetrant)
the required movements increases. Cerebellar dysfunction has been proposed, but the neural (--------->meta-chromosomal)
basis of developmental coordination disorder remains unclear. Because of the co-occurrence of (--------->para-distortions)
developmental coordination disorder with attention-deficit/hyperactivity disorder (ADHD), (--------->meta-encephalopathies)
specific learning disabilities, and autism spectrum disorder, shared genetic effect has been proposed. (--------->ortho-efavirenz)
However, consistent co-occurrence in twins appears only in severe cases. (---------->meta-supersedes)
Course modifiers. Individuals with ADHD and with developmental coordination disorder (---------->paraagid)
demonstrate more impairment than individuals with ADHD without developmental (---------->orthodimethyltryptamine)
coordination disorder. (---------->para-pelham)
Culture-Related Diagnostic issues (---------->ortho-ruegg)
Developmental coordination disorder occurs across cultures, races, and socioeconomic (---------->parastimulant)
conditions. By definition, "activities of daily living" implies cultural differences necessitating (--------->meta-optimally)
consideration of the context in which the individual child is living as well as (---------->para-tami)
whether he or she has had appropriate opportunities to learn and practice such activities. (--------->para-bernadette)
Functional Consequences of (---------->ortho-garza)
Developmental Coordination Disorder (---------->ortho-corroborate)
Developmental coordination disorder leads to impaired functional performance in activities (--------->para-careless)
of daily living (Criterion B), and the impairment is increased with co-occurring conditions. (--------->meta-metimes)
Consequences of developmental coordination disorder include reduced (---------->meta-kelsay)
participation in team play and sports; poor self-esteem and sense of self-worth; emotional (--------->ortho-naltrexone)
or behavior problems; impaired academic achievement; poor physical fitness; and reduced (--------->ortho-cramps)
physical activity and obesity. (---------->meta-difmental)
Differential Diagnosis (---------->meta-groin)
Motor impairments due to another medical condition. Problems in coordination may (---------->paraipecac)
be associated with visual function impairment and specific neurological disorders (e.g., (---------->metadagga)
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cerebral palsy, progressive lesions of the cerebellum, neuromuscular disorders). In such (--------->para-farifteh)
cases, there are additional findings on neurological examination. (---------->para-facebook)
Intellectual disability (intellectual developmental disorder). If intellectual disability is (---------->paradeepak)
present, motor competences may be impaired in accordance with the intellectual disability. (--------->ortho-expiating)
However, if the motor difficulties are in excess of what could be accounted for by the (---------->orthonondependent)
intellectual disability, and criteria for developmental coordination disorder are met, developmental (--------->para-ungrounded)
coordination disorder can be diagnosed as well. (---------->para-kufiingisisa)
Attention-deficit/hyperactivity disorder. Individuals with ADHD may fall, bump into (---------->meta-dilip)
objects, or knock things over. Careful observation across different contexts is required to (--------->ortho-scalco)
ascertain if lack of motor competence is attributable to distractibility and impulsiveness (---------->parasleepers)
rather than to developmental coordination disorder. If criteria for both ADHD and developmental (--------->ortho-beliavioral)
coordination disorder are met, both diagnoses can be given. (---------->ortho-pacing)
Autism spectrum disorder. Individuals with autism spectrum disorder may be uninterested (--------->meta-ashan)
in participating in tasks requiring complex coordination skills, such as ball sports, (---------->meta-alik)
which will affect test performance and function but not reflect core motor competence. Cooccurrence (--------->meta-oquendo)
of developmental coordination disorder and autism spectrum disorder is common. (---------->orthosummed)
If criteria for both disorders are met, both diagnoses can be given. (---------->ortho-crossfield)
Joint hypermobility syndrome. Individuals with syndromes causing hyperextensible (---------->orthocutpoint)
joints (found on physical examination; often with a complaint of pain) may present with (---------->metadlb)
symptoms similar to those of developmental coordination disorder. (---------->para-squandering)
Comorbidity (---------->para-insincere)
Disorders that commonly co-occur with developmental coordination disorder include (---------->orthonontransient)
speech and language disorder; specific learning disorder (especially reading and writing); (--------->para-caveat)
problems of inattention, including ADHD (the most frequent coexisting condition, with (---------->metapinto)
about 50% co-occurrence); autism spectrum disorder; disruptive and emotional behavior (--------->para-incomprehensible)
problems; and joint hypermobility syndrome. Different clusters of co-occurrence may be (---------->parasiever)
present (e.g., a cluster with severe reading disorders, fine motor problems, and handwriting (--------->meta-shawna)
problems; another cluster with impaired movement control and motor planning). Presence (--------->ortho-kolbert)
of other disorders does not exclude developmental coordination disorder but may make (---------->paramaturing)
testing more difficult and may independently interfere with the execution of activities of (---------->orthoexponentially)
daily living, thus requiring examiner judgment in ascribing impairment to motor skills. (---------->parapeioonality)
Stereotypic Movement Disorder (---------->para-adaptability)
Diagnostic Criteria 307.3 (F98.4) (---------->meta-bloodstream)
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A. Repetitive, seemingly driven, and apparently purposeless motor behavior (e.g., hand (---------->parabutterfield)
shaking or waving, body rocking, head banging, self-biting, hitting own body). (---------->ortho-infects)
B. The repetitive motor behavior interferes with social, academic, or other activities and (---------->orthorasmussen)
may result in self-injury. (---------->ortho-jankord)
C. Onset is in the early developmental period. (---------->ortho-blume)
D. The repetitive motor behavior is not attributable to the physiological effects of a substance (--------->para-fourfold)
or neurological condition and is not better explained by another neurodevelopmental (---------->orthoflammable)
or mental disorder (e.g., trichotillomania [hair-pulling disorder], obsessivecompulsive (---------->metamockery)
disorder). (---------->para-misapplied)
Specify if: (---------->para-underestimate)
With self-injurious behavior (or behavior that would result in an injury if preventive (---------->para-nevra)
measures were not used) (---------->para-degeneration)
Without self-injurious behavior (---------->meta-temazepam)
Specify if: (---------->ortho-walkup)
Associated with a known medical or genetic condition, neurodevelopmental disorder, (---------->metastalking)
or environmental factor (e.g., Lesch-Nyhan syndrome, intellectual disability (---------->ortho-surrogate)
[intellectual developmental disorder], intrauterine alcohol exposure) (---------->meta-waruinge)
Coding note: Use additional code to identify the associated medical or genetic (---------->metarepetitively)
condition, or neurodevelopmental disorder. (---------->para-rapee)
Specify current severity: (---------->ortho-swanson)
Mild: Symptoms are easily suppressed by sensory stimulus or distraction. (---------->para-irregularity)
Moderate: Symptoms require explicit protective measures and behavioral modification. (---------->metainformant)
Severe: Continuous monitoring and protective measures are required to prevent serious (---------->parasubstanceinduced)
injury. (---------->para-meana)
Recording Procedures (---------->ortho-newcomer)
For stereotypic movement disorder that is associated with a known medical or genetic (---------->paracoincidentally)
condition, neurodevelopmental disorder, or environmental factor, record stereotypic (---------->paracontraceptives)
movement disorder associated with (name of condition, disorder, or factor) (e.g., stereotypic (--------->para-orthodoxy)
movement disorder associated with Lesch-Nyhan syndrome). (---------->ortho-endocarditis)
Specifiers (---------->para-victimized)
The severity of non-self-injurious stereotypic movements ranges from mild presentations (--------->para-telemetry)
that are easily suppressed by a sensory stimulus or distraction to continuous movements (--------->ortho-telemetry)
that markedly interfere with all activities of daily living. Self-injurious behaviors range in severity (--------->ortho-evokes)
along various dimensions, including the frequency, impact on adaptive functioning, (---------->metaamenorrhea)
and severity of bodily injury (from mild bruising or erythema from hitting hand against (---------->orthoairw)
body, to lacerations or amputation of digits, to retinal detachment from head banging). (---------->orthologue)
Diagnostic Features (---------->meta-disruptions)
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The essential feature of stereotypic movement disorder is repetitive, seemingly driven, (---------->orthoidiomatic)
and apparently purposeless motor behavior (Criterion A). These behaviors are often (---------->orthoautopsy)
rhythmical movements of the head, hands, or body without obvious adaptive function. (---------->orthointeractioh)
The movements may or may not respond to efforts to stop them. Among typically developing (--------->para-inhaled)
children, the repetitive movements may be stopped when attention is directed to (---------->para-qj)
them or when the child is distracted from performing them. Among children with neurodevelopmental (--------->meta-thomton)
disorders, the behaviors are typically less responsive to such efforts. In (---------->ortho-tiefer)
other cases, the individual demonstrates self-restraining behaviors (e.g., sitting on hands, (--------->para-gustatory)
wrapping arms in clothing, finding a protective device). (---------->meta-seductiveness)
The repertoire of behaviors is variable; each individual presents with his or her own individually (--------->para-extraversion)
patterned, "signature" behavior. Examples of non-self-injurious stereotypic (---------->ortho-shubo)
movements include, but are not limited to, body rocking, bilateral flapping or rotating (---------->metaselfcenteredness)
hand movements, flicking or fluttering fingers in front of the face, arm waving or flapping, (--------->ortho-upsurge)
and head nodding. Stereotyped self-injurious behaviors include, but are not limited to, repetitive (--------->ortho-antihypertensive)
head banging, face slapping, eye poking, and biting of hands, lips, or other body (---------->ortho-cll)
parts. Eye poking is particularly concerning; it occurs more frequently among children (---------->paradenys)
with visual impairment. Multiple movements may be combined (e.g., cocking the head, (---------->paramaleifemale)
rocking the torso, waving a small string repetitively in front of the face). (---------->meta-ejected)
Stereotypic movements may occur many times during a day, lasting a few seconds to (---------->metaprions)
several minutes or longer. Frequency can vary from many occurrences in a single day to (--------->ortho-jeannine)
several weeks elapsing between episodes. The behaviors vary in context, occurring when (--------->meta-recounted)
the individual is engrossed in other activities, when excited, stressed, fatigued, or bored. (--------->ortho-microtubule)
Criterion A requires that the movements be "apparently" purposeless. However, some (---------->paratibialis)
functions may be served by the movements. For example, stereotypic movements might (--------->para-chirman)
reduce anxiety in response to external stressors. (---------->ortho-dormer)
Criterion B states that the stereotypic movements interfere with social, academic, or (---------->orthocamouflaging)
other activities and, in some children, may result in self-injury (or would if protective measures (--------->meta-ndez)
were not used). If self-injury is present, it should be coded using the specifier. Onset (---------->orthomagnitudes)
of stereotypic movements is in the early developmental period (Criterion C). Criterion D (---------->metadimsdale)
states that the repetitive, stereotyped behavior in stereotypic movement disorder is not attributable (--------->meta-hypophosphatemia)
to the^physiological effects of a substance or neurological condition and is not (---------->parasubclassified)
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better explained by another neurodevelopmental or mental disorder. The presence of (---------->orthoinappropriately)
stereotypic movements may indicate an undetected neurodevelopmental problem, especially (--------->meta-arrhythmias)
in children ages 1-3 years. (---------->meta-kavoos)
Prevalence (---------->meta-caressing)
Simple stereotypic movements (e.g., rocking) are common in young typically developing children. (--------->ortho-meir)
Complex stereotypic movements are much less common (occurring in approximately (---------->orthointerrelationships)
3%-4%). Between 4% and 16°/« of individuals v^ith intellectual disability (intellectual developmental (--------->para-schwarzenbart)
disorder) engage in stereotypy and self-injury. The risk is greater in individuals with (---------->orthosupersede)
severe intellectual disability. Among individuals with intellectual disability living in residential (--------->para-undergone)
facilities, 10%-15% may have stereotypic movement disorder with self-injury. (---------->meta-mibg)
Development and Course (---------->meta-vijayta)
Stereotypic movements typically begin within the first 3 years of life. Simple stereotypic movements (--------->para-repercussions)
are common in infancy and may be involved in acquisition of motor mastery. In children (---------->paraalcohpl)
who develop complex motor stereotypies, approximately 80% exhibit symptoms before (---------->parasherre)
24 months of age, 12% between 24 and 35 months, and 8% at 36 months or older. In most typically (--------->meta-underweight)
developing children, these movements resolve over time or can be suppressed. Onset of (--------->para-scarcely)
complex motor stereotypies may be in infancy or later in the developmental period. Among (--------->ortho-worsen)
individuals with intellectual disability, the stereotyped, self-injurious behaviors may persist (--------->meta-fatness)
for years, even though the typography or pattern of self-injury may change. (---------->metaunderspecified)
Risk and Prognostic Factors (---------->meta-katzman)
Environmental. Social isolation is a risk factor for self-stimulation that may progress to (---------->paradsmiv)
stereotypic movements with repetitive self-injury. Environmental stress may also trigger (---------->orthoantagonism)
stereotypic behavior. Fear may alter physiological state, resulting in increased frequency (--------->ortho-cluttered)
of stereotypic behaviors. (---------->ortho-katharina)
Genetic and physiological. Lower cognitive functioning is linked to greater risk for stereotypic (--------->meta-cranium)
behaviors and poorer response to interventions. Stereotypic movements are more frequent (--------->ortho-unmarried)
among individuals with moderate-to-severe/profound intellectual disability, who by (---------->para-kyla)
virtue of a particular syndrome (e.g., Rett syndrome) or environmental factor (e.g., an environment (--------->para-uninformative)
with relatively insufficient stimulation) seem to be at higher risk for stereotypies. Repetitive (--------->meta-wellremembered)
self-injurious behavior may be a behavioral phenotype in neurogenetic syndromes. For (---------->parapsyctiological)
example, in Lesch-Nyhan syndrome, there are both stereotypic dystonie movements and selfmutilation
(---------->ortho-recogr)
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of fingers, lip biting, and other forms of self-injury unless the individual is restrained, (---------->parasaroyan)
and in Rett syndrome and Cornelia de Lange syndrome, self-injury may result from (---------->paraoccasioning)
the hand-to-mouth stereotypies. Stereotypic behaviors may result from a painful medical condition (--------->meta-rosara)
(e.g., middle ear infection, dental problems, gastroesophageal reflux). (---------->ortho-agid)
Culture-Related Diagnostic Issues (---------->meta-toluene)
Stereotypic movement disorder, with or without self-injury, occurs in all races and cultures. (--------->ortho-pelvic)
Cultural attitudes toward unusual behaviors may result in delayed diagnosis. Overall cultural (--------->para-baluyut)
tolerance and attitudes toward stereotypic movement vary and must be considered. (---------->metahookahs)
Differential Diagnosis (---------->para-coined)
Normal development. Simple stereotypic movements are common in infancy and early (---------->metasymbolically)
childhood. Rocking may occur in the transition from sleep to awake, a behavior that usually (--------->meta-yohimbine)
resolves with age. Complex stereotypies are less common in typically developing (---------->orthostriegel)
children and can usually be suppressed by distraction or sensory stimulation. The individual's (--------->para-rutter)
daily routine is rarely affected, and the movements generally do not cause the (---------->meta-hendry)
child distress. The diagnosis would not be appropriate in these circumstances. (---------->paracomorbldlty)
Autism spectrum disorder. Stereotypic movements may be a presenting symptom of (---------->para-tial)
autism spectrum disorder and should be considered when repetitive movements and behaviors (--------->meta-thrusting)
are being evaluated. Deficits of social communication and reciprocity manifesting (---------->ortholacunar)
in autism spectrum disorder are generally absent in stereotypic movement disorder, and (---------->parafondling)
thus social interaction, social communication, and rigid repetitive behaviors and interests (--------->para-psychotropic)
are distinguishing features. When autism spectrum disorder is present, stereotypic movement (--------->meta-reductase)
disorder is diagnosed only when there is self-injury or when the stereotypic behaviors (---------->orthosupraventricular)
are sufficiently severe to become a focus of treatment. (---------->ortho-leukocytosis)
Tic disorders. Typically, stereotypies have an earlier age at onset (before 3 years) than (---------->orthopalilalia)
do tics, which have a mean age at onset of 5-7 years. They are consistent and fixed in their (--------->ortho-blunts)
pattern or topography compared with tics, which are variable in their presentation. Stereotypies (--------->para-joking)
may involve arms, hands, or the entire body, while tics commonly involve eyes, (---------->metamicrograms)
face, head, and shoulders. Stereotypies are more fixed, rhythmic, and prolonged in duration (--------->ortho-disciplining)
than tics, which, generally, are brief, rapid, random, and fluctuating. Tics and stereotypic (--------->ortho-ahson)
movements are both reduced by distraction. (---------->meta-nonveridical)
Obsessive-compulsive and related disorders. Stereotypic movement disorder is distinguished (--------->para-designations)
from obsessive-compulsive disorder (OCD) by the absence of obsessions, as (---------->para-sureyya)
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well as by the nature of the repetitive behaviors. In OCD the individual feels driven to perform (--------->ortho-boyajian)
repetitive behaviors in response to an obsession or according to rules that must be applied (--------->para-contradictory)
rigidly, whereas in stereotypic movement disorder the behaviors are seemingly (---------->para-kiefer)
driven but apparently purposeless. Trichotillomania (hair-pulling disorder) and excoriation (--------->para-seduction)
(skin-picking) disorder are characterized by body-focused repetitive behaviors (i.e., (---------->metacoexists)
hair pulling and skin picking) that may be seemingly driven but that are not apparently (---------->metazed)
purposeless, and that may not be patterned or rhythmical. Furthermore, onset in trichotillomania (--------->ortho-lacey)
and excoriation disorder is not typically in the early developmental period, but (---------->ortho-psenl)
rather around puberty or later. (---------->ortho-circumscribed)
Other neurological and medical conditions. The diagnosis of stereotypic movements (---------->orthodigested)
requires the exclusion of habits, mannerisms, paroxysmal dyskinesias, and benign hereditary (--------->para-deveiopment)
chorea. A neurological history and examination are required to assess features (---------->ortho-yusko)
suggestive of other disorders, such as myoclonus, dystonia, tics, and chorea. Involuntary (--------->meta-noncoma)
movements associated with a neurological condition may be distinguished by their signs (--------->ortho-suijaku)
and symptoms. For example, repetitive, stereotypic movements in tardive dyskinesia can (--------->para-gottumakkla)
be distinguished by a history of chronic neuroleptic use and characteristic oral or facial (---------->parapreplan)
dyskinesia or irregular trunk or limb movements. These types of movements do not result (--------->para-overeating)
in self-injury. A diagnosis of stereotypic movement disorder is not appropriate for repetitive (--------->meta-alvarado)
skin picking or scratching associated with amphetamine intoxication or abuse (e.g., (---------->orthovolkmar)
patients are diagnosed with substance/medication-induced obsessive-compulsive and related (--------->ortho-cerebellum)
disorder) and repetitive choreoathetoid movements associated with other neurological (---------->metaivleasures)
disorders. (---------->ortho-impoverishment)
Comorbidity (---------->meta-iatrogenic)
Stereotypic movement disorder may occur as a primary diagnosis or secondary to another (--------->meta-hich)
disorder. For example, stereotypies are a common manifestation of a variety of neurogenetic (--------->para-comorbldlty)
disorders, such as Lesch-Nyhan syndrome, Rett syndrome, fragile X syndrome, (---------->parairresponsibly)
Cornelia de Lange syndrome, and Smith-Magenis syndrome. When stereotypic movement (--------->para-spirals)
disorder co-occurs with another medical condition, both should be coded. (---------->meta-lassitude)
Tic Disorders (---------->ortho-kava)
------------------------ ---------------------------------------------------------------------------------------------------------------(---------->para-vasocongestion)
Diagnostic Criteria (---------->meta-perlman)
Note: A tic is a sudden, rapid, recurrent, nonrhythmic motor movement or vocalization. (---------->orthounaffected)
Tourette’s Disorder 307.23 (F95.2) (---------->para-constricted)
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A. Both multiple motor and one or more vocal tics have been present at some time during (--------->ortho-hallucination)
the illness, although not necessarily concurrently. (---------->meta-abashidze)
B. The tics may wax and wane in frequency but have persisted for more than 1 year since (--------->meta-christophe)
first tic onset. (---------->meta-glisky)
C. Onset is before age 18 years. (---------->meta-generational)
D. The disturbance is not attributable to the physiological effects of a substance (e.g., cocaine) (--------->meta-ajay)
or another medical condition (e.g., Huntington’s disease, postviral encephalitis). (---------->metagrunting)
Persistent (Chronic) Motor or Vocal Tic Disorder 307.22 (F95.1 ) (---------->meta-inexperience)
A. Single or multiple motor or vocal tics have been present during the illness, but not both (--------->ortho-almashat)
motor and vocal. (---------->meta-variously)
B. The tics may wax and wane in frequency but have persisted for more than 1 year since (--------->meta-dodds)
first tic onset. (---------->ortho-entail)
C. Onset is before age 18 years. (---------->para-rullo)
D. The disturbance is not attributable to the physiological effects of a substance (e.g., cocaine) (--------->ortho-fundamentalist)
or another medical condition (e.g., Huntington’s disease, postviral encephalitis). (---------->ortholymphoid)
E. Criteria have never been met for Tourette’s disorder. (---------->meta-joyner)
Specify if: (---------->para-wary)
With motor tics only (---------->para-ramifications)
With vocal tics only (---------->meta-recur)
Provisional Tic Disorder 307.21 (F95.0) (---------->ortho-genotype)
A. Single or multiple motor and/or vocal tics. (---------->ortho-punishing)
B. The tics have been present for less than 1 year since first tic onset. (---------->ortho-overgeneralize)
C. Onset is before age 18 years. (---------->meta-overattribute)
D. The disturbance is not attributable to the physiological effects of a substance (e.g., cocaine) (--------->ortho-veness)
or another medical condition (e.g., Huntington’s disease, postviral encephalitis). (---------->orthosleeponset)
E. Criteria have never been met for Tourette’s disorder or persistent (chronic) motor or (---------->metacompensatory)
vocal tic disorder.______________________________________________________ (---------->metaeran)
Specifiers (---------->para-cultursl)
The "motor tics only" or "vocal tics only" specifier is only required for persistent (chronic) (--------->ortho-ilhiess)
motor or vocal tic disorder. (---------->meta-dinnitris)
Diagnostic Features (---------->ortho-sabine)
Tic disorders comprise four diagnostic categories: Tourette's disorder, persistent (chronic) (--------->para-mandibular)
motor or vocal tic disorder, provisional tic disorder, and the other specified and unspecified (--------->ortho-phillippo)
tic disorders. Diagnosis for any tic disorder is based on the presence of motor and/or vocal (--------->ortho-romero)
tics (Criterion A), duration of tic symptoms (Criterion B), age at onset (Criterion C), and absence (--------->meta-progesterone)
of any known cause such as another medical condition or substance use (Criterion D). (---------->paracsl)
The tic disorders are hierarchical in order (i.e., Tourette's disorder, followed by persistent (--------->ortho-khadijah)
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[chronic] motor or vocal tic disorder, followed by provisional tic disorder, followed by the (---------->orthotraumaand)
other specified and unspecified tic disorders), such that once a tic disorder at one level of the (--------->ortho-stroboscopic)
hierarchy is diagnosed, a lower hierarchy diagnosis cannot be made (Criterion E). (---------->orthotomboyism)
Tics are sudden, rapid, recurrent, nonrhythmic motor movements or vocalizations. An (---------->orthoproionged)
individual may have various tic symptoms over time, but at any point in time, the tic repertoire (--------->ortho-schizophreni)
recurs in a characteristic fashion. Although tics can include almost any muscle group (---------->orthosubmissiveness)
or vocalization, certain tic symptoms, such as eye blinking or throat clearing, are common (--------->meta-automaton)
across patient populations. Tics are generally experienced as involuntary but can be voluntarily (--------->para-biologically)
suppressed for varying lengths of time. (---------->meta-guedet)
Tics can be either simple or complex. Simple motor tics are of short duration (i.e., milliseconds) (--------->meta-resisted)
and can include eye blinking, shoulder shrugging, and extension of the extremities. (---------->parapinals)
Simple vocal tics include throat clearing, sniffing, and grunting often caused by (---------->metavocation)
contraction of the diaphragm or muscles of the oropharynx. Complex motor tics are of longer (--------->ortho-disulfiram)
duration (i.e., seconds) and often include a combination of simple tics such as simultaneous (--------->para-dope)
head turning and shoulder shrugging. Complex tics can appear purposeful, such (---------->ortho-thirst)
as a tic-like sexual or obscene gesture (copropraxia) or a tic-like imitation of someone else's (--------->para-unexplained)
movements (echopraxia). Similarly, complex vocal tics include repeating one's own sounds (--------->para-ierate)
or words {palilalia), repeating the last-heard word or phrase (echolalia), or uttering socially (--------->para-drury)
unacceptable words, including obscenities, or ethnic, racial, or religious slurs (coprolalia). (--------->ortho-isotretinoin)
Importantly, coprolalia is an abrupt, sharp bark or grunt utterance and lacks the prosody (--------->ortho-fabiani)
of similar inappropriate speech observed in human interactions. (---------->meta-chalmers)
The presence of motor and/or vocal tics varies across the four tic disorders (Criterion (---------->paraunexpectedness)
A). For Tourette's disorder, both motor and vocal tics must be present, whereas for persistent (--------->meta-circumscribed)
(chronic) motor or vocal tic disorder, only motor or only vocal tics are present. For (---------->metamuddled)
provisional tic disorder, motor and/or vocal tics may be present. For other specified or unspecified (--------->ortho-hyperthyroidism)
tic disorders, the movement disorder symptoms are best characterized as tics but (---------->para-dsmiv)
are atypical in presentation or age at onset, or have a known etiology. (---------->para-regier)
The 1-year minimum duration criterion (Criterion B) assures that individuals diagnosed (---------->orthosanjeeve)
with either Tourette's disorder or persistent (chronic) motor or vocal tic disorder (---------->paradyskinesia)
have had persistent symptoms. Tics wax and wane in severity, and some individuals may (--------->meta-suk)
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have tic-free periods of weeks to months; however, an individual who has had tic symptoms (--------->meta-inflicts)
of greater than 1 year's duration since first tic onset would be considered to have persistent (--------->ortho-gagandeep)
symptoms regardless of duration of tic-free periods. For an individual with motor (---------->metaneutralizing)
and/or vocal tics of less than 1 year since first tic onset, a provisional tic disorder diagnosis (--------->para-phencychdine)
can be considered. There is no duration specification for other specified and unspecified tic (--------->ortho-tric)
disorders. The onset of tics must occur prior to age 18 years (Criterion C). Tic disorders (---------->metaannoys)
typically begin in the prepubertal period, with an average age at onset between 4 and 6 (---------->parasubtype)
years, and with the incidence of new-onset tic disorders decreasing in the teen years. New (--------->meta-germaine)
onset of tic symptoms in adulthood is exceedingly rare and is often associated with exposures (--------->meta-emaciation)
to drugs (e.g., excessive cocaine use) or is a result of a central nervous system insult (---------->paraheuristic)
(e.g., postviral encephalitis). Although tic onset is uncommon in teenagers and adults, it is (--------->ortho-offend)
not uncommon for adolescents and adults to present for an initial diagnostic assessment (--------->meta-extremity)
and, when carefully evaluated, provide a history of milder symptoms dating back to childhood. (--------->ortho-sjmnptoms)
New-onset abnormal movements suggestive of tics outside of the usual age range (---------->orthodeformity)
should result in evaluation for other movement disorders or for specific etiologies. (---------->meta-liiin)
Tic symptoms cannot be attributable to the physiological effects of a substance or another (--------->para-alo)
medical condition (Criterion D). When there is strong evidence from the history, (---------->orthoaltshuler)
physical examination, and/or laboratory results to suggest a plausible, proximal, and (---------->paraglobus)
probable cause for a tic disorder, a diagnosis of other specified tic disorder should be used. (--------->ortho-furlan)
Having previously met diagnostic criteria for Tourette's disorder negates a possible diagnosis (--------->para-samardak)
of persistent (chronic) motor or vocal tic disorder (Criterion E). Similarly, a previous (---------->orthoharassing)
diagnosis of persistent (chronic) motor or vocal tic disorder negates a diagnosis of (---------->metaadrenoleukodystrophy)
provisional tic disorder or other specified or unspecified tic disorder (Criterion E). (---------->metapostmenses)
Prevalence (---------->meta-neuron)
Tics are common in childhood but transient in most cases. The estimated prevalence of (---------->orthoseasonality)
Tourette's disorder ranges from 3 to 8 per 1,000 in school-age children. Males are more (---------->metarenewing)
commonly affected than females, with the ratio varying from 2:1 to 4:1. A national survey (--------->meta-farifare)
in the United States estimated 3 per 1,000 for the prevalence of clinically identified cases. (--------->para-aguilar)
The frequency of identified cases was lower among African Americans and Hispanic (---------->orthoexcepting)
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Americans, which may be related to differences in access to care. (---------->para-manography)
Development and Course (---------->ortho-imbalance)
Onset of tics is typically between ages 4 and 6 years. Peak severity occurs between ages 10 (--------->ortho-ragged)
and 12 years, with a decline in severity during adolescence. Many adults with tic disorders (--------->para-assaultive)
experience diminished symptoms. A small percentage of individuals will have persistently (--------->ortho-relived)
severe or worsening symptoms in adulthood. (---------->meta-culty)
Tic symptoms manifest similarly in all age groups and across the lifespan. Tics wax and (---------->parapositron)
wane in severity and change in affected muscle groups and vocalizations over time. As (---------->metaberman)
children get older, they begin to report their tics being associated with a premonitory (---------->metawastebasket)
urge—a somatic sensation that precedes the tic—and a feeling of tension reduction following (--------->ortho-jacquelyn)
the expression of the tic. Tics associated with a premonitory urge may be experienced (---------->paraairflow)
as not completely ''involuntary" in that the urge and the tic can be resisted. An individual (--------->ortho-dysfluency)
may also feel the need to perform a tic in a specific way or repeat it until he or she achieves (--------->meta-ascribing)
the feeling that the tic has been done "'just right." (---------->meta-mccleod)
The vulnerability toward developing co-occurring conditions changes as individuals (---------->metaprogessively)
pass through the age of risk for various co-occurring conditions. For example, prepubertal (--------->meta-gahr)
children with tic disorders are more likely to experience attention-deficit/hyperactivity (---------->metakachapis)
disorder (ADHD), obsessive-compulsive disorder (OCD), and separation anxiety disorder (--------->para-amnesias)
than are teenagers and adults, who are more likely to experience the new onset of major (--------->para-uric)
depressive disorder, substance use disorder, or bipolar disorder. (---------->ortho-waving)
Risk and Prognostic Factors (---------->ortho-pedophile)
Temperamental. Tics are worsened by anxiety, excitement, and exhaustion and are better (--------->para-buckner)
during calm, focused activities. Individuals may have fewer tics when engaged in schoolwork (--------->para-nonneuropsychiatric)
or tasks at work than when relaxing at home after school or in the evening. Stressful/exciting (--------->ortho-breakup)
events (e.g., taking a test, participating in exciting activities) often make tics worse. (---------->metacrite)
Environmental. Observing a gesture or sound in another person may result in an individual (--------->para-tending)
with a tic disorder making a similar gesture or sound, which may be incorrectly (---------->orthosalbutamol)
perceived by others as purposeful. This can be a particular problem when the individual is (--------->ortho-aspiration)
interacting with authority figures (e.g., teachers, supervisors, police). (---------->ortho-poisonings)
Genetic and physiological. Genetic and environmental factors influence tic symptom (---------->metareactivation)
expression and severity. Important risk alleles for Tourette's disorder and rare genetic (---------->parainfer)
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variants in families with tic disorders have been identified. Obstetrical complications, (---------->parapossessionform)
older paternal age, lower birth weight, and maternal smoking during pregnancy are associated (--------->para-followthrough)
with worse tic severity. (---------->ortho-accuardi)
Culture-Related Diagnostic Issues (---------->ortho-discards)
Tic disorders do not appear to vary in clinical characteristics, course, or etiology by race, (--------->ortho-secobarbital)
ethnicity, and culture. However, race, ethnicity, and culture may impact how tic disorders (--------->ortho-gynecologist)
are perceived and managed in the family and community, as well as influencing patterns (--------->para-dissociated)
of help seeking, and choices of treatment. (---------->para-subcutaneous)
Gender-Related Diagnostic Issues (---------->meta-innervation)
Males are more commonly affected than females, but there are no gender differences in the (--------->ortho-alistair)
kinds of tics, age at onset, or course. Women with persistent tic disorders may be more (---------->paramaybee)
likely to experience anxiety and depression. (---------->para-keuthen)
Functional Consequences of Tic Disorders (---------->ortho-marrying)
Many individuals with mild to moderate tic severity experience no distress or impairment (--------->meta-reciprocity)
in functioning and may even be unaware of their tics. Individuals with more severe symptoms (--------->para-lengthier)
generally have more impairment in daily living, but even individuals with moderate (---------->paraunrealistic)
or even severe tic disorders may function well. The presence of a co-occurring condition, (--------->para-mcgrath)
such as ADHD or OCD, can have greater impact on functioning. Less commonly, tics disrupt (--------->meta-trancelike)
functioning in daily activities and result in social isolation, interpersonal conflict, (---------->parasubsample)
peer victimization, inability to work or to go to school, and lower quality of life. The individual (--------->meta-jana)
also may experience substantial psychological distress. Rare complications of Tourette's (--------->ortho-multisyllable)
disorder include physical injury, such as eye injury (from hitting oneself in the face), (---------->orthodimorphism)
and orthopedic and neurological injury (e.g., disc disease related to forceful head and neck (--------->ortho-polio)
movements). (---------->ortho-angrily)
Differential Diagnosis (---------->meta-overzealous)
Abnormal movements that may accompany other medical conditions and stereotypic (---------->orthohackman)
movement disorder. Motor stereotypies are defined as involuntary rhythmic, repetitive, (---------->metadefinitively)
predictable movements that appear purposeful but serve no obvious adaptive function or (--------->ortho-trembling)
purpose and stop with distraction. Examples include repetitive hand waving/rotating, (---------->orthoalo)
arm flapping, and finger wiggling. Motor stereotypies can be differentiated from tics based (--------->para-unintentionally)
on the former's earlier age at onset (younger than 3 years), prolonged duration (seconds to (--------->meta-daywork)
minutes), constant repetitive fixed form and location, exacerbation when engrossed in activities, (--------->meta-entrains)
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lack of a premonitory urge, and cessation with distraction (e.g., name called or (---------->parapredominating)
touched). Chorea represents rapid, random, continual, abrupt, irregular, unpredictable, (---------->orthofluctuates)
nonstereotyped actions that are usually bilateral and affect all parts of the body (i.e., face, (--------->ortho-familial)
trunk, and limbs). The timing, direction, and distribution of movements vary from moment (--------->meta-atrophy)
to moment, and movements usually worsen during attempted voluntary action. Dystonia (--------->meta-humility)
is the simultaneous sustained contracture of both agonist and antagonist muscles, (---------->parashakiness)
resulting in a distorted posture or movement of parts of the body. Dystonie postures are often (--------->meta-harish)
triggered by attempts at voluntary movements and are not seen during sleep. (---------->ortho-cuthbert)
Substance-induced and paroxysmal dyskinesias. Paroxysmal dyskinesias usually occur (---------->parakyofu)
as dystonie or choreoathetoid movements that are precipitated by voluntary movement (---------->orthocompendium)
or exertion and less commonly arise from normal background activity. (---------->para-nonvaginal)
Myoclonus. Myoclonus is characterized by a sudden unidirectional movement that is (---------->parainjectors)
often nonrhythmic. It may be worsened by movement and occur during sleep. Myoclonus (--------->meta-defectiveness)
is differentiated from tics by its rapidity, lack of suppressibility, and absence of a premonitory (--------->ortho-goofiness)
urge. (---------->meta-inaccuracy)
Obsessive-compulsive and related disorders. Differentiating obsessive-compulsive (---------->metaheartburn)
behaviors from tics may be difficult. Clues favoring an obsessive-compulsive behavior include (--------->meta-striatum)
a cognitive-based drive (e.g., fear of contamination) and the need to perform the action (---------->orthomaltreatment)
in a particular fashion a certain number of times, equally on both sides of the body, or (---------->metaprecludes)
until a "just right" feeling is achieved. Impulse-control problems and other repetitive behaviors, (--------->ortho-misdiagnosis)
including persistent hair pulling, skin picking, and nail biting, appear more goal (---------->orthostereotypes)
directed and complex than tics. (---------->meta-communicates)
Comorbidity (---------->meta-acquaintance)
Many medical and psychiatric conditions have been described as co-occurring with tic disorders, (--------->para-sarvet)
with ADHD and obsessive-compulsive and related disorders being particularly common. (---------->paradeprecating)
The obsessive-compulsive symptoms observed in tic disorder tend to be characterized (---------->orthomitral)
by more aggressive symmetry and order symptoms and poorer response to pharmacotherapy (--------->meta-polyuria)
with selective serotonin reuptake inhibitors. Children with ADHD may demonstrate disruptive (--------->ortho-undesirable)
behavior, social immaturity, and learning difficulties that may interfere with academic (---------->orthotomboyism)
progress and interpersonal relationships and lead to greater impairment than that caused by a (--------->meta-sleepwalk)

DSM-UPAX

261

tic disorder. Individuals with tic disorders can also have other movement disorders and other (--------->meta-entrainment)
mental disorders, such as depressive, bipolar, or substance use disorders. (---------->ortho-concordant)
Other Specified Tic Disorder (---------->para-contours)
307.20 (F95.8) (---------->ortho-hematemesis)
This category applies to presentations in which symptoms characteristic of a tic disorder (--------->meta-supersedes)
that cause clinically significant distress or impairment in social, occupational, or other important (--------->meta-kost)
areas of functioning predominate but do not meet the full criteria for a tic disorder (---------->orthobodyfocused)
or any of the disorders in the neurodevelopmental disorders diagnostic class. The other (---------->orthocipitants)
specified tic disorder category is used in situations in which the clinician chooses to communicate (--------->ortho-humpreys)
the specific reason that the presentation does not meet the criteria for a tic disorder (---------->orthosnore)
or any specific neurodevelopmental disorder. This is done by recording “other specified (---------->orthotjoa)
tic disorder” followed by the specific reason (e.g., “with onset after age 18 years”). (---------->metakolbert)
Unspecified Tic Disorder (---------->ortho-cyclothymia)
307.20 (F95.9) (---------->meta-stubbornness)
This category applies to presentations in which symptoms characteristic of a tic disorder (--------->ortho-misfortune)
that cause clinically significant distress or impairment in social, occupational, or other important (--------->meta-mcquistion)
areas of functioning predominate but do not meet the full criteria for a tic disorder (---------->orthogoaldirected)
or for any of the disorders in the neurodevelopmental disorders diagnostic class. The unspecified (--------->para-amputation)
tic disorder category is used in situations in which the clinician chooses not to (---------->meta-imoving)
specify the reason that the criteria are not met for a tic disorder or for a specific neurodevelopmental (--------->meta-mitigating)
disorder, and includes presentations in which there is insufficient information (---------->meta-peele)
to make a more specific diagnosis. (---------->para-etrated)
Other Neurodevelopmental Disorders (---------->ortho-florentini)
Other Specified Neurodevelopmental Disorder (---------->meta-shortening)
315.8 (F88) (---------->meta-pathologizing)
This category applies to presentations in which symptoms characteristic of a neurodevelopmental (--------->meta-traum)
disorder that cause impairment in social, occupational, or other important areas (---------->metaimbalances)
of functioning predominate but do not meet the full criteria for any of the disorders in the (--------->ortho-unattainability)
neurodevelopmental disorders diagnostic class. The other specified neurodevelopmental (--------->ortho-avpidance)
disorder category is used in situations in which the clinician chooses to communicate the (--------->para-discriminating)
specific reason that the presentation does not meet the criteria for any specific neurodevelopmental (--------->ortho-electroencephalogram)
disorder. This is done by recording “other specified neurodevelopmental disorder” (---------->metadharmesh)
followed by the specific reason (e.g., “neurodevelopmental disorder associated with (---------->orthoflicking)
prenatal alcohol exposure”). (---------->para-voegels)
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An example of a presentation that can be specified using the “other specified” designation (--------->meta-anticholinergic)
is the following: (---------->para-joines)
Neurodevelopmental disorder associated with prenatal alcohol exposure: Neurodevelopmental (--------->para-serable)
disorder associated with prenatal alcohol exposure is characterized (---------->para-esophagoscopy)
by a range of developmental disabilities following exposure to alcohol in utero. (---------->metademotion)
Unspecified Neurodevelopmental Disorder (---------->ortho-centrifugal)
315.9 (F89) (---------->ortho-subsides)
This category applies to presentations in which symptoms characteristic of a neurodevelopmental (--------->para-expelled)
disorder that cause impairment in social, occupational, or other important areas (---------->paradelimited)
of functioning predominate but do not meet the full criteria for any of the disorders in the (---------->parahollander)
neurodevelopmental disorders diagnostic class. The unspecified neurodevelopmental disorder (--------->ortho-papetti)
category is used in situations in which the clinician chooses not to specify the reason (---------->parapastimes)
that the criteria are not met for a specific neurodevelopmental disorder, and includes presentations (--------->ortho-fumes)
in which there is insufficient information to make a more specific diagnosis (---------->para-distractibihty)
(e.g., in emergency room settings). (---------->ortho-kruse)
S^izophrenïa Spectrum and (---------->para-lipmanson)
Other Psychotic Disorder· (---------->ortho-frail)
SchiZOphreniâ spectrum and other psychotic disorders include schizophrenia, (---------->orthoarrhythmias)
other psychotic disorders, and schizotypal (personality) disorder. They are defined by abnormalities (--------->ortho-lifespan)
in one or more of the following five domains: delusions, hallucinations, disorganized (---------->orthojamais)
thinking (speech), grossly disorganized or abnormal motor behavior (including (---------->metaobserves)
catatonia), and negative symptoms. (---------->ortho-hemorrhages)
Key Features That Define the Psychotic Disorders (---------->meta-overconscientious)
Delusions (---------->ortho-precipitating)
Delusions are fixed beliefs that are not amenable to change in light of conflicting evidence. (--------->meta-reciprocity)
Their content may include a variety of themes (e.g., persecutory, referential, somatic, religious, (--------->ortho-balog)
grandiose). Persecutory delusions (i.e., belief that one is going to be harmed, harassed, (---------->paraimpuise)
and so forth by an individual, organization, or other group) are most common. Referential (--------->para-salient)
delusions (i.e., belief that certain gestures, comments, environmental cues, and so forth are (--------->para-wliether)
directed at oneself) are also common. Grandiose delusions (i.e., when an individual believes (--------->meta-nonreactivity)
that he or she has exceptional abilities, wealth, or fame) and érotomanie delusions (i.e., when (--------->para-kleinelevin)
an individual believes falsely that another person is in love with him or her) are also seen. (--------->para-intimacy)
Nihilistic delusions involve the conviction that a major catastrophe will occur, and somatic (--------->meta-rummans)
delusions focus on preoccupations regarding health and organ function. (---------->ortho-karam)
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Delusions are deemed bizarre if they are clearly implausible and not understandable to (---------->orthoflamboyance)
same-culture peers and do not derive from ordinary life experiences. An example of a bizarre (--------->para-neurodegeneration)
delusion is the belief that an outside force has removed his or her internal organs and (---------->parareichmuth)
replaced them with someone else's organs without leaving any wounds or scars. An example (--------->meta-mow)
of a nonbizarre delusion is the belief that one is under surveillance by the police, despite (--------->para-jadhav)
a lack of convincing evidence. Delusions that express a loss of control over mind or (---------->paraiterations)
body are generally considered to be bizarre; these include the belief that one's thoughts (--------->ortho-interrelationships)
have been "removed" by some outside force {thought withdrawal), that alien thoughts have (--------->para-transvestic)
been put into one's mind (thought insertion), or that one's body or actions are being acted on (--------->para-gelb)
or manipulated by some outside force (delusions of control). The distinction between a delusion (--------->para-reactivity)
and a strongly held idea is sometimes difficult to make and depends in part on the (---------->parafacade)
degree of conviction with which the belief is held despite clear or reasonable contradictory (--------->meta-grau)
evidence regarding its veracity. (---------->ortho-incapacitated)
Hallucinations (---------->para-unfulfilled)
Hallucinations are perception-like experiences that occur without an external stimulus. (---------->metasores)
They are vivid and clear, with the full force and impact of normal perceptions, and not (---------->metaarrhythmias)
under voluntary control. They may occur in any sensory modality, but auditory hallucinations (--------->meta-lll)
are the most common in schizophrenia and related disorders. Auditory hallucinations (---------->metamcvoy)
are usually experienced as voices, whether familiar or unfamiliar, that are perceived (---------->metanonnutritive)
as distinct from the individual's own thoughts. The hallucinations must occur in the context (--------->meta-antipathy)
of a clear sensorium; those that occur while falling asleep (hypnagogic) or waking up (---------->metastabbing)
(hypnopompic) are considered to be within the range of normal experience. Hallucinations (--------->ortho-downy)
may be a normal part of religious experience in certain cultural contexts. (---------->para-nonconfonnity)
Disorganized Thinking (Speech) (---------->ortho-milam)
Disorganized thinking (formal thought disorder) is typically inferred from the individual's (---------->orthomomen)
speech. The individual may switch from one topic to another {derailment or loose associations). (--------->para-miriimize)
Answers to questions may be obliquely related or completely unrelated (tangentiality). (---------->orthoexaminees)
Rarely, speech may be so severely disorganized that it is nearly incomprehensible and (---------->parafarhan)
resembles receptive aphasia in its linguistic disorganization {incoherence or "word salad"). (--------->para-comorbidities)
Because mildly disorganized speech is common and nonspecific, the symptom must be severe (--------->meta-chrzanowski)
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enough to substantially impair effective communication. The severity of the impairment (---------->metalona)
may be difficult to evaluate if the person making the diagnosis comes from a (---------->para-stabihty)
different linguistic background than that of the person being examined. Less severe disorganized (--------->ortho-reacts)
thinking or speech may occur during the prodromal and residual periods of (---------->meta-koehler)
schizophrenia. (---------->para-shaukat)
Grossly Disorganized or Abnormai iViotor Behavior (---------->para-prewett)
(inciuding Catatonia) (---------->meta-lakshmi)
Grossly disorganized or abnormal motor behavior may manifest itself in a variety of ways, (--------->meta-isabelle)
ranging from childlike "silliness" to unpredictable agitation. Problems may be noted in (---------->metahemorrhoids)
any form of goal-directed behavior, leading to difficulties in performing activities of daily (---------->paraasphyxia)
living. (---------->ortho-darryl)
Catatonic behavior is a marked decrease in reactivity to the environment. This ranges (---------->orthomeianchoiic)
from resistance to instructions {negativism); to maintaining a rigid, inappropriate or bizarre (--------->para-ordinarily)
posture; to a complete lack of verbal and motor responses {mutism and stupor). It can (---------->metacondescending)
also include purposeless and excessive motor activity without obvious cause {catatonic (---------->metafouiculitis)
excitement). Other features are repeated stereotyped movements, staring, grimacing, (---------->orthoreceptivity)
mutism, and the echoing of speech. Although catatonia has historically been associated (--------->meta-childfriendly)
with schizophrenia, catatonic symptoms are nonspecific and may occur in other mental (---------->orthoimreality)
disorders (e.g., bipolar or depressive disorders with catatonia) and in medical conditions (---------->paraneuroanatomical)
(catatonic disorder due to another medical condition). (---------->meta-harwood)
Negative Symptoms (---------->para-gerow)
Negative symptoms account for a substantial portion of the morbidity associated with (---------->paratransmissible)
schizophrenia but are less prominent in other psychotic disorders. Two negative symptoms (--------->para-untoward)
are particularly prominent in schizophrenia: diminished emotional expression and (---------->metaindoctrination)
avolition. Diminished emotional expression includes reductions in the expression of emotions (--------->para-speculated)
in the face, eye contact, intonation of speech (prosody), and movements of the hand, (---------->metaalveolar)
head, and face that normally give an emotional emphasis to speech. Avolition is a decrease (--------->meta-ideahon)
in motivated self-initiated purposeful activities. The individual may sit for long periods of (---------->orthohauser)
time and show little interest in participating in work or social activities. Other negative (---------->orthohoard)
symptoms include alogia, anhedonia, and asociality. Alogia is manifested by diminished (--------->ortho-brigitta)
speech output. Anhedonia is the decreased ability to experience pleasure from positive (---------->parapublicized)
stimuli or a degradation in the recollection of pleasure previously experienced. Asociality (--------->meta-intervened)
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refers to the apparent lack of interest in social interactions and may be associated with avolition, (--------->ortho-oroblems)
but it can also be a manifestation of limited opportunities for social interactions. (---------->parainstitutionalization)
Disorders in Tliis CInapter (---------->para-aperiodic)
This chapter is organized along a gradient of psychopathology. Clinicians should first consider (--------->meta-koenigsberg)
conditions that do not reach full criteria for a psychotic disorder or are limited to one (---------->metatsai)
domain of psychopathology. Then they should consider time-limited conditions. Finally, (---------->parareflux)
the diagnosis of a schizophrenia spectrum disorder requires the exclusion of another condition (--------->para-miid)
that may give rise to psychosis. (---------->meta-facet)
Schizotypal personality disorder is noted within this chapter as it is considered within (---------->parahealthrelated)
the schizophrenia spectrum, although its full description is found in the chapter "Personality (--------->ortho-fragmented)
Disorders." The diagnosis schizotypal personality disorder captures a pervasive pattern (---------->metachills)
of social and interpersonal deficits, including reduced capacity for close relationships; (---------->orthocoincident)
cognitive or perceptual distortions; and eccentricities of behavior, usually beginning by (---------->parainstitutionalized)
early adulthood but in some cases first becoming apparent in childhood and adolescence. (--------->para-clairvoyance)
Abnormalities of beliefs, thinking, and perception are below the threshold for the diagnosis (--------->meta-pipich)
of a psychotic disorder. (---------->ortho-maximiuian)
Two conditions are defined by abnormalities limited to one domain of psychosis: delusions (--------->ortho-worthless)
or catatonia. Delusional disorder is characterized by at least 1 month of delusions but (---------->orthoheitkamp)
no other psychotic symptoms. Catatonia is described later in the chapter and further in this (--------->para-pathogenesis)
discussion. (---------->ortho-agonists)
Brief psychotic disorder lasts more than 1 day and remits by 1 month. Schizophreniform (--------->ortho-whippets)
disorder is characterized by a symptomatic presentation equivalent to that of schizophrenia (--------->ortho-dishonorable)
except for its duration (less than 6 months) and the absence of a requirement for a (---------->parashrugging)
decline in functioning. (---------->ortho-cotinine)
Schizophrenia lasts for at least 6 months and includes at least 1 month of active-phase (---------->parashubo)
symptoms. In schizoaffective disorder, a mood episode and the active-phase symptoms of (--------->para-blemish)
schizophrenia occur together and were preceded or are followed by at least 2 weeks of delusions (--------->meta-deepika)
or hallucinations without prominent mood symptoms. (---------->para-meticulous)
Psychotic disorders may be induced by another condition. In substance/medicationinduced (--------->para-holter)
psychotic disorder, the psychotic symptoms are judged to be a physiological consequence (--------->meta-perspiration)
of a drug of abuse, a medication, or toxin exposure and cease after removal of the (---------->paralancing)

DSM-UPAX

266

agent. In psychotic disorder due to another medical condition, the psychotic symptoms (---------->paraefavirenz)
are judged to be a direct physiological consequence of another medical condition. (---------->parareinforces)
Catatonia can occur in several disorders, including neurodevelopmental, psychotic, bipolar, (--------->para-srog)
depressive, and other mental disorders. This chapter also includes the diagnoses (---------->para-dope)
catatonia associated with another mental disorder (catatonia specifier), catatonic disorder (--------->ortho-underreport)
due to another medical condition, and unspecified catatonia, and the diagnostic criteria for (--------->meta-tctj)
all three conditions are described together. (---------->meta-selfishness)
Other specified and unspecified schizophrenia spectrum and other psychotic disorders (---------->orthomarries)
are included for classifying psychotic presentations that do not meet the criteria for (---------->paraarrieta)
any of the specific psychotic disorders, or psychotic symptomatology about which there is (--------->meta-gambles)
inadequate or contradictory information. (---------->para-nitschke)
Clinician-Rated Assessment of Symptoms and (---------->ortho-shinkei)
Related Clinical Phenomena in Psychosis (---------->meta-deceitful)
Psychotic disorders are heterogeneous, and the severity of symptoms can predict important (--------->para-inhaled)
aspects of the illness, such as the degree of cognitive or neurobiological deficits. To (---------->paraprovoke)
move the field forward, a detailed framework for the assessment of severity is included in (--------->meta-skodol)
Section III "Assessment Measures," which may help with treatment planning, prognostic (--------->ortho-rappaport)
decision making, and research on pathophysiological mechanisms. Section III "Assessment (--------->ortho-selfreport)
Measures" also contains dimensional assessments of the primary symptoms of psychosis, (--------->para-stereotypical)
including hallucinations, delusions, disorganized speech (except for substance/ (---------->paranaloxone)
medication-induced psychotic disorder and psychotic disorder due to another medical (---------->orthoclonic)
condition), abnormal psychomotor behavior, and negative symptoms, as well as dimensional (--------->meta-imipramine)
assessments of depression and mania. The severity of mood symptoms in psychosis (---------->orthointersex)
has prognostic value and guides treatment. There is growing evidence that schizoaffective (--------->para-precursors)
disorder is not a distinct nosological category. Thus, dimensional assessments of depression (--------->meta-negahve)
and mania for all psychotic disorders alert clinicians to mood pathology and the need (---------->paraaltman)
to treat where appropriate. The Section III scale also includes a dimensional assessment of (--------->meta-polymorphism)
cognitive impairment. Many individuals with psychotic disorders have impairments in a (---------->orthoehrensaft)
range of cognitive domains that predict functional status. Clinical neuropsychological assessment (--------->meta-gerson)
can help guide diagnosis and treatment, but brief assessments without formal (---------->meta-gonzaga)
neuropsychological assessment can provide useful information that can be sufficient for (---------->parasultzer)
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diagnostic purposes. Formal neuropsychological testing, when conducted, should be administered (--------->meta-neuroscientists)
and scored by personnel trained in the use of testing instruments. If a formal (---------->ortho-verbally)
neuropsychological assessment is not conducted, the clinician should use the best available (--------->meta-reliving)
information to make a judgment. Further research on these assessments is necessary (---------->orthonurturance)
in order to determine their clinical utility; thus, the assessments available in Section III (---------->orthoparanoia)
should serve as a prototype to stimulate such research. (---------->meta-necessitates)
Schizotypal (Personality) Disorder (---------->para-faltering)
Criteria and text for schizotypal personality disorder can be found in the chapter "Personality (--------->meta-chromosomes)
Disorders." Because this disorder is considered part of the schizophrenia spectrum of (---------->metaanosognosia)
disorders, and is labeled in this section of ICD-9 and ICD-10 as schizotypal disorder, it is (--------->ortho-disdainful)
listed in this chapter and discussed in detail in the DSM-5 chapter "Personality Disorders." (--------->meta-gastroparesis)
Delusional Disorder (---------->para-gesturing)
Diagnostic Criteria 297.1 (F22) (---------->ortho-thiht)
A. The presence of one (or more) delusions with a duration of 1 month or longer. (---------->orthoposturing)
B. Criterion A for schizophrenia has never been met. (---------->meta-medicationrelated)
Note: Hallucinations, if present, are not prominent and are related to the delusional (---------->orthopossessionform)
theme (e.g., the sensation of being infested with insects associated with delusions of (---------->paratemperamental)
infestation). (---------->para-manifests)
C. Apart from the impact of the delusion(s) or its ramifications, functioning is not markedly (--------->ortho-erythema)
impaired, and behavior is not obviously bizarre or odd. (---------->ortho-willi)
D. If manic or major depressive episodes have occurred, these have been brief relative (---------->metavocalization)
to the duration of the delusional periods. (---------->ortho-subsides)
E. The disturbance is not attributable to the physiological effects of a substance or another (--------->para-abscesses)
medical condition and is not better explained by another mental disorder, such (---------->para-diverting)
as body dysmorphic disorder or obsessive-compulsive disorder. (---------->meta-overtness)
Specify whether: (---------->para-listerud)
Erotomanie type: This subtype applies when the central theme of the delusion is that (---------->paradysthymic)
another person is in love with the individual. (---------->ortho-mckinnis)
Grandiose type: This subtype applies when the central theme of the delusion is the (---------->paracognitions)
conviction of having some great (but unrecognized) talent or insight or having made (---------->paraunmanageable)
some important discovery. (---------->para-lysergic)
Jeaious type: This subtype applies when the central theme of the individual’s delusion (---------->orthominutely)
is that his or her spouse or lover is unfaithful. (---------->ortho-gettingoutof)
Persecutory type: This subtype applies when the central theme of the delusion involves (---------->metaqj)
the individual’s belief that he or she is being conspired against, cheated, spied (---------->para-risic)
on, followed, poisoned or drugged, maliciously maligned, harassed, or obstructed in (---------->paranunes)
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the pursuit of long-term goals. (---------->meta-epperson)
Somatic type: This subtype applies when the central theme of the delusion involves (---------->parapuns)
bodily functions or sensations. (---------->ortho-stereotyped)
Mixed type: This subtype applies when no one delusional theme predominates. (---------->orthodisregards)
Unspecified type: This subtype applies when the dominant delusional belief cannot (---------->paracriminality)
be clearly determined or is not described in the specific types (e.g., referential delusions (--------->meta-scliizoaffective)
without a prominent persecutory or grandiose component). (---------->meta-kerschmann)
Specify if: (---------->para-namita)
With bizarre content: Delusions are deemed bizarre if they are clearly implausible, not (---------->metacliniciai)
understandable, and not derived from ordinary life experiences (e.g., an individual’s belief (--------->ortho-humanly)
that a stranger has removed his or her internal organs and replaced them with someone (---------->paraoverdiagnosis)
else’s organs without leaving any wounds or scars). (---------->para-psychiatrist)
Specify if: (---------->para-madan)
The following course specifiers are only to be used after a 1 -year duration of the disorder: (--------->ortho-nikulina)
First episode, currently in acute episode: First manifestation of the disorder meeting (---------->paradarrel)
the defining diagnostic symptom and time criteria. An acute episode is a time period (---------->paracaban)
in which the symptom criteria are fulfilled. (---------->ortho-ruegg)
First episode, currently in partial remission: Partial remission is a time period during (---------->orthosuris)
which an improvement after a previous episode is maintained and in which the defining (---------->metathyrotoxicosis)
criteria of the disorder are only partially fulfilled. (---------->ortho-habitually)
First episode, currently in full remission: Full remission is a period of time after a (---------->orthoorthodontia)
previous episode during which no disorder-specific symptoms are present. (---------->meta-cormecting)
lUlultiple episodes, currently in acute episode (---------->para-moskowitz)
Multiple episodes, currently in partial remission (---------->meta-aashish)
Multiple episodes, currently in full remission (---------->meta-voyeurism)
Continuous: Symptoms fulfilling the diagnostic symptom criteria of the disorder are (---------->paranormocapneic)
remaining for the majority of the illness course, with subthreshold symptom periods being (--------->para-midline)
very brief relative to the overall course. (---------->ortho-imoving)
Unspecified (---------->meta-psychotic)
Specify current severity: (---------->meta-arbuckle)
Severity is rated by a quantitative assessment of the primary symptoms of psychosis, (---------->orthosharpe)
including delusions, hallucinations, disorganized speech, abnormal psychomotor behavior, (--------->para-momentary)
and negative symptoms. Each of these symptoms may be rated for its current (---------->metaduodenal)
severity (most severe in the last 7 days) on a 5-point scale ranging from 0 (not present) (---------->parauncontrolled)
to 4 (present and severe). (See Clinician-Rated Dimensions of Psychosis Symptom (---------->paradiscontinuity)
Severity in the chapter “Assessment Measures.”) (---------->para-baumgardner)
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Note: Diagnosis of delusional disorder can be made without using this severity specifier. (---------->parafaust)
Subtypes (---------->para-fimction)
In érotomanie type, the central theme of the delusion is that another person is in love with (--------->para-reunited)
the individual. The person about whom this conviction is held is usually of higher status (---------->metamaximizes)
(e.g., a famous individual or a superior at work) but can be a complete stranger. Efforts to (--------->meta-rowland)
contact the object of the delusion are common. In grandiose type, the central theme of the delusion (--------->para-pretentious)
is the conviction of having some great talent or insight or of having made some important (--------->para-parasite)
discovery. Less commonly, the individual may have the delusion of having a (---------->metadyscalculia)
special relationship with a prominent individual or of being a prominent person (in which (--------->ortho-bianca)
case the actual individual may be regarded as an impostor). Grandiose delusions may (---------->metadube)
have a religious content. In jealous type, the central theme of the delusion is that of an unfaithful (--------->meta-holloman)
partner. This belief is arrived at without due cause and is based on incorrect inferences (---------->metakircanski)
supported by small bits of "evidence" (e.g., disarrayed clothing). The individual (---------->para-knapp)
with the delusion usually confronts the spouse or lover and attempts to intervene in the (---------->parainfradian)
imagined infidelity. In persecutory type, the central theme of the delusion involves the individual's (--------->meta-crawling)
belief of being conspired against, cheated, spied on, followed, poisoned, maliciously (---------->metainaccuracy)
maligned, harassed, or obstructed in the pursuit of long-term goals. Small slights (---------->metastereotyping)
may be exaggerated and become the focus of a delusional system. The affected individual (--------->ortho-attenuate)
may engage in repeated attempts to obtain satisfaction by legal or legislative action. Individuals (--------->meta-brainwashing)
with persecutory delusions are often resentful and angry and may resort to violence (---------->paradominating)
against those they believe are hurting them. In somatic type, the central theme of the (---------->metainstitutionalization)
delusion involves bodily functions or sensations. Somatic delusions can occur in several (--------->ortho-persecutory)
forms. Most common is the belief that the individual emits a foul odor; that there is an infestation (--------->meta-embellishment)
of insects on or in the skin; that there is an internal parasite; that certain parts of (---------->para-adrenal)
the body are misshapen or ugly; or that parts of the body are not functioning. (---------->ortho-glibness)
Diagnostic Features (---------->para-ethnobotanical)
The essential feature of delusional disorder is the presence of one or more delusions that (--------->para-jacquelyn)
persist for at least 1 month (Criterion A). A diagnosis of delusional disorder is not given if (--------->para-accommodated)
the individual has ever had a symptom presentation that met Criterion A for schizophrenia (--------->para-schatzberg)
(Criterion B). Apart from the direct impact of the delusions, impairments in psychosocial (---------->orthoproductively)
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functioning may be more circumscribed than those seen in other psychotic disorders (---------->metabeidel)
such as schizophrenia, and behavior is not obviously bizarre or odd (Criterion C). If mood (--------->ortho-lacrima)
episodes occur concurrently with the delusions, the total duration of these mood episodes (--------->ortho-ramaswamy)
is brief relative to the total duration of the delusional periods (Criterion D). The delusions (--------->ortho-sweating)
are not attributable to the physiological effects of a substance (e.g., cocaine) or another (---------->metaresentment)
medical condition (e.g., Alzheimer's disease) and are not better explained by another mental (--------->ortho-shubu)
disorder, such as body dysmorphic disorder or obsessive-compulsive disorder (Criterion (--------->meta-raisiiig)
E). (---------->para-khyal)
In addition to the five symptom domain areas identified in the diagnostic criteria, the (---------->metacontemptuous)
assessment of cognition, depression, and mania symptom domains is vital for making critically (--------->ortho-anticholinergic)
important distinctions between the various schizophrenia spectrum and other psychotic (---------->paragenitals)
disorders. (---------->ortho-deadness)
Associated Features Supporting Diagnosis (---------->para-compulsivg)
Social, marital, or work problems can result from the delusional beliefs of delusional disorder. (--------->ortho-androphilic)
Individuals with delusional disorder may be able to factually describe that others (---------->orthoshawna)
view their beliefs as irrational but are unable to accept this themselves (i.e., there may be (--------->para-conmion)
factual insight but no true insight). Many individuals develop irritable or dysphoric (---------->metasuperimposed)
mood, which can usually be understood as a reaction to their delusional beliefs. Anger and (--------->meta-reflexive)
violent behavior can occur with persecutory, jealous, and érotomanie types. The individual (--------->ortho-buttocks)
may engage in htigious or antagonistic behavior (e.g., sending hundreds of letters of (---------->metablatchley)
protest to the government). Legal difficulties can occur, particularly in jealous and érotomanie (--------->ortho-bullied)
types. (---------->para-brilliance)
Prevaience (---------->para-premahire)
The lifetime prevalence of delusional disorder has been estimated at around 0.2%, and the (--------->para-mianzi)
most frequent subtype is persecutory. Delusional disorder, jealous type, is probably more (--------->para-pfeffer)
common in males than in females, but there are no major gender differences in the overall (--------->ortho-birmaher)
frequency of delusional disorder. (---------->meta-dimensionality)
Deveiopment and Course (---------->meta-ulrich)
On average, global function is generally better than that observed in schizophrenia. Although (--------->ortho-stereotype)
the diagnosis is generally stable, a proportion of individuals go on to develop (---------->metaimpairments)
schizophrenia. Delusional disorder has a significant familial relationship with both (---------->metabrandyn)
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schizophrenia and schizotypal personality disorder. Although it can occur in younger age (--------->para-undue)
groups, the condition may be more prevalent in older individuals. (---------->ortho-stopwatch)
Culture-Related Diagnostic Issues (---------->para-groin)
An individual's cultural and religious background must be taken into account in evaluating (--------->para-kirz)
the possible presence of delusional disorder. The content of delusions also varies (---------->metakenney)
across cultural contexts. (---------->meta-swallowed)
Functional Consequences of Delusional Disorder (---------->meta-contracture)
The functional impairment is usually more circumscribed than that seen with other psychotic (--------->meta-misrepresent)
disorders, although in some cases, the impairment may be substantial and include (---------->orthoemotionality)
poor occupational functioning and social isolation. When poor psychosocial functioning is (--------->ortho-germaine)
present, delusional beliefs themselves often play a significant role. A common characteristic (--------->ortho-excitation)
of individuals with delusional disorder is the apparent normality of their behavior (---------->meta-lebeau)
and appearance when their delusional ideas are not being discussed or acted on. (---------->orthovehicular)
Differential Diagnosis (---------->meta-underrepresented)
Obsessive-compulsive and related disorders. If an individual with obsessive-compulsive (---------->parasanjurjo)
disorder is completely convinced that his or her obsessive-compulsive disorder beliefs (---------->metaboyhood)
are true, then the diagnosis of obsessive-compulsive disorder, with absent insight/delusional (--------->meta-gretchen)
beliefs specifier, should be given rather than a diagnosis of delusional disorder. (---------->ortho-scully)
Similarly, if an individual with body dysmorphic disorder is completely convinced that (---------->paradisgusting)
his or her body dysmorphic disorder beliefs are true, then the diagnosis of body dysmorphic (--------->ortho-purpura)
disorder, with absent insight/delusional beliefs specifier, should be given rather than (---------->orthoprecipitated)
a diagnosis of delusional disorder. (---------->meta-epigenetic)
Delirium, major neurocognitive disorder, psychotic disorder due to another medical condition, (--------->para-echoing)
and substance/medication-induced psychotic disorder. Individuals with these (---------->metanonaccidental)
disorders may present with symptoms that suggest delusional disorder. For example, simple (--------->ortho-underscores)
persecutory delusions in the context of major neurocognitive disorder would be diagnosed (--------->ortho-socialevaluative)
as major neurocognitive disorder, with behavioral disturbance. A substance/ (---------->meta-vivek)
medication-induced psychotic disorder cross-sectionally may be identical in symptomatology (--------->ortho-prolong)
to delusional disorder but can be distinguished by the chronological relationship (---------->paraabandoning)
of substance use to the onset and remission of the delusional beliefs. (---------->para-overconnection)
Schizophrenia and schizophreniform disorder. Delusional disorder can be distinguished (---------->parasymptomatic)
from schizophrenia and schizophreniform disorder by the absence of the other characteristic (--------->meta-machuda)
symptoms of the active phase of schizophrenia. (---------->para-sulci)
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Depressive and bipolar disorders and schizoaffective disorder. These disorders may (---------->orthointoxication)
be distinguished from delusional disorder by the temporal relationship between the mood (--------->para-avenger)
disturbance and the delusions and by the severity of the mood symptoms. If delusions occur (--------->para-acetylmethadol)
exclusively during mood episodes, the diagnosis is depressive or bipolar disorder with (---------->metaordinarily)
psychotic features. Mood symptoms that meet full criteria for a mood episode can be superimposed (--------->ortho-widened)
on delusional disorder. Delusional disorder can be diagnosed only if the total (---------->metadisinfiibition)
duration of all mood episodes remains brief relative to the total duration of the delusional (--------->ortho-sacrifices)
disturbance. If not, then a diagnosis of other specified or unspecified schizophrenia spectrum (--------->ortho-nurturance)
and other psychotic disorder accompanied by other specified depressive disorder, (---------->paratransferrin)
unspecified depressive disorder, other specified bipolar and related disorder, or unspecified (--------->ortho-misapplied)
bipolar and related disorder is appropriate. (---------->para-languidness)
Brief Psychotic Disorder (---------->meta-agerelated)
Diagnostic Criteria 298.8 (F23) (---------->meta-leombruno)
A. Presence of one (or more) of the following symptoms. At least one of these must be (---------->paraselfadministration)
(1), (2), or (3): (---------->para-quantified)
1. Delusions. (---------->ortho-aggregated)
2. Hallucinations. (---------->ortho-dystrophy)
3. Disorganized speech (e.g., frequent derailment or incoherence). (---------->para-overlooks)
4. Grossly disorganized or catatonic behavior. (---------->para-wanda)
Note: Do not include a symptom if it is a culturally sanctioned response. (---------->meta-pursuits)
B. Duration of an episode of the disturbance is at least 1 day but less than 1 month, with (--------->ortho-impoverished)
eventual full return to premorbid level of functioning. (---------->meta-berating)
C. The disturbance is not better explained by major depressive or bipolar disorder with (---------->orthoencoimtered)
psychotic features or another psychotic disorder such as schizophrenia or catatonia, (---------->paracannot)
and is not attributable to the physiological effects of a substance (e.g., a drug of abuse, (---------->orthononprescribed)
a medication) or another medical condition. (---------->para-irrelevancies)
Specify if: (---------->ortho-brandyn)
With marked stressor(s) (brief reactive psychosis): If symptoms occur in response to (---------->metaalessandro)
events that, singly or together, would be markedly stressful to almost anyone in similar (---------->metaconscientious)
circumstances in the individual’s culture. (---------->meta-industrialized)
Without marited stressor(s): If symptoms do not occur in response to events that, (---------->orthopsychotic)
singly or together, would be markedly stressful to almost anyone in similar circumstances (--------->para-zinbarg)
in the individual’s culture. (---------->para-baddam)
With postpartum onset: If onset is during pregnancy or within 4 weeks postpartum. (---------->metascab)
Specify if: (---------->ortho-prepubertal)
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With catatonia (refer to the criteria for catatonia associated with another mental disorder, (--------->meta-samokhvalov)
pp. 119-120, for definition) (---------->meta-geffen)
Coding note: Use additional code 293.89 (F06.1) catatonia associated with brief (---------->ortho-darci)
psychotic disorder to indicate the presence of the comorbid catatonia. (---------->para-parkir)
Specify current severity: (---------->ortho-ceremonial)
Severity is rated by a quantitative assessment of the primary symptoms of psychosis, (---------->parasuggestive)
including delusions, hallucinations, disorganized speech, abnormal psychomotor behavior, (--------->meta-acceptability)
and negative symptoms. Each of these symptoms may be rated for its current (---------->meta-murmurs)
severity (most severe in the last 7 days) on a 5-point scale ranging from 0 (not present) (---------->orthoaggressively)
to 4 (present and severe). (See Clinician-Rated Dimensions of Psychosis Symptom (---------->paraolanzapine)
Severity in the chapter “Assessment Measures.”) (---------->ortho-sphincter)
Note: Diagnosis of brief psychotic disorder can be made without using this severity (---------->parashortness)
specifier._____________________________________________________________ (---------->orthononmonosymptomatic)
Diagnostic Features (---------->ortho-mahowald)
The essential feature of brief psychotic disorder is a disturbance that involves the sudden (--------->meta-violeta)
onset of at least one of the following positive psychotic symptoms: delusions, hallucinations, (--------->ortho-etiologically)
disorganized speech (e.g., frequent derailment or incoherence), or grossly abnormal (---------->metabelinda)
psychomotor behavior, including catatonia (Criterion A). Sudden onset is defined as (---------->paraabueg)
change from a nonpsychotic state to a clearly psychotic state within 2 weeks, usually without (--------->meta-deference)
a prodrome. An episode of the disturbance lasts at least 1 day but less than 1 month, (---------->parabaystate)
and the individual eventually has a full return to the premorbid level of functioning (Criterion (--------->meta-parapkilic)
B). The disturbance is not better explained by a depressive or bipolar disorder with (---------->orthonininger)
psychotic features, by schizoaffective disorder, or by schizophrenia and is not attributable (--------->ortho-uei)
to the physiological effects of a substance (e.g., a hallucinogen) or another medical condition (--------->para-worsening)
(e.g., subdural hematoma) (Criterion C). (---------->para-devlin)
In addition to the five symptom domain areas identified in the diagnostic criteria, the (---------->metahorrific)
assessment of cognition, depression, and mania symptom domains is vital for making critically (--------->meta-carmabis)
important distinctions between the various schizophrenia spectrum and other psychotic (---------->orthointernationai)
disorders. (---------->para-cfcu)
Associated Features Supporting Diagnosis (---------->para-perseverative)
Individuals with brief psychotic disorder typically experience emotional turmoil or overwhelming (--------->para-suppes)
confusion. They may have rapid shifts from one intense affect to another. (---------->ortho-petechial)
Although the disturbance is brief, the level of impairment may be severe, and supervision (--------->para-nao)
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may be required to ensure that nutritional and hygienic needs are met and that the individual (--------->ortho-intervened)
is protected from the consequences of poor judgment, cognitive impairment, or acting (---------->paraklyman)
on the basis of delusions. There appears to be an increased risk of suicidal behavior, (---------->paraonslow)
particularly during the acute episode. (---------->ortho-discontinuing)
Prevaience (---------->meta-espinoza)
In the United States, brief psychotic disorder may account for 9% of cases of first-onset (---------->paradzh)
psychosis. Psychotic disturbances that meet Criteria A and C, but not Criterion B, for brief (--------->meta-beesdo)
psychotic disorder (i.e., duration of active symptoms is 1-6 months as opposed to remission (--------->meta-chadwick)
within 1 month) are more common in developing countries than in developed countries. (---------->metaeth)
Brief psychotic disorder is twofold more common in females than in males. (---------->para-maalobeeka)
Deveiopment and Course (---------->ortho-apolipoprotein)
Brief psychotic disorder may appear in adolescence or early adulthood, and onset can occur (--------->ortho-unmotivated)
across the lifespan, with the average age at onset being the mid 30s. By definition, a (---------->orthofrustes)
diagnosis of brief psychotic disorder requires a full remission of all symptoms and an (---------->parajeslina)
eventual full return to the premorbid level of functioning within 1 month of the onset of the (--------->ortho-mildest)
disturbance. In some individuals, the duration of psychotic symptoms may be quite brief (---------->paraunintended)
(e.g., a few days). (---------->ortho-circadian)
Risic and Prognostic Factors (---------->meta-manageable)
Temperamental. Preexisting personality disorders and traits (e.g., schizotypal personality (--------->meta-partnered)
disorder; borderline personality disorder; or traits in the psychoticism domain, such (---------->paraeyebrows)
as perceptual dysregulation, and the negative affectivity domain, such as suspiciousness) (--------->ortho-mcdunn)
may predispose the individual to the development of the disorder. (---------->meta-chottera)
Cuiture-Reiated Diagnostic issues (---------->ortho-involimtary)
It is important to distinguish symptoms of brief psychotic disorder from culturally sanctioned (--------->meta-ofer)
response patterns. For example, in some religious ceremonies, an individual may (---------->orthourological)
report hearing voices, but these do not generally persist and are not perceived as abnormal (--------->para-pubertal)
by most members of the individual's community. In addition, cultural and religious background (--------->para-medullary)
must be taken into account when considering whether beliefs are delusional. (---------->meta-libido)
Functionai Consequences of Brief Psycliotic Disorder (---------->para-substarice)
Despite high rates of relapse, for most individuals, outcome is excellent in terms of social (--------->para-angold)
functioning and symptomatology. (---------->ortho-tric)
Differential Diagnosis (---------->meta-pflugardt)
Other medical conditions. A variety of medical disorders can manifest with psychotic (---------->orthosachdev)
symptoms of short duration. Psychotic disorder due to another medical condition or a delirium (--------->para-ugliness)
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is diagnosed when there is evidence from the history, physical examination, or laboratory (--------->meta-ivluitipie)
tests that the delusions or hallucinations are the direct physiological consequence (---------->orthocompromises)
of a specific medical condition (e.g., Cushing's syndrome, brain tumor) (see 'Tsychotic (---------->paraprochlorperazine)
Disorder Due to Another Medical Condition" later in this chapter). (---------->para-feats)
Substance-related disorders. Substance/medication-induced psychotic disorder, substance- (--------->ortho-ssion)
induced delirium, and substance intoxication are distinguished from brief psychotic (---------->paracoexists)
disorder by the fact that a substance (e.g., a drug of abuse, a medication, exposure to a toxin) (--------->para-confronts)
is judged to be etiologically related to the psychotic symptoms (see ''Substance/Medication- (--------->meta-hypersonnnia)
Induced Psychotic Disorder" later in this chapter). Laboratory tests, such as a urine drug (---------->paravour)
screen or a blood alcohol level, may be helpful in making this determination, as may a careful (--------->ortho-difmental)
history of substance use with attention to temporal relationships between substance intake (--------->ortho-koehler)
and onset of the symptoms and to the nature of the substance being used. (---------->meta-signers)
Depressive and bipolar disorders. The diagnosis of brief psychotic disorder cannot be (---------->metatransitioned)
made if the psychotic symptoms are better explained by a mood episode (i.e., the psychotic (--------->para-hypopnea)
symptoms occur exclusively during a full major depressive, manic, or mixed episode). (---------->orthosumming)
Other psychotic disorders. If the psychotic symptoms persist for 1 month or longer, the (---------->paraspecifiers)
diagnosis is either schizophreniform disorder, delusional disorder, depressive disorder (---------->metaanhedonic)
with psychotic features, bipolar disorder with psychotic features, or other specified or unspecified (--------->para-nonambiguous)
schizophrenia spectrum and other psychotic disorder, depending on the other (---------->metaorganophosphates)
symptoms in the presentation. The differential diagnosis between brief psychotic disorder (--------->para-blurred)
and schizophreniform disorder is difficult when the psychotic symptoms have remitted before (--------->ortho-abscess)
1 month in response to successful treatment with medication. Careful attention should (---------->paracomatose)
be given to the possibility that a recurrent disorder (e.g., bipolar disorder, recurrent acute exacerbations
(---------->ortho-mohamed)
of schizophrenia) may be responsible for any recurring psychotic episodes. (---------->ortho-faust)
Malingering and factitious disorders. An episode of factitious disorder, with predominantly (--------->meta-rambling)
psychological signs and symptoms, may have the appearance of brief psychotic (---------->parapaleness)
disorder, but in such cases there is evidence that the symptoms are intentionally produced. (--------->meta-wetherby)
When malingering involves apparently psychotic symptoms, there is usually evidence (---------->metaadulthoocj)
that the illness is being feigned for an understandable goal. (---------->ortho-shaukat)
Personality disorders. In certain individuals with personality disorders, psychosocial (---------->orthoconcomitants)
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stressors may precipitate brief periods of psychotic symptoms. These symptoms are usually (--------->para-boyer)
transient and do not warrant a separate diagnosis. If psychotic symptoms persist for at (---------->parahansler)
least 1 day, an additional diagnosis of brief psychotic disorder may be appropriate. (---------->metacomotbid)
Schizophreniform Disorder (---------->meta-rebenstock)
Diagnostic Criteria 295.40 (F20.81) (---------->meta-reciprocate)
A. Two (or more) of the following, each present for a significant portion of time during a (---------->paravertigo)
1-month period (or less if successfully treated). At least one of these must be (1), (2), (---------->orthotalkativeness)
or (3): (---------->ortho-dolores)
1. Delusions. (---------->ortho-indiscriminate)
2. Hallucinations. (---------->para-simulating)
3. Disorganized speech (e.g., frequent derailment or incoherence). (---------->ortho-axillary)
4. Grossly disorganized or catatonic behavior. (---------->ortho-ligands)
5. Negative symptoms (i.e., diminished emotional expression or avolition). (---------->meta-qj)
B. An episode of the disorder lasts at least 1 month but less than 6 months. When the (---------->metamisused)
diagnosis must be made without waiting for recovery, it should be qualified as “provisional.” (--------->meta-alysia)
' (---------->meta-counterattack)
C. Schizoaffective disorder and depressive or bipolar disorder with psychotic features have (--------->meta-mastectomy)
been ruled out because either 1 ) no major depressive or manic episodes have occurred (--------->para-combing)
concurrently with the active-phase symptoms, or 2) if mood episodes have occurred during (--------->ortho-waugh)
active-phase symptoms, they have been present for a minority of the total duration (---------->metacultursl)
of the active and residual periods of the illness. (---------->ortho-prader)
D. The disturbance is not attributable to the physiological effects of a substance (e.g., a (---------->metacoexist)
drug of abuse, a medication) or another medical condition. (---------->para-nao)
Specify if: (---------->ortho-emanates)
With good prognostic features: This specifier requires the presence of at least two (---------->orthobums)
of the following features: onset of prominent psychotic symptoms within 4 weeks of the (---------->orthoise)
first noticeable change in usual behavior or functioning; confusion or perplexity: good (---------->paradosing)
premorbid social and occupational functioning; and absence of blunted or flat affect. (---------->paramutiso)
Without good prognostic features: This specifier is applied if two or more of the (---------->metadyspepsia)
above features have not been present. (---------->para-castellanos)
Specify if: (---------->para-fronn)
With catatonia (refer to the criteria for catatonia associated with another mental disorder, (--------->meta-subtests)
pp. 119-120, for definition). (---------->para-attenuated)
Coding note: Use additional code 293.89 (F06.1) catatonia associated with schizophreniform (--------->ortho-borderline)
disorder to indicate the presence of the comorbid catatonia. (---------->ortho-nocturia)
Specify current severity: (---------->meta-ator)
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Severity is rated by a quantitative assessment of the primary symptoms of psychosis, (---------->orthospied)
including delusions, hallucinations, disorganized speech, abnormal psychomotor behavior, (--------->ortho-obliteration)
and negative symptoms. Each of these symptoms may be rated for its current (---------->para-markon)
severity (most severe in the last 7 days) on a 5-point scale ranging from 0 (not present) (---------->paradeadness)
to 4 (present and severe). (See Clinician-Rated Dimensions of Psychosis Symptom (---------->metaordinarily)
Severity in the chapter “Assessment Measures.”) (---------->meta-ureters)
Note: Diagnosis of schizophreniform disorder can be made without using this severity (---------->orthoprovoked)
specifier. (---------->ortho-fanton)
Note: For additional information on Associated Features Supporting Diagnosis, Development (--------->ortho-transitioned)
and Course (age-related factors), Culture-Related Diagnostic Issues, Gender-Related (---------->orthopharmacotherapy)
Diagnostic Issues, Differential Diagnosis, and Comorbidity, see the corresponding sections (--------->ortho-underdiagnose)
in schizophrenia. (---------->ortho-kinship)
Diagnostic Features (---------->ortho-delaney)
The characteristic symptoms of schizophreniform disorder are identical to those of schizophrenia (--------->ortho-ethnicities)
(Criterion A). Schizophreniform disorder is distinguished by its difference in duration: (---------->metaseizurelike)
the total duration of the illness, including prodromal, active, and residual phases, is (---------->metamahendra)
at least 1 month but less than 6 months (Criterion B). The duration requirement for schizophreniform (--------->para-lundin)
disorder is intermediate between that for brief psychotic disorder, which lasts (---------->meta-lapsing)
more than 1 day and remits by 1 month, and schizophrenia, which lasts for at least 6 months. (--------->ortho-recur)
The diagnosis of schizophreniform disorder is made under two conditions. 1) when an episode (--------->meta-ture)
of illness lasts between 1 and 6 months and the individual has already recovered, (---------->para-feats)
and 2) when an individual is symptomatic for less than the 6 months' duration required for (--------->ortho-tripling)
the diagnosis of schizophrenia but has not yet recovered. In this case, the diagnosis should (--------->meta-sniffing)
be noted as "schizophreniform disorder (provisional)" because it is uncertain if the individual (--------->para-extenuating)
will recover from the disturbance within the 6-month period. If the disturbance persists (---------->orthosamuels)
beyond 6 months, the diagnosis should be changed to schizophrenia. (---------->para-tenderness)
Another distinguishing feature of schizophreniform disorder is the lack of a criterion (---------->orthosubskills)
requiring impaired social and occupational functioning. While such impairments may potentially (--------->ortho-hirschsprung)
be present, they are not necessary for a diagnosis of schizophreniform disorder. (---------->orthocongestive)
In addition to the five symptom domain areas identified in the diagnostic criteria, the (---------->metaespanto)
assessment of cognition, depression, and mania symptom domains is vital for making critically (--------->para-prolongations)
important distinctions between the various schizophrenia spectrum and other psychotic (---------->parapiek)
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disorders. (---------->ortho-casye)
Associated Features Supporting Diagnosis (---------->para-delirium)
As with schizophrenia, currently there are no laboratory or psychometric tests for schizophreniform (--------->meta-crossdressed)
disorder. There are multiple brain regions where neuroimaging, neuropathological, (---------->metacreighton)
and neurophysiological research has indicated abnormalities, but none are (---------->meta-fuii)
diagnostic. (---------->para-lacrimation)
Prevaience (---------->para-interrupts)
Incidence of schizophreniform disorder across sociocultural settings is likely similar to (---------->parashiner)
that observed in schizophrenia. In the United States and other developed countries, the incidence (--------->meta-validators)
is low, possibly fivefold less than that of schizophrenia. In developing countries, (---------->para-nongoal)
the incidence may be higher, especially for the specifier ''with good prognostic features"; (--------->ortho-impulses)
in some of these settings schizophreniform disorder may be as common as schizophrenia. (--------->para-prednisone)
Deveiopment and Course (---------->para-entertained)
The development of schizophreniform disorder is similar to that of schizophrenia. About (---------->metaamphetamine)
one-third of individuals with an initial diagnosis of schizophreniform disorder (provisional) (--------->ortho-berating)
recover within the 6-month period and schizophreniform disorder is their final diagnosis. (---------->paraabdomen)
The majority of the remaining two-thirds of individuals will eventually receive a (---------->metawhitehead)
diagnosis of schizophrenia or schizoaffective disorder. (---------->para-ohayon)
Risic and Prognostic Factors (---------->meta-piloerection)
Genetic and physiological. Relatives of individuals with schizophreniform disorder (---------->orthorinehart)
have an increased risk for schizophrenia. (---------->ortho-wheezing)
Functionai Consequences of (---------->ortho-buckner)
Sciiizophreniform Disorder (---------->para-temperaments)
For the majority of individuals with schizophreniform disorder who eventually receive a (---------->paragerson)
diagnosis of schizophrenia or schizoaffective disorder, the functional consequences are (---------->metacoercing)
similar to the consequences of those disorders. Most individuals experience dysfunction in (--------->ortho-devious)
several areas of daily functioning, such as school or work, interpersonal relationships, and (--------->meta-methemoglobinemia)
self-care. Individuals who recover from schizophreniform disorder have better functional (---------->paraheuristic)
outcomes. (---------->ortho-aggravate)
Differentiai Diagnosis (---------->ortho-paraphilically)
Other mental disorders and medical conditions. A wide variety of mental and medical (---------->parahirschsprung)
conditions can manifest with psychotic symptoms that must be considered in the differential (--------->meta-etiologically)
diagnosis of schizophreniform disorder. These include psychotic disorder due to (---------->meta-terrell)
another medical condition or its treatment; delirium or major neurocognitive disorder; (---------->parapursuits)
substance/medication-induced psychotic disorder or delirium; depressive or bipolar (---------->orthoconstriction)
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disorder with psychotic features; schizoaffective disorder; other specified or unspecified bipolar (--------->ortho-alimasuya)
and related disorder; depressive or bipolar disorder with catatonic features; schizophrenia; (--------->ortho-wellremembered)
brief psychotic disorder; delusional disorder; other specified or unspecified schizophrenia (--------->para-subtyping)
spectrum and other psychotic disorder; schizotypal, schizoid, or paranoid (---------->meta-retinal)
personality disorders; autism spectrum disorder; disorders presenting in childhood with (---------->orthorecollect)
disorganized speech; attention-deficit/hyperactivity disorder; obsessive-compulsive disorder; (--------->ortho-kelsey)
posttraumatic stress disorder; and traumatic brain injury. (---------->ortho-syndromal)
Since the diagnostic criteria for schizophreniform disorder and schizophrenia differ (---------->paraunfulfilling)
primarily in duration of illness, the discussion of the differential diagnosis of schizophrenia (--------->ortho-behaves)
also applies to schizophreniform disorder. (---------->ortho-chemotherapeutic)
Brief psychotic disorder. Schizophreniform disorder differs in duration from brief psychotic (--------->para-darken)
disorder, which has a duration of less than 1 month. (---------->ortho-lability)
Schizophrenia (---------->para-reis)
Diagnostic Criteria 295.90 (F20.9) (---------->para-aspden)
A. Two (or more) of the following, each present for a significant portion of time during a (---------->metaadaptable)
1 -month period (or less if successfully treated). At least one of these must be (1 ), (2), or (3): (--------->para-phencyclidines)
1. Delusions. (---------->meta-perinatal)
2. Hallucinations. (---------->meta-petry)
3. Disorganized speech (e.g., frequent derailment or incoherence). (---------->para-grieving)
4. Grossly disorganized or catatonic behavior. (---------->ortho-unappreciated)
5. Negative symptoms (i.e., diminished emotional expression or avolition). (---------->ortho-wheezing)
B. For a significant portion of the time since the onset of the disturbance, level of functioning (--------->meta-amnesic)
in one or more major areas, such as work, interpersonal relations, or self-care, is (---------->orthocriminality)
markedly below the level achieved prior to the onset (or when the onset is in childhood (---------->metafacet)
or adolescence, there is failure to achieve expected level of interpersonal, academic, (---------->orthoith)
or occupational functioning). (---------->para-anhedonic)
C. Continuous signs of the disturbance persist for at least 6 months. This 6-month period (--------->para-disordered)
must include at least 1 month of symptoms (or less if successfully treated) that meet Criterion (--------->ortho-thorp)
A (i.e., active-phase symptoms) and may include periods of prodromal or residual (---------->orthomisinte)
symptoms. During these prodromal or residual periods, the signs of the disturbance may (--------->ortho-jannah)
be manifested by only negative symptoms or by two or more symptoms listed in Criterion (--------->ortho-marmar)
A present in an attenuated form (e.g., odd beliefs, unusual perceptual experiences). (---------->parahaigh)
D. Schizoaffective disorder and depressive or bipolar disorder with psychotic features (---------->orthohasin)
have been ruled out because either 1 ) no major depressive or manic episodes have (---------->orthonaps)
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occurred concurrently with the active-phase symptoms, or 2) if mood episodes have (---------->metamazarin)
occurred during active-phase symptoms, they have been present for a minority of the (---------->metaunhelpful)
total duration of the active and residual periods of the illness. (---------->meta-gonzaga)
E. The disturbance is not attributable to the physiological effects of a substance (e.g., a (---------->metahypersonrmolence)
drug of abuse, a medication) or another medical condition. (---------->ortho-antagonist)
F. If there is a history of autism spectrum disorder or a communication disorder of childhood (--------->ortho-drown)
onset, the additional diagnosis of schizophrenia is made only if prominent delusions (---------->orthostartle)
or hallucinations, in addition to the other required symptoms of schizophrenia, (---------->paranonspousal)
are also present for at least 1 month (or less if successfully treated). (---------->meta-blurriness)
Specify if: (---------->para-katharina)
The following course specifiers are only to be used after a 1-year duration of the disorder (--------->para-polarity)
and if they are not in contradiction to the diagnostic course criteria. (---------->ortho-affiliative)
First episode, currently in acute episode: First manifestation of the disorder meeting (---------->metadizziness)
the defining diagnostic symptom and time criteria. An acute episode is a time period (---------->metabasu)
in which the symptom criteria are fulfilled. (---------->ortho-holve)
First episode, currently in partial remission: Partial remission is a period of time (---------->paradigitorum)
during which an improvement after a previous episode is maintained and in which the (---------->orthorealizes)
defining criteria of the disorder are only partially fulfilled. (---------->ortho-mirrored)
First episode, currently in full remission: Full remission is a period of time after a (---------->paramartekuor)
previous episode during which no disorder-specific symptoms are present. (---------->ortho-cathinones)
Multiple episodes, currently in acute episode: Multiple episodes may be determined (---------->paragrossi)
after a minimum of two episodes (i.e., after a first episode, a remission and a (---------->paraintrapersonal)
minimum of one relapse). (---------->meta-nptoms)
¦Multiple episodes, currently in partial remission (---------->ortho-adjacencies)
Multiple episodes, currently in full remission (---------->meta-antihistamines)
Continuous: Symptoms fulfilling the diagnostic symptom criteria of the disorder are (---------->orthodiathesis)
remaining for the majority of the illness course, with subthreshold symptom periods being (--------->para-cannabinoid)
very brief relative to the overall course. (---------->meta-squandering)
Unspecified (---------->ortho-reproach)
Specify if: (---------->ortho-retraumatization)
With catatonia (refer to the criteria for catatonia associated with another mental disorder, (--------->ortho-insecticide)
pp. 119-120, for definition). (---------->ortho-electroconvulsive)
Coding note: Use additional code 293.89 (F06.1) catatonia associated with (---------->meta-ruminating)
schizophrenia to indicate the presence of the comorbid catatonia. (---------->ortho-detectable)
Specify current severity: (---------->meta-isoniazid)
Severity is rated by a quantitative assessment of the primary symptoms of psychosis, (---------->metadefers)
including delusions, hallucinations, disorganized speech, abnormal psychomotor behavior, (--------->para-risking)
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and negative symptoms. Each of these symptoms may be rated for its current (---------->orthohospitalization)
severity (most severe in the last 7 days) on a 5-point scale ranging from 0 (not present) (---------->parapeaking)
to 4 (present and severe). (See Clinician-Rated Dimensions of Psychosis Symptom (---------->parasuppressants)
Severity in the chapter “Assessment Measures.”) (---------->meta-shamed)
Note: Diagnosis of schizophrenia can be made without using this severity specifier. (---------->orthonunez)
Diagnostic Features (---------->ortho-impair)
The characteristic symptoms of schizophrenia involve a range of cognitive, behavioral, and (--------->meta-woodhouse)
emotional dysfunctions, but no single symptom is pathognomonic of the disorder. The diagnosis (--------->para-harwood)
involves the recognition of a constellation of signs and symptoms associated with (---------->paraneurocogni)
impaired occupational or social functioning. Individuals with the disorder will vary substantially (--------->ortho-selfreport)
on most features, as schizophrenia is a heterogeneous clinical syndrome. (---------->meta-tansvestic)
At least two Criterion A symptoms must be present for a significant portion of time (---------->orthocutpoint)
during a 1-month period or longer. At least one of these symptoms must be the clear presence (--------->meta-huntingtin)
of delusions (Criterion Al), hallucinations (Criterion A2), or disorganized speech (---------->para-tinnitus)
(Criterion A3). Grossly disorganized or catatonic behavior (Criterion A4) and negative (---------->metaschwarzenbart)
symptoms (Criterion A5) may also be present. In those situations in which the activephase (--------->meta-greenspan)
symptoms remit within a month in response to treatment. Criterion A is still met if the (---------->orthotreatable)
clinician estimates that they would have persisted in the absence of treatment. (---------->orthomemorization)
Schizophrenia involves impairment in one or more major areas of functioning (Criterion (---------->metaselfinjury)
B). If the disturbance begins in childhood or adolescence, the expected level of function (---------->parainfancy)
is not attained. Comparing the individual with unaffected siblings may be helpful. The (---------->orthomalingering)
dysfunction persists for a substantial period during the course of the disorder and does not (--------->ortho-hypogonadal)
appear to be a direct result of any single feature. Avolition (i.e., reduced drive to pursue (---------->paraintergenerational)
goal-directed behavior; Criterion A5) is linked to the social dysfunction described under (---------->paraexpectable)
Criterion B. There is also strong evidence for a relationship between cognitive impairment (--------->meta-landau)
(see the section "Associated Features Supporting Diagnosis" for this disorder) and functional (--------->ortho-peripartum)
impairment in individuals with schizophrenia. (---------->ortho-epidemics)
Some signs of the disturbance must persist for a continuous period of at least 6 months (---------->metatarbell)
(Criterion C). Pi;odromal symptoms often precede the active phase, and residual symptoms (--------->meta-thoman)
may follow it, characterized by mild or subthreshold forms of hallucinations or (---------->orthoexpulsions)
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delusions. Individuals may express a variety of unusual or odd beliefs that are not of delusional (--------->ortho-bezoar)
proportions (e.g., ideas of reference or magical thinking); they may have unusual (---------->parachoreoathetoid)
perceptual experiences (e.g., sensing the presence of an unseen person); their speech may (--------->ortho-smelling)
be generally understandable but vague; and their behavior may be unusual but not grossly (--------->meta-tamoxifen)
disorganized (e.g., mumbling in public). Negative symptoms are common in the prodromal (--------->meta-devote)
and residual phases and can be severe. Individuals who had been socially active (---------->metaappendbc)
may become withdrawn from previous routines. Such behaviors are often the first sign of (--------->para-meisl)
a disorder. (---------->para-zarate)
Mood symptoms and full mood episodes are common in schizophrenia and may be concurrent (--------->ortho-arora)
with active-phase symptomatology. However, as distinct from a psychotic mood disorder, (--------->ortho-swallowed)
a schizophrenia diagnosis requires the presence of delusions or hallucinations in the (---------->orthokuny)
absence of mood episodes. In addition, mood episodes, taken in total, should be present for (--------->para-etiologically)
only a minority of the total duration of the active and residual periods of the illness. (---------->paraclinging)
In addition to the five symptom domain areas identified in the diagnostic criteria, the (---------->metabruising)
assessment of cognition, depression, and mania symptom domains is vital for making critically (--------->meta-intrusions)
important distinctions between the various schizophrenia spectrum and other psychotic (---------->metataper)
disorders. (---------->meta-addipossible)
Associated Features Supporting Diagnosis (---------->meta-kotin)
Individuals with schizophrenia may display inappropriate affect (e.g., laughing in the absence (--------->ortho-secobarbital)
of an appropriate stimulus); a dysphoric mood that can take the form of depression, (---------->metaganguli)
anxiety, or anger; a disturbed sleep pattern (e.g., daytime sleeping and nighttime activity); (--------->para-shupinka)
and a lack of interest in eating or food refusal. Depersonalization, derealization, and somatic (--------->para-indoleamines)
concerns may occur and sometimes reach delusional proportions. Anxiety and phobias (---------->orthohairpulling)
are common. Cognitive deficits in schizophrenia are conrmion and are strongly linked (---------->metathg)
to vocational and functional impairments. These deficits can include decrements in declarative (--------->para-disruptive)
memory, working memory, language function, and other executive functions, as well (---------->paraprobands)
as slower processing speed. Abnormalities in sensory processing and inhibitory capacity, (--------->para-amyotrophic)
as well as reductions in attention, are also found. Some individuals with schizophrenia (---------->metadisrobing)
show social cognition deficits, including deficits in the ability to infer the intentions of (---------->paraincurring)
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other people (theory of mind), and may attend to and then intefret irrelevant events or (---------->metathes)
stimuli as meaningful, perhaps leading to the generation of explanatory delusions. These (--------->para-conmionly)
impairments frequently persist during symptomatic remission. (---------->ortho-diaphragm)
Some individuals with psychosis may lack insight or awareness of their disorder (i.e., (---------->orthoncds)
anosognosia). This lack of "'insight" includes unawareness of symptoms of schizophrenia (--------->para-narrowing)
and may be present throughout the entire course of the illness. Unawareness of illness is (--------->para-neurotoxin)
typically a symptom of schizophrenia itself rather than a coping strategy. It is comparable (--------->para-suspensions)
to the lack of awareness of neurological deficits following brain damage, termed anosognosia. (--------->meta-zohar)
This symptom is the most common predictor of non-adherence to treatment, and it (---------->metagenerational)
predicts higher relapse rates, increased number of involuntary treatments, poorer psychosocial (--------->ortho-vulva)
functioning, aggression, and a poorer course of illness. (---------->para-conhised)
Hostility and aggression can be associated with schizophrenia, although spontaneous (---------->metaprigatano)
or random assault is uncommon. Aggression is more frequent for younger males and for (--------->ortho-multiparametric)
individuals with a past history of violence, non-adherence with treatment, substance (---------->metadisillusionment)
abuse, and impulsivity. It should be noted that the vast majority of persons with schizophrenia (--------->para-conmion)
are not aggressive and are more frequently victimized than are individuals in the (---------->parapreclude)
general population. (---------->para-neurotoxic)
Currently, there are no radiological, laboratory, or psychometric tests for the disorder. (---------->metaoveremphasized)
Differences are evident in multiple brain regions between groups of healthy individuals (---------->parahypophosphatemia)
and persons with schizophrenia, including evidence from neuroimaging, neuropathological, (--------->ortho-sighted)
and neurophysiological studies. Differences are also evident in cellular architecture, (---------->metaobjectively)
white matter connectivity, and gray matter volume in a variety of regions such as the prefrontal (--------->ortho-comorbidity)
and temporal cortices. Reduced overall brain volume has been observed, as well as (---------->metafugue)
increased brain volume reduction with age. Brain volume reductions with age are more (---------->paratsai)
pronounced in individuals with schizophrenia than in healthy individuals. Finally, individuals (--------->meta-neylan)
with schizophrenia appear to differ from individuals without the disorder in eyetracking (---------->orthohettema)
and electrophysiological indices. (---------->para-commimication)
Neurological soft signs common in individuals with schizophrenia include impairments (---------->orthoopalesky)
in motor coordination, sensory integration, and motor sequencing of complex movements; (--------->ortho-segraves)
left-right confusion; and disinhibition of associated movements. In addition, minor physical (--------->meta-haverly)
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anomalies of the face and limbs may occur. (---------->meta-withi)
Prevalence (---------->para-ritualized)
The lifetime prevalence of schizophrenia appears to be approximately 0.3%-0.7%, although (--------->ortho-teic)
there is reported variation by race/ethnicity, across countries, and by geographic (---------->orthoseriousness)
origin for immigrants and children of immigrants. The sex ratio differs across samples and (--------->ortho-unflattering)
populations: for example, an emphasis on negative symptoms and longer duration of disorder (--------->para-culp)
(associated with poorer outcome) shows higher incidence rates for males, whereas (---------->paraappraise)
definitions allowing for the inclusion of more mood symptoms and brief presentations (---------->orthodeviance)
(associated with better outcome) show equivalent risks for both sexes. (---------->ortho-baldassano)
Development and Course (---------->ortho-inflection)
The psychotic features of schizophrenia typically emerge between the late teens and the (--------->meta-meana)
mid-30s; onset prior to adolescence is rare. The peak age at onset for the first psychotic episode (--------->meta-motoric)
is in the early- to mid-20s for males and in the late-20s for females. The onset may be (---------->metadetoxification)
abrupt or insidious, but the majority of individuals manifest a slow and gradual development (--------->para-downey)
of a variety of clinically significant signs and symptoms. Half of these individuals (---------->ortho-bazzi)
complain of depressive symptoms. Earlier age at onset has traditionally been seen as a predictor (--------->ortho-esn)
of worse prognosis. However, the effect of age at onset is likely related to gender, (---------->parapostpolio)
with males having worse premorbid adjustment, lower educational achievement, more (---------->paratranssexualism)
prominent negative symptoms and cognitive impairment, and in general a worse outcome. (--------->para-obstetric)
Impaired cognition is common, and alterations in cognition are present during development (--------->para-serable)
and precede the emergence of psychosis, taking the form of stable cognitive (---------->ortho-flj)
impairments during adulthood. Cognitive impairments may persist when other symptoms (--------->para-individuai)
are in remission and contribute to the disability of the disease. (---------->para-malcoun)
The predictors of course and outcome are largely unexplained, and course and outcome (--------->meta-approximates)
may not be reliably predicted. The course appears to be favorable in about 20% of those (--------->ortho-facile)
with schizophrenia, and a small number of individuals are reported to recover completely. (--------->meta-yoder)
However, most individuals with schizophrenia still require formal or informal daily living (---------->parapseudocyesis)
supports, and many remain chronically ill, with exacerbations and remissions of active (---------->orthobehaves)
symptoms, while others have a course of progressive deterioration. (---------->para-arrhythmias)
Psychotic symptoms tend to diminish over the life course, perhaps in association with (---------->metaprecluded)
normal age-related declines in dopamine activity. Negative symptoms are more closely related (--------->para-charcot)
to prognosis than are positive symptoms and tend to be the most persistent. Furthermore, (--------->meta-phencychdine)
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cognitive deficits associated with the illness may not improve over the course of the (---------->metadyskinesias)
illness. (---------->para-distinctions)
The essential features of schizophrenia are the same in childhood, but it is more difficult (--------->meta-yellowing)
to make the diagnosis. In children, delusions and hallucinations may be less elaborate (---------->paraaurelian)
than in adults, and visual hallucinations are more common and should be distinguished (---------->paraprotrusion)
from normal fantasy play. Disorganized speech occurs in many disorders with childhood (---------->parafactitious)
onset (e.g., autism spectrum disorder), as does disorganized behavior (e.g., attention-deficit/ (--------->ortho-oropharynx)
hyperactivity disorder). These symptoms should not be attributed to schizophrenia without (--------->meta-cyclohexamine)
due consideration of the more common disorders of childhood. Childhood-onset cases (---------->parakachapis)
tend to resemble poor-outcome adult cases, with gradual onset and prominent negative (---------->metaimpressionability)
symptoms. Children who later receive the diagnosis of schizophrenia are more likely to (---------->orthohospitalizations)
have experienced nonspecific emotional-behavioral disturbances and psychopathology, (---------->paranoncastrated)
intellectual and language alterations, and subtle motor delays. (---------->para-rls)
Late-onset cases (i.e., onset after age 40 years) are overrepresented by females, who (---------->metaamputees)
may have married. Often, the course is characterized by a predominance of psychotic (---------->parasanno)
symptoms with preservation of affect and social functioning. Such late-onset cases can still (--------->ortho-mcgrosky)
meet the diagnostic criteria for schizophrenia, but it is not yet clear whether this is the (---------->paramichels)
same condition as schizophrenia diagnosed prior to mid-life (e.g., prior to age 55 years). (--------->meta-kaur)
Risk and Prognostic Factors (---------->ortho-implying)
Environmental. Season of birth has been linked to the incidence of schizophrenia, including (--------->ortho-kyofusho)
late winter/early spring in some locations and summer for the deficit form of the (---------->metaefavirenz)
disease. The incidence of schizophrenia and related disorders is higher for children growing (--------->ortho-shaywitz)
up in an urban environment and for some minority ethnic groups. (---------->meta-inaccessibility)
Genetic and physiological. There is a strong contribution for genetic factors in determining (--------->para-nuchae)
risk for schizophrenia, although most individuals who have been diagnosed with (---------->parapathologically)
schizophrenia have no family history of psychosis. Liability is conferred by a spectrum of (--------->ortho-kyofusho)
risk alleles, common and rare, with each allele contributing only a small fraction to the total (--------->ortho-yelling)
population variance. The risk alleles identified to date are also associated with other (---------->orthohypnohc)
mental disorders, including bipolar disorder, depression, and autism spectrum disorder. (---------->metakleinelevin)
Pregnancy and birth complications with hypoxia and greater paternal age are associated (--------->para-hypercalcemia)
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with a higher risk of schizophrenia for the developing fetus. In addition, other prenatal (---------->paragambles)
and perinatal adversities, including stress, infection, malnutrition, maternal diabetes, and (--------->meta-arianna)
other medical conditions, have been linked with schizophrenia. However, the vast majority (--------->para-hypnopompic)
of offspring with these risk factors do not develop schizophrenia. (---------->meta-aruciety)
Culture-Related Diagnostic Issues (---------->para-dosing)
Cultural and socioeconomic factors must be considered, particularly when the individual (---------->paraselfassigned)
and the clinician do not share the same cultural and socioeconomic background. Ideas that (--------->para-nonamnestic)
appear to be delusional in one culture (e.g., witchcraft) may be commonly held in another. (--------->meta-malinda)
In some cultures, visual or auditory hallucinations with a religious content (e.g., hearing (---------->orthoirt)
God's voice) are a normal part of religious experience. In addition, the assessment of disorganized (--------->ortho-walmsley)
speech may be made difficult by linguistic variation in narrative styles across (---------->ortho-embodied)
cultures. The assessment of affect requires sensitivity to differences in styles of emotional (--------->para-areata)
expression, eye contact, and body language, which vary across cultures. If the assessment (--------->ortho-cults)
is conducted in a language that is different from the individual's primary language, care (---------->paracordova)
must be taken to ensure that alogia is not related to linguistic barriers. In certain cultures, (--------->ortho-pneumothorax)
distress may take the form of hallucinations or pseudo-hallucinations and overvalued (---------->metanonfood)
ideas that may present clinically similar to true psychosis but are normative to the patient's (--------->para-integrative)
subgroup. (---------->para-warachal)
Gender-Related Diagnostic Issues (---------->para-falsification)
A number of features distinguish the clinical expression of schizophrenia in females and (--------->ortho-anxiolyticinduced)
males. The general incidence of schizophrenia tends to be slightly lower in females, particularly (--------->meta-lth)
among treated cases. The age at onset is later in females, with a second mid-life (---------->metaguilherme)
peak as described earlier (see the section "Development and Course" for this disorder). (---------->metacollaborated)
Symptoms tend to be more affect-laden among females, and there are more psychotic (---------->orthointerdependence)
symptoms, as well as a greater propensity for psychotic symptoms to worsen in later life. (--------->para-pathognomonic)
Other symptom differences include less frequent negative symptoms and disorganization. (--------->para-morbid)
Finally, social functioning tends to remain better preserved in females. There are, however, (--------->meta-nocturia)
frequent exceptions to these general caveats. (---------->ortho-anhedonia)
Suicide Risic (---------->meta-hypokalemia)
Approximately 5%-6% of individuals with schizophrenia die by suicide, about 20% attempt (--------->para-ayahuasca)
suicide on one or more occasions, and many more have significant suicidal ideation. Suicidal (--------->meta-perpetuation)
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behavior is sometimes in response to command hallucinations to harm oneself or others. (--------->meta-husseini)
Suicide risk remains high over the whole lifespan for males and females, although it may be (--------->ortho-tachypnea)
especially high for younger males with comorbid substance use. Other risk factors include (--------->para-obviates)
having depressive symptoms or feelings of hopelessness and being unemployed, and the (--------->meta-misunderstanding)
risk is higher, also, in the period after a psychotic episode or hospital discharge. (---------->para-dissoci)
Functional Consequences of Schizoplirenia (---------->meta-prolonging)
Schizophrenia is associated with significant social and occupational dysfunction. Making (--------->para-nyhan)
educational progress and maintaining employment are frequently impaired by avolition (---------->paratami)
or other disorder manifestations, even when the cognitive skills are sufficient for the tasks (--------->para-painfully)
at hand. Most individuals are employed at a lower level than their parents, and most, particularly (--------->para-genotypes)
men, do not marry or have limited social contacts outside of their family. (---------->para-iostic)
Differential Diagnosis (---------->meta-kaufstein)
Major depressive or bipolar disorder with psychotic or catatonic features. The distinction (--------->meta-hich)
between schizophrenia and major depressive or bipolar disorder with psychotic (---------->paramultidimensional)
features or with catatonia depends on the temporal relationship between the mood disturbance (--------->ortho-norah)
and the psychosis, and on the severity of the depressive or manic symptoms. If delusions (--------->meta-gendered)
or hallucinations occur exclusively during a major depressive or manic episode, (---------->meta-apphes)
the diagnosis is depressive or bipolar disorder with psychotic features. (---------->para-cramps)
Schizoaffective disorder. A diagnosis of schizoaffective disorder requires that a major (---------->metaabulia)
depressive or manic episode occur concurrently with the active-phase symptoms and that (--------->ortho-nonconfirming)
the mood symptoms be present for a majority of the total duration of the active periods. (---------->paradistressing)
Schizophreniform disorder and brief psychotic disorder. These disorders are of shorter (---------->parahartman)
duration than schizophrenia as specified in Criterion C, which requires 6 months of symptoms. (--------->para-boyajian)
In schizophreniform disorder, the disturbance is present less than 6 months, and in (---------->parasyndromal)
brief psychotic disorder, symptoms are present at least 1 day but less than 1 month. (---------->metaadaptable)
Delusional disorder. Delusional disorder can be distinguished from schizophrenia by (---------->metarecollections)
the absence of the other symptoms characteristic of schizophrenia (e.g., delusions, prominent (--------->para-nandini)
auditory or visual hallucinations, disorganized speech, grossly disorganized or catatonic (---------->paradieting)
behavior, negative symptoms). (---------->para-genlto)
Schizotypal personality disorder. Schizotypal personality disorder may be distinguished (---------->orthogabrielle)
from schizophrenia by subthreshold symptoms that are associated with persistent personality (--------->para-cooccurrence)
features. (---------->para-raquel)
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Obsessive-compulsive disorder and body dysmorphic disorder. Individuals with (---------->para-dizzy)
obsessive-compulsive disorder and body dysmorphic disorder may present with poor or (---------->orthojerlyn)
absent insight, and the preoccupations may reach delusional proportions. But these (---------->orthoiers)
disorders are distinguished from schizophrenia by their prominent obsessions, compulsions, (--------->para-scotten)
preoccupations with appearance or body odor, hoarding, or body-focused repetitive (---------->metajugular)
behaviors. (---------->para-extant)
Posttraumatic stress disorder. Posttraumatic stress disorder may include flashbacks that (--------->meta-crossdressing)
have a hallucinatory quality, and hypervigilance may reach paranoid proportions. But a traumatic (--------->para-thyrotoxicosis)
event and characteristic symptom features relating to reliving or reacting to the event (---------->paraalanine)
are required to make the diagnosis. (---------->meta-kyofushoaike)
Autism spectrum disorder or communication disorders. These disorders may also have (---------->orthoincarceration)
symptoms resembling a psychotic episode but are distinguished by their respective deficits (--------->ortho-lorena)
in social interaction with repetitive and restricted behaviors and other cognitive and (---------->parasuppresses)
communication deficits. An individual v^ith autism spectrum disorder or communication (---------->orthodiscouraged)
disorder must have symptoms that meet full criteria for schizophrenia, w^ith prominent (---------->metaphencychdine)
hallucinations or delusions for at least 1 month, in order to be diagnosed with schizophrenia (--------->meta-ambulatory)
as a comorbid condition. (---------->meta-pattem)
Other mental disorders associated with a psychotic episode. The diagnosis of schizophrenia (--------->para-fluent)
is made only when the psychotic episode is persistent and not attributable to the (---------->orthohispanics)
physiological effects of a substance or another medical condition. Individuals with a delirium (--------->meta-fright)
or major or minor neurocognitive disorder may present with psychotic symptoms, (---------->ortho-ndez)
but these would have a temporal relationship to the onset of cognitive changes consistent (--------->meta-occasioning)
with those disorders. Individuals with substance/medication-induced psychotic disorder (---------->orthoworthlessness)
may present with symptoms characteristic of Criterion A for schizophrenia, but the substance/ (--------->meta-blatchley)
medication-induced psychotic disorder can usually be distinguished by the chronological (--------->ortho-cramps)
relationship of substance use to the onset and remission of the psychosis in the (---------->metaeliciting)
absence of substance use. (---------->meta-cheated)
Comorbidity (---------->meta-articulatory)
Rates of comorbidity with substance-related disorders are high in schizophrenia. Over (---------->orthoautogynephilia)
half of individuals with schizophrenia have tobacco use disorder and smoke cigarettes (---------->metaconfluent)
regularly. Comorbidity with anxiety disorders is increasingly recognized in schizophrenia. (--------->ortho-nonconforming)
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Rates of obsessive-compulsive disorder and panic disorder are elevated in individuals (---------->paracheated)
with schizophrenia compared with the general population. Schizotypal or paranoid personality (--------->meta-dodd)
disorder may sometimes precede the onset of schizophrenia. (---------->para-predominate)
Life expectancy is reduced in individuals with schizophrenia because of associated (---------->paranonaccidental)
medical conditions. Weight gain, diabetes, metabolic syndrome, and cardiovascular and (---------->paragestation)
pulmonary disease are more common in schizophrenia than in the general population. (---------->metalutz)
Poor engagement in health maintenance behaviors (e.g., cancer screening, exercise) increases (--------->meta-intuitively)
the risk of chronic disease, but other disorder factors, including medications, lifestyle, (---------->metarestarting)
cigarette smoking, and diet, may also play a role. A shared vulnerability for (---------->meta-nonfatal)
psychosis and medical disorders may explain some of the medical comorbidity of schizophrenia. (--------->para-leckie)
Schizoaffective Disorder (---------->meta-joines)
Diagnostic Criteria (---------->ortho-deceleration)
A. An uninterrupted period of illness during which there is a major mood episode (major (---------->metaconstrain)
depressive or manic) concurrent with Criterion A of schizophrenia. (---------->meta-naivet)
Note: The major depressive episode must include Criterion A1 : Depressed mood. (---------->orthofanton)
B. Delusions or hallucinations for 2 or more weeks in the absence of a major mood episode (--------->ortho-postponement)
(depressive or manic) during the lifetime duration of the illness. (---------->meta-ascertainment)
C. Symptoms that meet criteria for a major mood episode are present for the majority of (--------->ortho-binge)
the total duration of the active and residual portions of the illness. (---------->ortho-ierate)
D. The disturbance is not attributable to the effects of a substance (e.g., a drug of abuse, (--------->meta-postictal)
a medication) or another medical condition. (---------->para-overstimulating)
Specify whether: (---------->para-spied)
295.70 (F25.0) Bipolar type: This subtype applies if a manic episode is part of the presentation. (--------->meta-cranky)
Major depressive episodes may also occur. (---------->meta-uninte)
295.70 (F25.1) Depressive type: This subtype applies if only major depressive episodes (---------->paraunequivocal)
are part of the presentation. (---------->ortho-overuse)
Specify if: (---------->meta-enright)
With catatonia (refer to the criteria for catatonia associated with another mental disorder, (--------->meta-pacha)
pp. 119-120, for definition). (---------->para-expulsions)
Coding note: Use additional code 293.89 (F06.1) catatonia associated with (---------->ortho-psychiosis)
schizoaffective disorder to indicate the presence of the comorbid catatonia. (---------->metatrichobezoars)
Specify if: (---------->meta-hypopneic)
The following course specifiers are only to be used after a 1 -year duration of the disorder (--------->para-craniofacial)
and if they are not in contradiction to the diagnostic course criteria. (---------->meta-sanno)
First episode, currently in acute episode: First manifestation of the disorder meeting (---------->paramalinda)
the defining diagnostic symptom and time criteria. An acute episode is a time period (---------->parajana)
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in which the symptom criteria are fulfilled. (---------->para-prochlorperazine)
First episode, currently in partial remission: Partial remission is a time period during (---------->paracarmody)
which an improvement after a previous episode is maintained and in which the defining (---------->metadysphagia)
criteria of the disorder are only partially fulfilled. (---------->meta-rocio)
First episode, currently in full remission: Full remission is a period of time after a (---------->metaautogynephilia)
previous episode during which no disorder-specific symptoms are present. (---------->para-peering)
Multiple episodes, currently in acute episode: Multiple episodes may be determined (---------->metastaab)
after a minimum of two episodes (i.e., after a first episode, a remission and a (---------->ortho-stratified)
minimum of one relapse). (---------->para-lingual)
Multiple episodes, currently in partial remission (---------->para-sarajbit)
Multiple episodes, currently in full remission (---------->meta-romero)
Continuous: Symptoms fulfilling the diagnostic symptom criteria of the disorder are (---------->metaindiscretions)
remaining for the majority of the illness course, with subthreshold symptom periods being (--------->meta-decalvans)
very brief relative to the overall course. (---------->meta-ruiza)
Unspecified (---------->meta-restroom)
Specify current severity: (---------->meta-hypotonia)
Severity is rated by a quantitative assessment of the primary symptoms of psychosis, (---------->orthopropellant)
including delusions, hallucinations, disorganized speech, abnormal psychomotor behavior, (--------->ortho-toxicants)
and negative symptoms. Each of these symptoms may be rated for its current (---------->ortho-cultursl)
severity (most severe in the last 7 days) on a 5-point scale ranging from 0 (not present) (---------->paraslowwave)
to 4 (present and severe). (See Clinician-Rated Dimensions of Psychosis Symptom (---------->metacomorbidly)
Severity in the chapter “Assessment Measures.”) (---------->ortho-stratigos)
Note: Diagnosis of schizoaffective disorder can be made without using this severity (---------->metavisuoconstructional)
specifier. (---------->ortho-nonvisual)
Note: For additional information on Development and Course (age-related factors). Risk (---------->parasubscales)
and Prognostic Factors (environmental risk factors), Culture-Related Diagnostic Issues, (---------->paramaltreatment)
and Gender-Related Diagnostic Issues, see the corresponding sections in schizophrenia, (--------->meta-normality)
bipolar I and II disorders, and major depressive disorder in their respective chapters. (---------->paramimicking)
Diagnostic Features (---------->ortho-rocio)
The diagnosis of schizoaffective disorder is based on the assessment of an uninterrupted (--------->ortho-fourfold)
period of illness during which the individual continues to display active or residual symptoms (--------->para-disdainful)
of psychotic illness. The diagnosis is usually, but not necessarily, made during the (---------->metaunfaithful)
period of psychotic illness. At some time during the period. Criterion A for schizophrenia (---------->paraunempathic)
has to be met. Criteria B (social dysfunction) and F (exclusion of autism spectrum disorder (--------->meta-coprophilia)
or other commimication disorder of childhood onset) for schizophrenia do not have to be (--------->meta-lacey)
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met. In addition to meeting Criterion A for schizophrenia, there is a major mood episode (--------->ortho-wetherby)
(major depressive or manic) (Criterion A for schizoaffective disorder). Because loss of interest (--------->ortho-idealization)
or pleasure is common in schizophrenia, to meet Criterion A for schizoaffective disorder, (--------->ortho-isorders)
the major depressive episode must include pervasive depressed mood (i.e., the (---------->ortho-forgery)
presence of markedly diminished interest or pleasure is not sufficient). Episodes of depression (--------->meta-centrifugal)
or mania are present for the majority of the total duration of the illness (i.e., after (---------->para-borges)
Criterion A has been met) (Criterion C for schizoaffective disorder). To separate schizoaffective (--------->ortho-grimaces)
disorder from a depressive or bipolar disorder with psychotic features, delusions (---------->ortho-alistair)
or hallucinations must be present for at least 2 w^eeks in the absence of a major mood episode (--------->para-kuchibhatla)
(depressive or manic) at some point during the lifetime duration of the illness (Criterion (---------->paradeteriorative)
B for schizoaffective disorder). The symptoms must not be attributable to the effects (---------->orthorhythmic)
of a substance or another medical condition (Criterion D for schizoaffective disorder). (---------->orthoblunts)
Criterion C for schizoaffective disorder specifies that mood symptoms meeting criteria (---------->metapertains)
for a major mood episode must be present for the majority of the total duration of the active (--------->ortho-censor)
and residual portion of the illness. Criterion C requires the assessment of mood symptoms (--------->para-malaspina)
for the entire course of a psychotic illness, which differs from the criterion in DSM-IV, (---------->orthowary)
which required only an assessment of the current period of illness. If the mood symptoms (--------->ortho-dyssomnias)
are present for only a relatively brief period, the diagnosis is schizophrenia, not schizoaffective (--------->ortho-rodents)
disorder. When deciding whether an individual's presentation meets Criterion C, (---------->para-pruett)
the clinician should review the total duration of psychotic illness (i.e., both active and residual (--------->meta-chills)
symptoms) and determine when significant mood symptoms (untreated or in need (---------->orthooverconcemed)
of treatment with antidepressant and/or mood-stabilizing medication) accompanied the (---------->orthodeluca)
psychotic symptoms. This determination requires sufficient historical information and (---------->metameticulous)
clinical judgment. For example, an individual with a 4-year history of active and residual (---------->orthoquantify)
symptoms of schizophrenia develops depressive and manic episodes that, taken together, (--------->ortho-spect)
do not occupy more than 1 year during the 4-year history of psychotic illness. This presentation (--------->meta-alexithymia)
would not meet Criterion C. (---------->ortho-crawling)
In addition to the five symptom domain areas identified in the diagnostic criteria, the (---------->orthofailings)
assessment of cognition, depression, and mania symptom domains is vital for making critically (--------->ortho-undgrst)
important distinctions between the various schizophrenia spectrum and other psychotic (---------->metadalder)
disorders. (---------->para-nonlewy)

DSM-UPAX

292

Associated Features Supporting Diagnosis (---------->meta-mouthing)
Occupational functioning is frequently impaired, but this is not a defining criterion (in (---------->orthooseless)
contrast to schizophrenia). Restricted social contact and difficulties with self-care are associated (--------->ortho-nonambiguous)
with schizoaffective disorder, but negative symptoms may be less severe and less (---------->metaloudness)
persistent than those seen in schizophrenia. Anosognosia (i.e., poor insight) is also common (--------->para-cyclothymia)
in schizoaffective disorder, but the deficits in insight may be less severe and pervasive (---------->metakieine)
than those in schizophrenia. Individuals with schizoaffective disorder may be at (---------->metaaddimedical)
increased risk for later developing episodes of major depressive disorder or bipolar disorder (--------->meta-rauenhorst)
if mood symptoms continue following the remission of symptoms meeting Criterion A (---------->orthoascribing)
for schizophrenia. There may be associated alcohol and other substance-related disorders. (--------->ortho-tess)
There are no tests or biological measures that can assist in making the diagnosis of (---------->paraamow)
schizoaffective disorder. Whether schizoaffective disorder differs from schizophrenia (---------->metaruiza)
with regard to associated features such as structural or functional brain abnormalities, (---------->metaselegiline)
cognitive deficits, or genetic risk factors is not clear. (---------->ortho-northrop)
Prevalence (---------->meta-zolpidem)
Schizoaffective disorder appears to be about one-third as common as schizophrenia. Lifetime (--------->ortho-institutionalization)
prevalence of schizoaffective disorder is estimated to be 0.3%. The incidence of (---------->meta-sacher)
schizoaffective disorder is higher in females than in males, mainly due to an increased incidence (--------->para-hyporeactivity)
of the depressive type among females. (---------->para-adulterants)
Development and Course (---------->meta-dqb)
The typical age at onset of schizoaffective disorder is early adulthood, although onset can (--------->para-ckl)
occur anywhere from adolescence to late in life. A significant number of individuals diagnosed (--------->para-egocentric)
with another psychotic illness initially will receive the diagnosis schizoaffective disorder (---------->orthogyrus)
later when the pattern of mood episodes has become more apparent. With the (---------->ortho-tardbp)
current diagnostic Criterion C, it is expected that the diagnosis for some individuals will (---------->orthocategorize)
convert from schizoaffective disorder to another disorder as mood symptoms become less (--------->ortho-mitigating)
prominent. The prognosis for schizoaffective disorder is somewhat better than the prognosis (--------->para-rownak)
for schizophrenia but worse than the prognosis for mood disorders. (---------->ortho-onetime)
Schizoaffective disorder may occur in a variety of temporal patterns. The following is (---------->metacrossdressing)
a typical pattern: An individual may have pronounced auditory hallucinations and persecutory (--------->para-cordaro)
delusions for 2 months before the onset of a prominent major depressive episode. (---------->orthodegraded)
The psychotic symptoms and the full major depressive episode are then present for 3 months. (--------->meta-regressive)

DSM-UPAX

293

Then, the individual recovers completely from the major depressive episode, but the psychotic (--------->ortho-ataques)
symptoms persist for another month before they too disappear. During this period (---------->metaspongiform)
of illness, the individual's symptoms concurrently met criteria for a major depressive episode (--------->para-bongs)
and Criterion A for schizophrenia, and during this same period of illness, auditory (---------->ortholundin)
hallucinations and delusions were present both before and after the depressive phase. The (--------->meta-bedbound)
total period of illness lasted for about 6 months, with psychotic symptoms alone present (---------->parahomocystinuria)
during the initial 2 months, both depressive and psychotic symptoms present during the (---------->metagrillo)
next 3 months, and psychotic symptoms alone present during the last month. In this instance, (--------->ortho-caribbeans)
the duration of the depressive episode was not brief relative to the total duration of (---------->metazinbarg)
the psychotic disturbance, and thus the presentation qualifies for a diagnosis of schizoaffective (--------->ortho-eccentric)
disorder. (---------->meta-dikeos)
The expression of psychotic symptoms across the lifespan is variable. Depressive or (---------->orthounderreporting)
manic symptoms can occur before the onset of psychosis, during acute psychotic episodes, (--------->ortho-depaulo)
during residual periods, and after cessation of psychosis. For example, an individual (---------->metajeopardizing)
might present with prominent mood symptoms during the prodromal stage of schizophrenia. (--------->para-lavretsky)
This pattern is not necessarily indicative of schizoaffective disorder, since it is the (---------->ortho-gur)
co-occurrence of psychotic and mood symptoms that is diagnostic. For an individual with (--------->meta-subcutaneous)
symptoms that clearly meet the criteria for schizoaffective disorder but who on further follow- (--------->para-ataque)
up only presents with residual psychotic symptoms (such as subthreshold psychosis (---------->paraschnurr)
and/or prominent negative symptoms), the diagnosis may be changed to schizophrenia, (--------->meta-gio)
as the total proportion of psychotic illness compared with mood symptoms becomes more (--------->ortho-awakens)
prominent. Schizoaffective disorder, bipolar type, may be more common in young adults, (--------->meta-declarative)
whereas schizoaffective disorder, depressive type, may be more common in older adults. (--------->ortho-nosological)
Risk and Prognostic Factors (---------->ortho-edinger)
Genetic and physiological. Among individuals with schizophrenia, there may be an increased (--------->meta-basements)
risk for schizoaffective disorder in first-degree relatives. The risk for schizoaffective (---------->metapooled)
disorder may be increased among individuals who have a first-degree relative with (---------->metacamouflage)
schizophrenia, bipolar disorder, or schizoaffective disorder. (---------->para-chrzanowski)
Culture-Reiated Diagnostic Issues (---------->ortho-dumas)
Cultural and socioeconomic factors must be considered, particularly when the individual (--------->ortho-bongs)
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and the clinician do not share the same cultural and economic background. Ideas that appear (--------->para-striegel)
to be delusional in one culture (e.g., witchcraft) may be commonly held in another. (---------->orthopolysonrmographic)
There is also some evidence in the literature for the overdiagnosis of schizophrenia compared (--------->ortho-invariably)
with schizoaffective disorder in African American and Hispanic populations, so (---------->paraperpetuation)
care must be tal^en to ensure a culturally appropriate evaluation that includes both psychotic (--------->meta-rcxser)
and affective symptoms. (---------->meta-prolongations)
Suicide Risic (---------->ortho-feedings)
The lifetime risk of suicide for schizophrenia and schizoaffective disorder is 5%, and the (---------->parasynucleinopathies)
presence of depressive symptoms is correlated w^ith a higher risk for suicide. There is evidence (--------->meta-prepubertal)
that suicide rates are higher in North American populations than in European, (---------->para-farifteh)
Eastern European, South American, and Indian populations of individuals with schizophrenia (--------->para-uninterested)
or schizoaffective disorder. (---------->para-dramatization)
Functional Consequences of Scliizoaffective Disorder (---------->para-hydrocephalus)
Schizoaffective disorder is associated with social and occupational dysfunction, but dysfunction (--------->meta-reverts)
is not a diagnostic criterion (as it is for schizophrenia), and there is substantial (---------->orthonecessitate)
variability between individuals diagnosed with schizoaffective disorder. (---------->ortho-patterned)
Differential Diagnosis (---------->para-ayurveda)
Other mental disorders and medical conditions. A wide variety of psychiatric and medical (--------->meta-marsha)
conditions can manifest with psychotic and mood symptoms that must be considered (---------->parainconsistency)
in the differential diagnosis of schizoaffective disorder. These include psychotic disorder (--------->meta-kufiingisisa)
due to another medical condition; delirium; major neurocognitive disorder; substance/ (---------->metapenetrating)
medication-induced psychotic disorder or neurocognitive disorder; bipolar disorders (---------->pararetrocollis)
with psychotic features; major depressive disorder with psychotic features; depressive or (--------->para-margo)
bipolar disorders with catatonic features; schizotypal, schizoid, or paranoid personality (---------->orthoasphyxia)
disorder; brief psychotic disorder; schizophreniform disorder; schizophrenia; delusional (---------->orthocompulsion)
disorder; and other specified and unspecified schizophrenia spectrum and other psychotic (--------->para-fossum)
disorders. Medical conditions and substance use can present with a combination of psychotic (--------->meta-wfeeks)
and mood symptoms, and thus psychotic disorder due to another medical condition (---------->orthomouthing)
needs to be excluded. Distinguishing schizoaffective disorder from schizophrenia and (---------->orthoantiretroviral)
from depressive and bipolar disorders with psychotic features is often difficult. Criterion (---------->paralenient)
C is designed to separate schizoaffective disorder from schizophrenia, and Criterion B is (--------->para-fascinations)
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designed to distinguish schizoaffective disorder from a depressive or bipolar disorder (---------->paraprofuse)
with psychotic features. More specifically, schizoaffective disorder can be distinguished (---------->paradiagnoses)
from a depressive or bipolar disorder with psychotic features due to the presence of prominent (--------->meta-purview)
delusions and/or hallucinations for at least 2 weeks in the absence of a major mood (---------->orthorecurs)
episode. In contrast, in depressive or bipolar disorders with psychotic features, the psychotic (--------->para-shubha)
features primarily occur during the mood episode(s). Because the relative proportion (---------->orthoparaneoplastic)
of mood to psychotic symptoms may change over time, the appropriate diagnosis (---------->ortho-paley)
may change from and to schizoaffective disorder (e.g., a diagnosis of schizoaffective disorder (--------->ortho-rls)
for a severe and prominent major depressive episode lasting 3 months during the (---------->orthoparoxysmal)
first 6 months of a persistent psychotic illness would be changed to schizophrenia if active (--------->ortho-agitated)
psychotic or prominent residual symptoms persist over several years without a recurrence (--------->meta-alogia)
of another mood episode). (---------->ortho-euthymia)
Psychotic disorder due to another medical condition. Other medical conditions and (---------->metamutism)
substance use can manifest with a combination of psychotic and mood symptoms, and (---------->metaforceful)
thus psychotic disorder due to another medical condition needs to be excluded. (---------->meta-mareos)
Schizophrenia, bipolar, and depressive disorders. Distinguishing schizoaffective disorder (--------->meta-extraneous)
from schizophrenia and from depressive and bipolar disorders with psychotic features (---------->parabalog)
is often difficult. Criterion C is designed to separate schizoaffective disorder from (---------->paraposttransttion)
schizophrenia, and Criterion B is designed to distinguish schizoaffective disorder from a (--------->ortho-hypotonia)
depressive or bipolar disorder with psychotic features. More specifically, schizoaffective (---------->orthobehling)
disorder can be distinguished from a depressive or bipolar disorder with psychotic features (--------->ortho-tric)
based on the presence of prominent delusions and/or hallucinations for at least 2 weeks in (--------->meta-pinpoint)
the absence of a major mood episode. In contrast, in depressive or bipolar disorder with (--------->meta-chills)
psychotic features, the psychotic features primarily occur during the mood episode(s). Because (--------->ortho-distrib)
the relative proportion of mood to psychotic symptoms may change over time, the (---------->metaanissa)
appropriate diagnosis may change from and to schizoaffective disorder. (For example, a (--------->ortho-livesley)
diagnosis of schizoaffective disorder for a severe and prominent major depressive episode (--------->ortho-subculture)
lasting 3 months during the first 6 months of a chronic psychotic illness would be changed (--------->meta-cocking)
to schizophrenia if active psychotic or prominent residual symptoms persist over several (---------->paraintensities)
years without a recurrence of another mood episode.) (---------->meta-uei)
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Comorbidity (---------->ortho-athetoid)
Many individuals diagnosed with schizoaffective disorder are also diagnosed with other (---------->paradistrust)
mental disorders, especially substance use disorders and anxiety disorders. Similarly, the (--------->meta-laraque)
incidence of medical conditions is increased above base rate for the general population (---------->metavaiscular)
and leads to decreased life expectancy. (---------->meta-nocturnal)
Substance/Medication-Induced (---------->para-sedative)
Psychotic Disorder (---------->ortho-zink)
Diagnostic Criteria (---------->ortho-moroseness)
A. Presence of one or both of the following symptoms: (---------->ortho-sertraline)
1. Delusions. (---------->para-configurai)
2. Hallucinations. (---------->para-imposition)
B. There is evidence from the history, physical examination, or laboratory findings of both (--------->para-bunt)
(1)and (2): (---------->meta-provoke)
1. The symptoms in Criterion A developed during or soon after substance intoxication (---------->paraphenotypes)
or withdrawal or after exposure to a medication. (---------->para-tensor)
2. The involved substance/medication is capable of producing the symptoms in Criterion (---------->parapromi)
A. (---------->meta-butterfield)
C. The disturbance is not better explained by a psychotic disorder that is not substance/ (--------->meta-preoccupations)
medication-induced. Such evidence of an independent psychotic disorder could include (---------->paraexponentially)
the following: (---------->ortho-benzodiazepine)
The symptoms preceded the onset of the substance/medication use; the symptoms (---------->orthoflack)
persist for a substantial period of time (e.g., about 1 month) after the cessation of (---------->metaretinoic)
acute withdrawal or severe intoxication: or there is other evidence of an independent (---------->metamenstruation)
non-substance/medication-induced psychotic disorder (e.g., a history of recurrent (---------->paraprovokes)
non-substance/medication-related episodes). (---------->ortho-bowden)
D. The disturbance does not occur exclusively during the course of a delirium. (---------->paradisparagement)
E. The disturbance causes clinically significant distress or impairment in social, occupational, (--------->ortho-sboo)
or other important areas of functioning. (---------->meta-harish)
Note: This diagnosis should be made instead of a diagnosis of substance intoxication or (---------->paralutz)
substance withdrawal only when the symptoms in Criterion A predominate in the clinical (--------->meta-observes)
picture and when they are sufficiently severe to warrant clinical attention. (---------->ortho-characterizes)
Coding note: The ICD-9-CM and ICD-10-CIVI codes for the [specific substance/medication]- (--------->para-summing)
induced psychotic disorders are indicated in the table below. Note that the ICD-10- (---------->parasicilians)
CM code depends on whether or not there is a comorbid substance use disorder present (--------->para-imreality)
for the same class of substance. If a mild substance use disorder is comorbid with the substance- (--------->ortho-unacceptably)

DSM-UPAX

297

induced psychotic disorder, the 4th position character is “1 and the clinician should (---------->orthowithhold)
record “mild [substance] use disorder” before the substance-induced psychotic disorder (---------->paraaashish)
(e.g., “mild cocaine use disorder with cocaine-induced psychotic disorder”). If a moderate or (--------->ortho-kamaldeep)
severe substance use disorder is comorbid with the substance-induced psychotic disorder, (--------->meta-justifications)
the 4th position character is “2,” and the clinician should record “moderate [substance] (---------->orthollfilll)
use disorder” or “severe [substance] use disorder,” depending on the severity of the comorbid (--------->para-intervening)
substance use disorder. If there is no comorbid substance use disorder (e.g., after (---------->meta-tgcl)
a one-time heavy use of the substance), then the 4th position character is “9,” and the clinician (--------->ortho-unconcerned)
should record only the substance-induced psychotic disorder. (---------->para-binik)
ICD-10-CM (---------->ortho-coker)
ICD-9-CM (---------->ortho-latinos)
With use (---------->ortho-designating)
disorder, (---------->para-stremel)
mild (---------->ortho-dizygotic)
With use (---------->ortho-hypercholesterolemia)
disorder, (---------->ortho-differentiating)
moderate (---------->ortho-smedley)
or severe (---------->ortho-formality)
Without (---------->ortho-carelessness)
use (---------->para-marta)
disorder (---------->ortho-monograph)
Alcohol 291.9 F10.159 FI 0.259 FI 0.959 (---------->para-neglectful)
Cannabis 292.9 F12.159 FI 2.259 FI 2.959 (---------->ortho-adriana)
Phencyclidine 292.9 F16.159 FI 6.259 FI 6.959 (---------->meta-osteopenia)
Other hallucinogen 292.9 FI 6.159 FI 6.259 FI 6.959 (---------->ortho-cryptococcus)
Inhalant 292.9 F18.159 FI 8.259 FI 8.959 (---------->para-ggt)
Sedative, hypnotic, or (---------->meta-glisky)
anxiolytic (---------->ortho-umi)
292.9 FI 3.159 FI 3.259 FI 3.959 (---------->meta-turmoil)
Amphetamine (or other (---------->ortho-embodied)
stimulant) (---------->ortho-paradoxically)
292.9 FI 5.159 FI 5.259 FI 5.959 (---------->meta-ibrahim)
Cocaine 292.9 F14.159 FI 4.259 FI 4.959 (---------->para-cannabisinduced)
Other (or unknown) substance 292.9 FI 9.159 FI 9.259 FI 9.959 (---------->ortho-intrusiveness)
Specify if (see Table 1 in the chapter “Substance-Related and Addictive Disorders” for diagnoses (--------->meta-riemann)
associated with substance class): (---------->ortho-tgcl)
With onset during intoxication: If the criteria are met for intoxication with the substance (---------->orthoconstricted)
and the symptoms develop during intoxication. (---------->para-inconveniences)
With onset during withdrawal: If the criteria are met for withdrawal from the substance (---------->paracorroborate)
and the symptoms develop during, or shortly after, withdrawal. (---------->ortho-stabilizing)
Specify current severity: (---------->meta-supplicant)
Severity is rated by a quantitative assessment of the primary symptoms of psychosis, (---------->paradisomer)
including delusions, hallucinations, abnormal psychomotor behavior, and negative (---------->metaonehalf)
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symptoms. Each of these symptoms may be rated for its current severity (most severe (---------->metahallmarks)
in the last 7 days) on a 5-point scale ranging from 0 (not present) to 4 (present and (---------->orthoasymmetrically)
severe). (See Clinician-Rated Dimensions of Psychosis Symptom Severity in the chapter (--------->para-thorp)
“Assessment Measures.”) (---------->meta-kesner)
Note: Diagnosis of substance/medication-induced psychotic disorder can be made (---------->orthoglossa)
without using this severity specifier. (---------->ortho-unavoidable)
Recording Procedures (---------->para-dube)
ICD-9-CM. The name of the substance/medication-induced psychotic disorder begins (---------->orthofentanyl)
with the specific substance (e.g., cocaine, dexamethasone) that is presumed to be causing (--------->ortho-clonic)
the delusions or hallucinations. The diagnostic code is selected from the table included in (--------->para-gynephilic)
the criteria set, which is based on the drug class. For substances that do not fit into any of (--------->meta-fossum)
the classes (e.g., dexamethasone), the code for ''other substance" should be used; and in (--------->para-languor)
cases in which a substance is judged to be an etiological factor but the specific class of substance (--------->para-csl)
is unknown, the category "unknown substance" should be used. (---------->ortho-freebase)
The name of the disorder is followed by the specification of onset (i.e., onset during intoxication, (--------->meta-gamblers)
onset during withdrawal). Unlike the recording procedures for ICD-IO-CM, (---------->orthononproblematically)
which combine the substance-induced disorder and substance use disorder into a single (--------->meta-snoring)
code, for ICD-9-CM a separate diagnostic code is given for the substance use disorder. For (--------->ortho-conspired)
example, in the case of delusions occurring during intoxication in a man with a severe cocaine (--------->ortho-axons)
use disorder, the diagnosis is 292.9 cocaine-induced psychotic disorder, with onset (---------->metashawna)
during intoxication. An additional diagnosis of 304.20 severe cocaine use disorder is also (--------->ortho-disinfiibition)
given. When more than one substance is judged to play a significant role in the development (--------->para-jheel)
of psychotic symptoms, each should be listed separately (e.g., 292.9 cannabis-induced psychotic (--------->meta-sldlls)
disorder with onset during intoxication, with severe cannabis use disorder; 292.9 (---------->orthonaugle)
phencyclidine-induced psychotic disorder, with onset during intoxication, with mild (---------->orthoimanic)
phencyclidine use disorder). (---------->para-rhyming)
ICD-10-CM. The name of the substance/medication-induced psychotic disorder begins (---------->orthoharassed)
with the specific substance (e.g., cocaine, dexamethasone) that is presumed to be causing (--------->meta-hypercapneic)
the delusions or hallucinations. The diagnostic code is selected from the table included in (--------->para-rodents)
the criteria set, which is based on the drug class and presence or absence of a comorbid (--------->para-iviovement)
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substance use disorder. For substances that do not fit into any of the classes (e.g., dexamethasone), (--------->para-neuroendocrine)
the code for "other substance" with no comorbid substance use should be (---------->para-ejaculatory)
used; and in cases in which a substance is judged to be an etiological factor but the specific (--------->meta-ethnobotanical)
class of substance is unknown, the category "unknown substance" with no comorbid substance (--------->para-retribution)
use should be used. (---------->ortho-darting)
When recording the name of the disorder, the comorbid substance use disorder (if any) (---------->orthocohabit)
is listed first, followed by the word "with," followed by the name of the substance-induced (--------->para-nighttime)
psychotic disorder, followed by the specification of onset (i.e., onset during intoxication, (---------->orthoseldes)
onset during withdrawal). For example, in the case of delusions occurring during intoxication (--------->ortho-airway)
in a man with a severe cocaine use disorder, the diagnosis is F14.259 severe cocaine (---------->paraise)
use disorder with cocaine-induced psychotic disorder, with onset during intoxication. A (---------->parajeannine)
separate diagnosis of the comorbid severe cocaine use disorder is not given. If the substance- (--------->ortho-socioemotional)
induced psychotic disorder occurs without a comorbid substance use disorder (---------->para-walkup)
(e.g., after a one-time heavy use of the substance), no accompanying substance use disorder (--------->para-avolition)
is noted (e.g., F16.959 phencyclidine-induced psychotic disorder, with onset during intoxication). (--------->ortho-sociopolitical)
When more than one substance is judged to play a significant role in the (---------->para-hypersomnias)
development of psychotic symptoms, each should be listed separately (e.g., F12.259 severe (--------->para-internationai)
cannabis use disorder with cannabis-induced psychotic disorder, with onset during intoxication; (--------->para-purpura)
F16.159 mild phencyclidine use disorder with phencyclidine-induced psychotic (---------->orthoordinarily)
disorder, with onset during intoxication). (---------->ortho-distinguishes)
Diagnostic Features (---------->ortho-frontotemporal)
The essential features of substance/medication-induced psychotic disorder are prominent (--------->para-tlu)
delusions and/or hallucinations (Criterion A) that are judged to be due to the physiological (--------->meta-beidel)
effects of a substance/medication (i.e., a drug of abuse, a medication, or a toxin exposure) (--------->ortho-coordinahon)
(Criterion B). Hallucinations that the individual realizes are substance/medicationinduced (--------->ortho-mutilation)
are not included here and instead would be diagnosed as substance intoxication (---------->metamauricio)
or substance withdrawal with the accompanying specifier "with perceptual disturbances" (---------->paraimpractic)
(applies to alcohpl withdrawal; cannabis intoxication; sedative, hypnotic, or anxiolytic (---------->orthopalilalia)
withdrawal; and stimulant intoxication). (---------->ortho-paralikar)
A substance/medication-induced psychotic disorder is distinguished from a primary (---------->orthofrustes)
psychotic disorder by considering the onset, course, and other factors. For drugs of abuse, (--------->ortho-engages)
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there must be evidence from the history, physical examination, or laboratory findings of (---------->parabickford)
substance use, intoxication, or withdrawal. Substance/medication-induced psychotic (---------->orthoabstain)
disorders arise during or soon after exposure to a medication or after substance intoxication (--------->meta-mindy)
or withdrawal but can persist for weeks, whereas primary psychotic disorders may (---------->orthoplacentae)
precede the onset of substance/medication use or may occur during times of sustained abstinence. (--------->para-impairing)
Once initiated, the psychotic symptoms may continue as long as the substance/ (---------->orthosnatching)
medication use continues. Another consideration is the presence of features that are atypical (--------->para-nonamnestic)
of a primary psychotic disorder (e.g., atypical age at onset or course). For example, the (---------->metadiminishing)
appearance of delusions de novo in a person older than 35 years without a known history (--------->meta-cryptococcosis)
of a primary psychotic disorder should suggest the possibility of a substance/medicationinduced (--------->para-boxshaped)
psychotic disorder. Even a prior history of a primary psychotic disorder does not (---------->orthovasudeo)
rule out the possibility of a substance/medication-induced psychotic disorder. In contrast, (--------->meta-raquel)
factors that suggest that the psychotic symptoms are better accounted for by a primary (---------->ortholamotrigine)
psychotic disorder include persistence of psychotic symptoms for a substantial period of (---------->paramimic)
time (i.e., a month or more) after the end of substance intoxication or acute substance withdrawal (--------->ortho-paresthesias)
or after cessation of medication use; or a history of prior recurrent primary psychotic (---------->metamachuda)
disorders. Other causes of psychotic symptoms must be considered even in an (---------->orthosporadic)
individual with substance intoxication or withdrawal, because substance use problems are (--------->ortho-blacl)
not uncommon among individuals with non-substance/medication-induced psychotic (---------->paratearfulness)
disorders. (---------->meta-ulanday)
In addition to the four symptom domain areas identified in the diagnostic criteria, the (---------->metaalphasynuclein)
assessment of cognition, depression, and mania symptom domains is vital for making critically (--------->meta-contraceptives)
important distinctions between the various schizophrenia spectrum and other psychotic (---------->orthoeilniefgmg)
disorders. (---------->meta-vasudeo)
Associated Features Supporting Diagnosis (---------->para-prematurity)
Psychotic disorders can occur in association with intoxication with the following classes of (--------->meta-barbiturates)
substances: alcohol; cannabis; hallucinogens, including phencyclidine and related substances; (--------->ortho-excessively)
inhalants; sedatives, hypnotics, and anxiolytics; stimulants (including cocaine); (---------->metascrutinized)
and other (or unknown) substances. Psychotic disorders can occur in association with withdrawal (--------->para-loners)
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from the following classes of substances: alcohol; sedatives, hypnotics, and anxiolytics; (---------->orthononconforming)
and other (or unknown) substances. (---------->meta-trajectories)
Some of the medications reported to evoke psychotic symptoms include anesthetics (---------->metaintoxic)
and analgesics, anticholinergic agents, anticonvulsants, antihistamines, antihypertensive (--------->ortho-drury)
and cardiovascular medications, antimicrobial medications, antiparkinsonian medications, (--------->ortho-brightens)
chemotherapeutic agents (e.g., cyclosporine, procarbazine), corticosteroids, gastrointestinal (--------->meta-baskin)
medications, muscle relaxants, nonsteroidal anti-inflammatory medications, (---------->ortho-tbi)
other over-the-counter medications (e.g., phenylephrine, pseudoephedrine), antidepressant (--------->meta-shidents)
medication, and disulfiram. Toxins reported to induce psychotic symptoms include (---------->orthogrossly)
anticholinesterase, organophosphate insecticides, sarin and other nerve gases, carbon (---------->metaspied)
monoxide, carbon dioxide, and volatile substances such as fuel or paint. (---------->ortho-widowed)
Prevaience (---------->ortho-wetherby)
Prevalence of substance/medication-induced psychotic disorder in the general population (--------->para-tess)
is unknown. Between 7% and 25% of individuals presenting with a first episode of (---------->paracatered)
psychosis in different settings are reported to have substance/medication-induced psychotic (--------->ortho-gaxiola)
disorder. (---------->ortho-gynecologist)
Development and Course (---------->para-widaman)
The initiation of the disorder may vary considerably with the substance. For example, (---------->metacommunicates)
smoking a high dose of cocaine may produce psychosis within minutes, whereas days or (--------->meta-associating)
weeks of high-dose alcohol or sedative use may be required to produce psychosis. Alcohol- (--------->meta-conceptualized)
induced psychotic disorder, with hallucinations, usually occurs only after prolonged, (---------->paradenoting)
heavy ingestion of alcohol in individuals who have moderate to severe alcohol use disorder, (--------->meta-aiodolytic)
and the hallucinations are generally auditory in nature. (---------->para-momen)
Psychotic disorders induced by amphetamine and cocaine share similar clinical features. (--------->para-iers)
Persecutory delusions may rapidly develop shortly after use of amphetamine or a (---------->ortho-brijan)
similarly acting sympathomimetic. The hallucination of bugs or vermin crawling in or under (--------->ortho-rhesa)
the skin (formication) can lead to scratching and extensive skin excoriations. Cannabisinduced (--------->meta-choticism)
psychotic disorder may develop shortly after high-dose cannabis use and usually (---------->parainedibles)
involves persecutory delusions, marked anxiety, emotional lability, and depersonalization. (--------->para-antihypertensive)
The disorder usually remits within a day but in some cases may persist for a few days. (---------->orthosamardak)
Substance/medication-induced psychotic disorder may at times persist when the offending (--------->para-chmp)
agent is removed, such that it may be difficult initially to distinguish it from an independent (--------->ortho-fasting)
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psychotic disorder. Agents such as amphetamines, phencyclidine, and cocaine have been (--------->ortho-harshly)
reported to evoke temporary psychotic states that can sometimes persist for weeks or longer (--------->para-dodd)
despite removal of the agent and treatment with neuroleptic medication. In later life, polypharmacy (--------->ortho-kindhearted)
for medical conditions and exposure to medications for parkinsonism, cardiovascular (---------->parahypnagogic)
disease, and other medical disorders may be associated with a greater likelihood of (---------->metacalmed)
psychosis induced by prescription medications as opposed to substances of abuse. (---------->paraindustrialized)
Diagnostic iVlarlcers (---------->meta-factually)
With substances for which relevant blood levels are available (e.g., blood alcohol level, (---------->metamoir)
other quantifiable blood levels such as digoxin), the presence of a level consistent with toxicity (--------->meta-belongings)
may increase diagnostic certainty. (---------->para-mitigates)
Functionai Consequences of (---------->meta-murmuring)
Substance/iVledication-induced Psycliotic Disorder (---------->para-elicitors)
Substance/medication-induced psychotic disorder is typically severely disabling and (---------->metaradiculopathy)
consequently is observed most frequently in emergency rooms, as individuals are often (---------->orthobarch)
brought to the acute-care setting when it occurs. However, the disability is typically selflimited (--------->meta-immunosuppressant)
and resolves upon removal of the offending agent. (---------->ortho-consenting)
Differential Diagnosis (---------->meta-clevenger)
Substance intoxication or substance withdrawal. Individuals intoxicated with stimulants, (---------->orthoheino)
cannabis, the opioid meperidine, or phencyclidine, or those withdrawing from alcohol (---------->metagorelick)
or sedatives, may experience altered perceptions that they recognize as drug effects. If (---------->orthonormatively)
reality testing for these experiences remains intact (i.e., the individual recognizes that the (--------->para-yusko)
perception is substance induced and neither believes in nor acts on it), the diagnosis is not (--------->meta-unusable)
substance/medication-induced psychotic disorder. Instead, substance intoxication or (---------->orthoextenuating)
substance withdrawal, with perceptual disturbances, is diagnosed (e.g., cocaine intoxication, (--------->ortho-motoric)
with perceptual disturbances). "Flashback" hallucinations that can occur long after (---------->orthopurview)
the use of hallucinogens has stopped are diagnosed as hallucinogen persisting perception (--------->para-individualized)
disorder. If substance/medication-induced psychotic symptoms occur exclusively during (--------->ortho-enviroriment)
the course of a delirium, as in severe forms of alcohol withdrawal, the psychotic symptoms (--------->para-buysse)
are considered to be an associated feature of the delirium and are not diagnosed separately. (--------->ortho-pynoos)
Delusions in the context of a major or mild neurocognitive disorder would be diagnosed (---------->metasuccinct)
as major or mild neurocognitive disorder, with behavioral disturbance. (---------->meta-stadler)
Primary psychotic disorder. A substance/medication-induced psychotic disorder is (---------->meta-hlnl)
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distinguished from a primary psychotic disorder, such as schizophrenia, schizoaffective (---------->orthomaladi)
disorder, delusional disorder, brief psychotic disorder, other specified schizophrenia (---------->metadiazgranados)
spectrum and other psychotic disorder, or unspecified schizophrenia spectrum and other (--------->meta-syphilis)
psychotic disorder, by the fact that a substance is judged to be etiologically related to the (--------->meta-pubic)
symptoms. (---------->para-rhythmic)
Psychotic disorder due to another medical condition. A substance/medication-induced (---------->metahazelike)
psychotic disorder due to a prescribed treatment for a mental or medical condition must (---------->metadenney)
have its onset while the individual is receiving the medication (or during withdrawal, if (---------->parabarbaree)
there is a withdrawal syndrome associated with the medication). Because individuals with (--------->meta-paternal)
medical conditions often take medications for those conditions, the clinician must consider (--------->meta-repehtive)
the possibility that the psychotic symptoms are caused by the physiological consequences (--------->para-edginess)
of the medical condition rather than the medication, in which case psychotic (---------->para-overeating)
disorder due to another medical condition is diagnosed. The history often provides the (---------->orthoanticonvulsants)
primary basis for such a judgment. At times, a change in the treatment for the medical condition (--------->meta-upbringing)
(e.g., medication substitution or discontinuation) may be needed to determine empirically (--------->meta-sleepless)
for that individual whether the medication is the causative agent. If the clinician (---------->paracyclothymic)
has ascertained that the disturbance is attributable to both a medical condition and substance/ (--------->ortho-steinman)
medication use, both diagnoses (i.e., psychotic disorder due to another medical (---------->para-capps)
condition and substance/medication-induced psychotic disorder) may be given. (---------->metaavenger)
Psychotic Disorder (---------->para-famihal)
Due to Another Medical Condition (---------->meta-palpitations)
Diagnostic Criteria (---------->para-hypocapnia)
A. Prominent hallucinations or delusions. (---------->meta-tsai)
B. There is evidence from the history, physical examination, or laboratory findings that the (--------->para-barros)
disturbance is the direct pathophysiological consequence of another medical condition. (---------->paraprohibitions)
C. The disturbance is not better explained by another mental disorder. (---------->ortho-alcoliol)
D. The disturbance does not occur exclusively during the course of a delirium. (---------->orthorousseau)
E. The disturbance causes clinically significant distress or impairment in social, occupational, (--------->para-nonperformance)
or other important areas of functioning. (---------->para-deceptive)
Specify whether: (---------->meta-endothelial)
Code based on predominant symptom: (---------->meta-hematocrit)
293.81 (F06.2) With delusions: If delusions are the predominant symptom. (---------->meta-hauser)
293.82 (F06.0) With hallucinations: If hallucinations are the predominant symptom. (---------->metafarooqui)
Coding note: Include the name of the other medical condition in the name of the mental (---------->orthoreductase)
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disorder (e.g., 293.81 [F06.2] psychotic disorder due to malignant lung neoplasm, with delusions). (--------->para-resuming)
The other medical condition should be coded and listed separately immediately (---------->orthocatatonic)
before the psychotic disorder due to the medical condition (e.g., 162.9 [C34.90] malignant (--------->ortho-pharmacologically)
lung neoplasm; 293.81 [F06.2] psychotic disorder due to malignant lung neoplasm, with (---------->metauntrustworthy)
delusions). (---------->meta-iviedical)
Specify current severity: (---------->ortho-sherri)
Severity is rated by a quantitative assessment of the primary symptoms of psychosis, (---------->metasupine)
including delusions, hallucinations, abnormal psychomotor behavior, and negative (---------->orthophenocopy)
symptoms. Each of these symptoms may be rated for its current severity (most severe (---------->paragratification)
in the last 7 days) on a 5-point scale ranging from 0 (not present) to 4 (present and (---------->orthocontracture)
severe). (See Clinician-Rated Dimensions of Psychosis Symptom Severity in the chapter (--------->meta-disoriented)
“Assessment Measures.”) (---------->ortho-grudges)
Note: Diagnosis of psychotic disorder due to another medical condition can be made (---------->parasystematized)
without using this severity specifier. (---------->meta-adversities)
Specifiers (---------->para-alphabetic)
In addition to the symptom domain areas identified in the diagnostic criteria, the assessment (--------->meta-perseverate)
of cognition, depression, and mania symptom domains is vital for making critically (---------->metarosebush)
important distinctions between the various schizophrenia spectrum and other psychotic (---------->parasubacutely)
disorders. (---------->meta-combative)
Diagnostic Features (---------->meta-lobe)
The essential features of psychotic disorder due to another medical condition are prominent (--------->meta-unintentional)
delusions or hallucinations that are judged to be attributable to the physiological effects (---------->metadeutschman)
of another medical condition and are not better explained by another mental disorder (---------->metavanishingly)
(e.g., the symptoms are not a psychologically mediated response to a severe medical condition, (--------->ortho-baluyut)
in which case a diagnosis of brief psychotic disorder, with marked stressor, would (---------->orthollness)
be appropriate). (---------->ortho-hypercapnia)
Hallucinations can occur in any sensory modality (i.e., visual, olfactory, gustatory, tactile, (--------->para-botulinum)
or auditory), but certain etiological factors are likely to evoke specific hallucinatory (---------->ortho-iimer)
phenomena. Olfactory hallucinations are suggestive of temporal lobe epilepsy. Hallucinations (--------->para-picchietti)
may vary from simple and unformed to highly complex and organized, depending (---------->orthopsychoses)
on etiological and environmental factors. Psychotic disorder due to another medical condition (--------->ortho-communicates)
is generally not diagnosed if the individual maintains reality testing for the hallucinations (---------->paranigg)
and appreciates that they result from the medical condition. Delusions may have (---------->meta-extant)
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a variety of themes, including somatic, grandiose, religious, and, most commonly, persecutory. (--------->para-vigilance)
On the whole, however, associations between delusions and particular medical (---------->ortho-lacey)
conditions appear to be less specific than is the case for hallucinations. (---------->ortho-stressful)
In determining whether the psychotic disturbance is attributable to another medical (---------->metawobbling)
condition, the presence of a medical condition must be identified and considered to be the (--------->meta-underachievement)
etiology of the psychosis through a physiological mechanism. Although there are no (---------->orthonfiotives)
infallible guidelines for determining whether the relationship between the psychotic disturbance (--------->para-postmarketing)
and the medical condition is etiological, several considerations provide some guidance. (---------->paracaffeinated)
One consideration is the presence of a temporal association between the onset, exacerbation, (--------->para-rihials)
or remission of the medical condition and that of the psychotic disturbance. A second (---------->paraexcitation)
consideration is the presence of features that are atypical for a psychotic disorder (e.g., (---------->parawliich)
atypical age at onset or presence of visual or olfactory hallucinations). The disturbance must (--------->para-iatrogenic)
also be distinguished from a substance/medication-induced psychotic disorder or another (--------->ortho-canhabis)
mental disorder (e.g., an adjustment disorder). (---------->meta-huegel)
Associated Features Supporting Diagnosis (---------->ortho-hsu)
The temporal association of the onset or exacerbation of the medical condition offers the (--------->meta-genderrelated)
greatest diagnostic certainty that the delusions or hallucinations are attributable to a medical (--------->para-nondisclosing)
condition. Additional factors may include concomitant treatments for the underlying (---------->parahygienic)
medical condition that confer a risk for psychosis independently, such as steroid treatment (--------->meta-comprehending)
for autoimmune disorders. (---------->para-nomi)
Prevalence (---------->meta-woodson)
Prevalence rates for psychotic disorder due to another medical condition are difficult to estimate (--------->ortho-oses)
given the wide variety of underlying medical etiologies. Lifetime prevalence has (---------->metacarmichael)
been estimated to range from 0.21% to 0.54%. When the prevalence findings are stratified (--------->ortho-tampon)
by age group, individuals older than 65 years have a significantly greater prevalence of (---------->metarogowski)
0.74% compared with those in younger age groups. Rates of psychosis also vary according (--------->ortho-ojo)
to the underlying medical condition; conditions most commonly associated with psychosis (--------->para-likhodi)
include untreated endocrine and metabolic disorders, autoimmune disorders (e.g., (---------->paraprodrome)
systemic lupus erythematosus, N-methyl-D-aspartate (NMDA) receptor autoimmune encephalitis), (--------->meta-larkin)
or temporal lobe epilepsy. Psychosis due to epilepsy has been further differentiated (---------->metahalos)
into ictal, postictal, and interictal psychosis. The most common of these is postictal (---------->metapseudobulbar)
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psychosis, observed in 2%-7.8% of epilepsy patients. Among older individuals, there may (--------->meta-soloff)
be a higher prevalence of the disorder in females, although additional gender-related features (--------->meta-flatness)
are not clear and vary considerably with the gender distributions of the underlying (---------->para-tiv)
medical conditions. (---------->para-ccs)
Development and Course (---------->meta-crackles)
Psychotic disorder due to another medical condition may be a single transient state or it (---------->paraexogenous)
may be recurrent, cycling with exacerbations and remissions of the underlying medical (---------->orthotlu)
condition. Although treatment of the underlying medical condition often results in a resolution (--------->meta-narcolepsy)
of the psychosis, this is not always the case, and psychotic symptoms may persist (---------->paraspect)
long after the medical event (e.g., psychotic disorder due to focal brain injury). In the context (--------->para-insidious)
of chronic conditions such as multiple sclerosis or chronic interictal psychosis of epilepsy, (--------->ortho-germaine)
the psychosis may assume a long-term course. (---------->para-fuentes)
The expression of psychotic disorder due to another medical condition does not differ (---------->parasubmissiveness)
substantially in phenomenology depending on age at occurrence. However, older age (---------->metasilverman)
groups have a higher prevalence of the disorder, which is most likely due to the increasing (--------->para-sorel)
medical burden associated with advanced age and the cumulative effects of deleterious (--------->ortho-immaterial)
exposures and age-related processes (e.g., atherosclerosis). The nature of the underlying (--------->ortho-pacha)
medical conditions is likely to change across the lifespan, with younger age groups more (--------->ortho-leombruno)
affected by epilepsy, head trauma, autoimmune, and neoplastic diseases of early to midlife, (--------->para-nickola)
and older age groups more affected by stroke disease, anoxic events, and multiple system (--------->ortho-difficultn)
comorbidities. Underlying factors with increasing age, such as preexisting cognitive (---------->orthoshortening)
impairment as well as vision and hearing impairments, may incur a greater risk for psychosis, (--------->ortho-schizoid)
possibly by serving to lower the threshold for experiencing psychosis. (---------->meta-scholl)
Risk and Prognostic Factors (---------->ortho-ataques)
Course modifiers. Identification and treatment of the underlying medical condition has (---------->orthocalmed)
the greatest impact on course, although preexisting central nervous system injury may (---------->metaembark)
confer a worse course outcome (e.g., head trauma, cerebrovascular disease). (---------->orthosociopolitical)
Diagnostic iVlarlcers (---------->ortho-sweating)
The diagnosis of psychotic disorder due to another medical condition depends on the clinical (--------->para-coitus)
condition of each individual, and the diagnostic tests will vary according to that condition. (--------->para-assesses)
A variety of medical conditions may cause psychotic symptoms. These include (---------->orthodisruptions)
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neurological conditions (e.g., neoplasms, cerebrovascular disease, Huntington's disease, (--------->ortho-machuda)
multiple sclerosis, epilepsy, auditory or visual nerve injury or impairment, deafness, (---------->metamisarticulated)
migraine, central nervous system infections), endocrine conditions (e.g., hyper- and hypothyroidism, (--------->ortho-sores)
hyper- and hypoparathyroidism, hyper- and hypoadrenocorticism), metabolic (---------->para-rogowski)
conditions (e.g., hypoxia, hypercarbia, hypoglycemia), fluid or electrolyte imbalances, (---------->paramde)
hepatic or renal diseases, and autoimmune disorders with central nervous system involvement (--------->para-kaufstein)
(e.g., systemic lupus erythematosus). The associated physical examination findings, (---------->orthosoreness)
laboratory findings, and patterns of prevalence or onset reflect the etiological medical (---------->paravotolato)
condition. (---------->meta-accommodating)
Suicide Risl( (---------->meta-withhold)
Suicide risk in the context of psychotic disorder due to another medical condition is not (---------->orthotemperament)
clearly delineated, although certain conditions such as epilepsy and multiple sclerosis are (--------->meta-genotype)
associated with increased rates of suicide, which may be further increased in the presence (--------->meta-kruse)
of psychosis. (---------->ortho-hypnohc)
Functional Consequences of Psycliotic Disorder (---------->meta-unmixed)
Due to Another IVIedical Condition (---------->meta-surges)
Functional disability is typically severe in the context of psychotic disorder due to another (--------->meta-risic)
medical condition but will vary considerably by the type of condition and likely improve (---------->parayustis)
with successful resolution of the condition. (---------->meta-sydenham)
Differential Diagnosis (---------->para-walkup)
Delirium. Hallucinations and delusions commonly occur in the context of a delirium; (---------->paraeffacing)
however, a separate diagnosis of psychotic disorder due to another medical condition is (--------->meta-autogynephilia)
not given if the disturbance occurs exclusively during the course of a delirium. Delusions (--------->ortho-dosages)
in the context of a major or mild neurocognitive disorder would be diagnosed as major or (--------->ortho-koop)
mild neurocognitive disorder, with behavioral disturbance. (---------->para-tasneem)
Substance/medication-induced psychotic disorder. If there is evidence of recent or (---------->paraprepubertal)
prolonged substance use (including medications with psychoactive effects), withdrawal (---------->paraembodies)
from a substance, or exposure to a toxin (e.g., LSD [lysergic acid diethylamide] intoxication, (--------->meta-insensitive)
alcohol withdrawal), a substance/medication-induced psychotic disorder should be (---------->paraphenomenology)
considered. Symptoms that occur during or shortly after (i.e., within 4 weeks) of substance (--------->ortho-toxin)
intoxication or withdrawal or after medication use may be especially indicative of a substance- (--------->meta-manifestation)
induced psychotic disorder, depending on the character, duration, or amount of (---------->parawringing)

DSM-UPAX

308

the substance used. If the clinician has ascertained that the disturbance is due to both a (--------->ortho-creighton)
medical condition and substance use, both diagnoses (i.e., psychotic disorder due to another (--------->ortho-nonveridical)
medical condition and substance/medication-induced psychotic disorder) can be (---------->orthoemanates)
given. (---------->ortho-transiently)
Psychotic disorder. Psychotic disorder due to another medical condition must be distinguished (--------->para-addimedical)
from a psychotic disorder (e.g., schizophrenia, delusional disorder, schizoaffective (---------->orthofrantic)
disorder) or a depressive or bipolar disorder, with psychotic features. In psychotic disorders (--------->meta-rhyme)
and in depressive or bipolar disorders, with psychotic features, no specific and direct (---------->metasleeplessness)
causative physiological mechanisms associated with a medical condition can be demonstrated. (--------->ortho-necessitating)
Late age at onset and the absence of a personal or family history of schizophrenia (---------->parahaphazard)
or delusional disorder suggest the need for a thorough assessment to rule out the diagnosis (--------->ortho-coinciding)
of psychotic disorder due to another medical condition. Auditory hallucinations that (---------->parainadvertent)
involve voices speaking complex sentences are more characteristic of schizophrenia than (--------->ortho-jianhua)
of psychotic disorder due to a medical condition. Other types of hallucinations (e.g., visual, (--------->para-triais)
olfactory) commonly signal a psychotic disorder due to another medical condition or (---------->paracopulation)
a substance/medication-induced psychotic disorder. (---------->meta-florid)
Comorbidity (---------->ortho-nptoms)
Psychotic disorder due to another medical condition in individuals older than 80 years is (--------->meta-reminiscent)
associated with concurrent major neurocognitive disorder (dementia). (---------->para-wakes)
Catatonia (---------->para-moraes)
Catatonia can occur in the context of several disorders, including neurodevelopmental, (---------->metatomography)
psychotic, bipolar, depressive disorders, and other medical conditions (e.g., cerebral folate (--------->para-wiu)
deficiency, rare autoimmune and paraneoplastic disorders. The manual does not treat (---------->orthomclellan)
catatonia as an independent class but recognizes a) catatonia associated with another mental (--------->para-resick)
disorder (i.e., a neurodevelopmental, psychotic disorder, a bipolar disorder, a depressive (--------->para-huntingtin)
disorder, or other mental disorder), b) catatonic disorder due to another medical (---------->para-dsivi)
condition, and c) unspecified catatonia. (---------->meta-arlene)
Catatonia is defined by the presence of three or more of 12 psychomotor features in the (---------->parasniff)
diagnostic criteria for catatonia associated with another mental disorder and catatonic disorder (--------->para-kreipe)
due to another medical condition. The essential feature of catatonia is a marked psychomotor (--------->para-deprgssivg)
disturbance that may involve decreased motor activity, decreased engagement (---------->orthoattributing)
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during interview or physical examination, or excessive and peculiar motor activity. The (---------->orthodisinliibition)
clinical presentation of catatonia can be puzzling, as the psychomotor disturbance may (---------->parasusto)
range from marked unresponsiveness to marked agitation. Motoric immobility may be severe (--------->meta-embodied)
(stupor) or moderate (catalepsy and waxy flexibility). Similarly, decreased engagement (---------->orthononcompliance)
may be severe (mutism) or moderate (negativism). Excessive and peculiar motor (---------->orthomokhtar)
behaviors can be complex (e.g., stereotypy) or simple (agitation) and may include echolalia (--------->meta-narrowing)
and echopraxia. In extreme cases, the same individual may wax and wane between decreased (--------->ortho-lsd)
and excessive motor activity. The seemingly opposing clinical features and (---------->meta-tweezers)
variable manifestations of the diagnosis contribute to a lack of awareness and decreased (--------->ortho-ciccone)
recognition of catatonia. During severe stages of catatonia, the individual may need careful (--------->ortho-habitually)
supervision to avoid self-harm or harming others. There are potential risks from malnutrition, (--------->ortho-nervosa)
exhaustion, hyperpyrexia and self-inflicted injury. (---------->para-distracting)
Catatonia Associated With Another (---------->para-sclerosed)
Mental Disorder (Catatonia Specifier) (---------->ortho-incapable)
293.89 (F06.1) (---------->para-undesired)
A. The clinical picture is dominated by three (or more) of the following symptoms: (---------->metareinstituted)
1. Stupor (i.e., no psychomotor activity; not actively relating to environment). (---------->para-aita)
2. Catalepsy (i.e., passive induction of a posture held against gravity). (---------->para-beckwith)
3. Waxy flexibility (i.e., slight, even resistance to positioning by examiner). (---------->meta-simulates)
4. Mutism (i.e., no, or very little, verbal response [exclude if known aphasia]). (---------->meta-malat)
5. Negativism (i.e., opposition or no response to instructions or external stimuli). (---------->parasureyya)
6. Posturing (i.e., spontaneous and active maintenance of a posture against gravity). (---------->metaguanethidine)
7. Mannerism (i.e., odd, circumstantial caricature of normal actions). (---------->ortho-cohorts)
8. Stereotypy (i.e., repetitive, abnormally frequent, non-goal-directed movements). (---------->metagreenhill)
9. Agitation, not influenced by external stimuli. (---------->ortho-stratum)
10. Grimacing. (---------->para-leukocyte)
11. Echolalia (i.e., mimicking another’s speech). (---------->ortho-noctumal)
12. Echopraxia (i.e., mimicking another’s movements). (---------->ortho-thurm)
Coding note: Indicate the name of the associated mental disorder when recording the (---------->paragreenhut)
name of the condition (i.e., 293.89 [F06.1] catatonia associated with major depressive disorder). (--------->para-alcoholinduced)
Code first the associated mental disorder (e.g., neurodevelopmental disorder, brief (---------->metapsrsphilic)
psychotic disorder, schizophreniform disorder, schizophrenia, schizoaffective disorder, (---------->parainsufficiency)
bipolar disorder, major depressive disorder, or other mental disorder) (e.g., 295.70 [F25.1] (--------->para-mildest)
schizoaffective disorder, depressive type; 293.89 [F06.1] catatonia associated with (---------->orthoneurasthenia)
schizoaffective disorder). (---------->ortho-bumping)
Diagnostic Features (---------->para-preoccupied)
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Catatonia associated with another mental disorder (catatonia specifier) may be used when (--------->meta-brooding)
criteria are met for catatonia during the course of a neurodevelopmental, psychotic, bipolar, (--------->para-shoving)
depressive, or other mental disorder. The catatonia specifier is appropriate when the (---------->metatazza)
clinical picture is characterized by marked psychomotor disturbance and involves at least (--------->ortho-pathologies)
three of the 12 diagnostic features listed in Criterion A. Catatonia is typically diagnosed in (--------->para-slurs)
an inpatient setting and occurs in up to 35% of individuals with schizophrenia, but the majority (--------->ortho-differentiating)
of catatonia cases involve individuals with depressive or bipolar disorders. Before (---------->metacyclohexamine)
the catatonia specifier is used in neurodevelopmental, psychotic, bipolar, depressive, or (--------->ortho-diaphragmatic)
other mental disorders, a wide variety of other medical conditions need to be ruled out; (---------->metamadan)
these conditions include, but are not limited to, medical conditions due to infectious, metabolic, (--------->ortho-hiller)
or neurological conditions (see '"Catatonic Disorder Due to Another Medical Condition"). (---------->paralaci)
Catatonia can also be a side effect of a medication (see the chapter "Medication- (---------->orthopetechial)
Induced Movement Disorders and Other Adverse Effects of Medication"). Because of the (--------->para-pickles)
seriousness of the complications, particular attention should be paid to the possibility that (--------->para-dementing)
the catatonia is attributable to 333.92 (G21.0) neuroleptic malignant syndrome. (---------->meta-germs)
Catatonic Disorder Due to (---------->para-pseudobulbar)
Another IVIedical Condition (---------->meta-marlene)
Diagnostic Criteria 293.89 (F06.1) (---------->meta-indifferent)
A. The clinical picture is dominated by three (or more) of the following symptoms: (---------->orthogonadotropin)
1. Stupor (i.e., no psychomotor activity; not actively relating to environment). (---------->parasemistructured)
2. Catalepsy (i.e., passive induction of a posture held against gravity). (---------->para-crossdressed)
3. Waxy flexibility (i.e., slight, even resistance to positioning by examiner). (---------->meta-intellectually)
4. Mutism (i.e., no, or very little, verbal response [Note: not applicable if there is an (---------->para-ssris)
established aphasia]). (---------->ortho-ruocco)
5. Negativism (i.e., opposition or no response to instructions or external stimuli). (---------->parainpatients)
6. Posturing (i.e., spontaneous and active maintenance of a posture against gravity). (---------->orthovalidators)
7. Mannerism (i.e., odd, circumstantial caricature of normal actions). (---------->meta-palpitations)
8. Stereotypy (i.e., repetitive, abnormally frequent, non-goal-directed movements). (---------->metatavares)
9. Agitation, not influenced by external stimuli. (---------->meta-abusers)
10. Grimacing. (---------->para-geffen)
11. Echolalia (i.e., mimicking another’s speech). (---------->meta-sleeptalking)
12. Echopraxia (i.e., mimicking another’s movements). (---------->ortho-rationales)
B. There is evidence from the history, physical examination, or laboratory findings that the (--------->para-selfdiscipline)
disturbance is the direct pathophysiological consequence of another medical condition. (---------->metateater)
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C. The disturbance is not better explained by another mental disorder (e.g., a manic episode). (--------->para-ramaswamy)
D. The disturbance does not occur exclusively during the course of a delirium. (---------->para-hara)
E. The disturbance causes clinically significant distress or impairment in social, occupational, (--------->ortho-greenspan)
or other important areas of functioning. (---------->para-antihypertensives)
Coding note: Include the name of the medical condition in the name of the mental disorder (--------->para-cortices)
(e.g., 293.89 [F06.1]) catatonic disorder due to hepatic encephalopathy). The other (---------->orthocaptivity)
medical condition should be coded and listed separately immediately before the catatonic (--------->meta-wess)
disorder due to the medical condition (e.g., 572.2 [K71.90] hepatic encephalopathy; (---------->metaaggarwal)
293.89 [F06.1] catatonic disorder due to hepatic encephalopathy). (---------->ortho-cecilia)
Diagnostic Features (---------->meta-tiefer)
The essential feature of catatonic disorder due to another medical condition is the presence (--------->para-kilograms)
of catatonia that is judged to be attributed to the physiological effects of another medical (---------->paraovervalued)
condition. Catatonia can be diagnosed by the presence of at least three of the 12 clinical features (--------->ortho-alkalosis)
in Criterion A. There must be evidence from the history, physical examination, or (---------->orthoovervalued)
laboratory findings that the catatonia is attributable to another medical condition (Criterion (--------->para-lympho)
B). The diagnosis is not given if the catatonia is better explained by another mental (---------->metamartyrdom)
disorder (e.g., manic episode) (Criterion C) or if it occurs exclusively during the course of (--------->ortho-bauermeister)
a delirium (Criterion D). (---------->ortho-outsiders)
Associated Features Supporting Diagnosis (---------->ortho-chadwick)
A variety of medical conditions may cause catatonia, especially neurological conditions (---------->orthoworsen)
(e.g., neoplasms, head trauma, cerebrovascular disease, encephalitis) and metabolic conditions (--------->ortho-survives)
(e.g., hypercalcemia, hepatic encephalopathy, homocystinuria, diabetic ketoacidosis). (---------->paravaporization)
The associated physical examination findings, laboratory findings, and patterns of (---------->orthoperturbation)
prevalence and onset reflect those of the etiological medical condition. (---------->paradepersonaiization)
Differential Diagnosis (---------->meta-parenthetical)
A separate diagnosis of catatonic disorder due to another medical condition is not given if (--------->ortho-yonkers)
the catatonia occurs exclusively during the course of a delirium or neuroleptic malignant (--------->ortho-hiatal)
syndrome. If the individual is currently taking neuroleptic medication, consideration (---------->metaintentionality)
should be given to medication-induced movement disorders (e.g., abnormal positioning (---------->orthofrailty)
may be due to neuroleptic-induced acute dystonia) or neuroleptic malignant syndrome (---------->metaeuthymia)
(e.g., catatonic-like features may be present, along with associated vital sign and/or laboratory (--------->meta-jheel)
abnormalities). Catatonic symptoms may be present in any of the following five (---------->para-confer)
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psychotic disorders: brief psychotic disorder, schizophreniform disorder, schizophrenia, (---------->metafibromyalgia)
schizoaffective disorder, and substance/medication-induced psychotic disorder. It may (---------->parastriatal)
also be present in some of the neurodevelopmental disorders, in all of the bipolar and depressive (--------->para-progressed)
disorders, and in other mental disorders. (---------->meta-volimtary)
Unspecified Catatonia (---------->ortho-hypersomnoience)
This category applies to presentations in which symptoms characteristic of catatonia (---------->parabicarbonate)
cause clinically significant distress or impairment in social, occupational, or other important (--------->ortho-kirz)
areas of functioning but either the nature of the underlying mental disorder or other (---------->orthononaxial)
medical condition is unclear, full criteria for catatonia are not met, or there is insufficient (---------->orthoanomalous)
information to make a more specific diagnosis (e.g., in emergency room settings). (---------->orthoradiograph)
Coding note: Code first 781.99 (R29.818) other symptoms involving nervous and musculoskeletal (--------->ortho-kidnapped)
systems, followed by 293.89 (F06.1) unspecified catatonia. (---------->meta-tuberculin)
Other Specified Schizophrenia Spectrum and (---------->meta-refractoriness)
Other Psychotic Disorder (---------->meta-tantrums)
298.8 (F28) (---------->ortho-disappearing)
This category applies to presentations in which symptoms characteristic of a schizophrenia (--------->para-appendbc)
spectrum and other psychotic disorder that cause clinically significant distress or impairment (--------->para-culhire)
in social, occupational, or other important areas of functioning predominate but (---------->ortho-ills)
do not meet the full criteria for any of the disorders in the schizophrenia spectrum and other (--------->para-hallucinations)
psychotic disorders diagnostic class. The other specified schizophrenia spectrum and other (--------->meta-deteriorating)
psychotic disorder category is used in situations in which the clinician chooses to communicate (--------->meta-phosphenes)
the specific reason that the presentation does not meet the criteria for any (---------->para-abnormally)
specific schizophrenia spectrum and other psychotic disorder. This is done by recording “other (--------->para-homebound)
specified schizophrenia spectrum and other psychotic disorder” followed by the specific (---------->metadodoo)
reason (e.g., “persistent auditory hallucinations”). (---------->ortho-wheatley)
Examples of presentations that can be specified using the “other specified” designation (---------->orthosurges)
include the following: (---------->para-misinterpretation)
1. Persistent auditory liallucinations occurring in the absence of any other features. (---------->orthoundermining)
2. Deiusions with significant overlapping mood episodes: This includes persistent (---------->metaeilniefgmg)
delusions with periods of overlapping mood episodes that are present for a substantial (---------->paramcnelis)
portion of the delusional disturbance (such that the criterion stipulating only brief mood (---------->metadevaluation)
disturbance in delusional disorder is not met). (---------->ortho-depersonalized)
3. Attenuated psychiosis syndrome: This syndrome is characterized by psychotic-like (---------->orthopersisjence)
symptoms that are below a threshold for full psychosis (e.g., the symptoms are less (---------->para-tbi)
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severe and more transient, and insight is relatively maintained). (---------->meta-galasko)
4. Deiusionai symptoms in partner of individuai witii deiusionai disorder: In the (---------->ortho-debility)
context of a relationship, the delusional material from the dominant partner provides (---------->metaulrich)
content for delusional belief by the individual who may not othenwise entirely meet criteria (--------->meta-anticipating)
for delusional disorder. (---------->para-emasculinization)
Unspecified Schizophrenia Spectrum and (---------->para-differentiates)
Other Psychotic Disorder (---------->ortho-partnered)
298.9 (F29) (---------->meta-attentional)
This category applies to presentations in which symptoms characteristic of a schizophrenia (--------->ortho-incite)
spectrum and other psychotic disorder that cause clinically significant distress or impairment (--------->ortho-selfmutilation)
in social, occupational, or other important areas of functioning predominate but (---------->ortho-sateia)
do not meet the full criteria for any of the disorders in the schizophrenia spectrum and other (--------->para-alphanumeric)
psychotic disorders diagnostic class. The unspecified schizophrenia spectrum and other (---------->parahookahs)
psychotic disorder category is used in situations in which the clinician chooses not to (---------->metahypervigilant)
specify the reason that the criteria are not met for a specific schizophrenia spectrum and (--------->para-constituting)
other psychotic disorder, and includes presentations in which there is insufficient information (--------->meta-hypoalbuminemia)
to make a more specific diagnosis (e.g., in emergency room settings). (---------->ortho-gangopadhyay)
^ ~ Bipolar and (---------->meta-neuropsychology)
Related Disorders (---------->meta-fourfold)
B ip o l s r S n d rG lâ ted disorders are separated from the depressive disorders in (---------->ortholowstimulation)
DSM-5 and placed between the chapters on schizophrenia spectrum and other psychotic (--------->ortho-marginalization)
disorders and depressive disorders in recognition of their place as a bridge between the (--------->meta-scrupulous)
two diagnostic classes in terms of symptomatology, family history, and genetics. The diagnoses (--------->ortho-momentary)
included in this chapter are bipolar I disorder, bipolar II disorder, cyclothymic (---------->meta-dumas)
disorder, substance/medication-induced bipolar and related disorder, bipolar and related (--------->meta-icit)
disorder due to another medical condition, other specified bipolar and related disorder, (---------->paraneurobiological)
and unspecified bipolar and related disorder. (---------->para-sustains)
The bipolar I disorder criteria represent the modern understanding of the classic (---------->metadecidedly)
manic-depressive disorder or affective psychosis described in the nineteenth century, differing (--------->ortho-angiopathy)
from that classic description only to the extent that neither psychosis nor the lifetime (---------->paraarora)
experience of a major depressive episode is a requirement. However, the vast majority of (--------->meta-chatlos)
individuals whose symptoms meet the criteria for a fully syndromal manic episode also (---------->paratremulousness)
experience major depressive episodes during the course of their lives. (---------->para-preoccupations)
Bipolar II disorder, requiring the lifetime experience of at least one episode of major depression (--------->meta-denckla)
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and at least one hypomanie episode, is no longer thought to be a "milder" condition (---------->orthopatency)
than bipolar I disorder, largely because of the amount of time individuals with this condition (--------->para-escobar)
spend in depression and because the instability of mood experienced by individuals (---------->metacoincided)
with bipolar II disorder is typically accompanied by serious impairment in work and social (--------->meta-roleplay)
functioning. (---------->para-strives)
The diagnosis of cyclothymic disorder is given to adults who experience at least 2 years (---------->parakoop)
(for children, a full year) of both hypomanie and depressive periods without ever fulfilling (--------->meta-psychopathology)
the criteria for an episode of mania, hypomania, or major depression. (---------->meta-paranoia)
A large number of substances of abuse, some prescribed medications, and several (---------->paraneurovegetative)
medical conditions can be associated with manic-like phenomena. This fact is recognized (--------->para-pituitary)
in the diagnoses of substance/medication-induced bipolar and related disorder and bipolar (--------->para-lehman)
and related disorder due to another medical condition. (---------->ortho-exogenous)
The recognition that many individuals, particularly children and, to a lesser extent, adolescents, (--------->ortho-reliving)
experience bipolar-like phenomena that do not meet the criteria for bipolar I, bipolar (---------->metaperioral)
II, or cyclothymic disorder is reflected in the availability of the other specified (---------->para-pursuits)
bipolar and related disorder category. Indeed, specific criteria for a disorder involving (---------->paragorelick)
short-duration hypomania are provided in Section III in the hope of encouraging further (---------->parakothare)
study of this disorder. (---------->para-schemata)
Bipolar I Disorder (---------->ortho-ozonoff)
Diagnostic Criteria (---------->para-meir)
For a diagnosis of bipolar I disorder, it is necessary to meet tlie following criteria for a manic (--------->para-mimicking)
episode. The manic episode may have been preceded by and may be followed by hypomanic (--------->ortho-amcriccin)
or major depressive episodes. (---------->para-visuospatial)
Manic Episode (---------->meta-thermoregulation)
A. A distinct period of abnormally and persistently elevated, expansive, or irritable mood (--------->meta-asymmetrical)
and abnormally and persistently increased goal-directed activity or energy, lasting at (---------->paracenteredness)
least 1 week and present most of the day, nearly every day (or any duration if hospitalization (--------->meta-anesthetics)
is necessary). (---------->para-marmar)
B. During the period of mood disturbance and increased energy or activity, three (or (---------->para-pco)
more) of the following symptoms (four if the mood is only irritable) are present to a significant (--------->meta-imposition)
degree and represent a noticeable change from usual behavior: (---------->ortho-widaman)
1. Inflated self-esteem or grandiosity. (---------->ortho-cuiture)
2. Decreased need for sleep (e.g., feels rested after only 3 hours of sleep). (---------->ortho-hendry)
3. More talkative than usual or pressure to keep talking. (---------->meta-kyomen)
4. Flight of ideas or subjective experience that thoughts are racing. (---------->para-miid)
5. Distractibility (i.e., attention too easily drawn to unimportant or irrelevant external (---------->metalichen)
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stimuli), as reported or observed. (---------->meta-corpuscular)
6. Increase in goal-directed activity (either socially, at work or school, or sexually) or (---------->orthoquantifiable)
psychomotor agitation (i.e., pufoseless non-goal-directed activity). (---------->ortho-famihal)
7. Excessive involvement in activities that have a high potential for painful consequences (--------->meta-callous)
(e.g., engaging in unrestrained buying sprees, sexual indiscretions, or (---------->ortho-leneigh)
foolish business investments). (---------->para-subcultural)
C. The mood disturbance is sufficiently severe to cause marked impairment in social or (---------->metaschade)
occupational functioning or to necessitate hospitalization to prevent harm to self or others, (--------->ortho-atypicai)
or there are psychotic features. (---------->ortho-invariably)
D. The episode is not attributable to the physiological effects of a substance (e.g., a drug (--------->ortho-mannerism)
of abuse, a medication, other treatment) or to another medical condition. (---------->para-diuresis)
Note: A full manic episode that emerges during antidepressant treatment (e.g., medication, (--------->meta-pertain)
electroconvulsive therapy) but persists at a fully syndromal level beyond the (---------->ortho-hollowed)
physiological effect of that treatment is sufficient evidence for a manic episode and, (---------->metacreeping)
therefore, a bipolar I diagnosis. (---------->para-directedness)
Note: Criteria A-D constitute a manic episode. At least one lifetime manic episode is required (--------->ortho-porfiri)
for the diagnosis of bipolar I disorder. (---------->meta-ovulation)
Hypomanie Episode (---------->ortho-normocapneic)
A. A distinct period of abnormally and persistently elevated, expansive, or irritable mood (---------->paraepilepsies)
and abnormally and persistently increased activity or energy, lasting at least 4 consecutive (--------->para-sherri)
days and present most of the day, nearly every day. (---------->para-exacerbation)
B. During the period of mood disturbance and increased energy and activity, three (or (---------->orthopeterman)
more) of the following symptoms (four if the mood is only irritable) have persisted, represent (--------->ortho-dextroamphetamine)
a noticeable change from usual behavior, and have been present to a significant (---------->metaohayon)
degree: (---------->meta-timelimited)
1. Inflated self-esteem or grandiosity. (---------->ortho-vcp)
2. Decreased need for sleep (e.g., feels rested after only 3 hours of sleep). (---------->para-inactivity)
3. More talkative than usual or pressure to keep talking. (---------->ortho-predisposing)
4. Flight of ideas or subjective experience that thoughts are racing. (---------->ortho-nunes)
5. Distractibility (i.e., attention too easily drawn to unimportant or irrelevant external (---------->metatrilng)
stimuli), as reported or observed. (---------->para-pathophysiological)
6. Increase in goal-directed activity (either socially, at work or school, or sexually) or (---------->orthowitnessing)
psychomotor agitation. (---------->para-subtleties)
7. Excessive involvement in activities that have a high potential for painful consequences (--------->ortho-eartha)
(e.g., engaging in unrestrained buying sprees, sexual indiscretions, or (---------->para-cbl)
foolish business investments). (---------->meta-heuristic)
C. The episode is associated with an unequivocal change in functioning that is uncharacteristic (--------->para-manifests)
of the individual when not symptomatic. (---------->ortho-lobes)
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D. The disturbance in mood and the change in functioning are observable by others. (---------->orthofascinations)
E. The episode is not severe enough to cause marked impairment in social or occupational (--------->para-moodincongruent)
functioning or to necessitate hospitalization. If there are psychotic features, the (---------->metaphysiologically)
episode is, by definition, manic. (---------->para-cravings)
F. The episode is not attributable to the physiological effects of a substance (e.g., a drug (--------->ortho-illustrative)
of abuse, a medication, other treatment). (---------->ortho-pacification)
Note: A full hypomanie episode that emerges during antidepressant treatment (e.g., (---------->orthoacquaintance)
medication, electroconvulsive therapy) but persists at a fully syndromal level beyond (---------->metaimpulsiveness)
the physiological effect of that treatment is sufficient evidence for a hypomanie episode (---------->orthoposttransition)
diagnosis. However, caution is indicated so that one or two symptoms (particularly increased (--------->ortho-comforting)
irritability, edginess, or agitation following antidepressant use) are not taken (---------->metaopportunistic)
as sufficient for diagnosis of a hypomanie episode, nor necessarily indicative of a bipolar (--------->para-flammable)
diathesis. (---------->meta-diverting)
Note: Criteria A-'F constitute a hypomanie episode. Hypomanie episodes are common in (--------->para-atypicality)
bipolar I disorder but are not required for the diagnosis of bipolar I disorder. (---------->meta-rawson)
Major Depressive Episode (---------->meta-faye)
A. Five (or more) of the following symptoms have been present during the same 2-week (--------->ortho-shawna)
period and represent a change from previous functioning; at least one of the symptoms (---------->metatille)
is either (1) depressed mood or (2) loss of interest or pleasure. (---------->ortho-hematocrit)
Note: Do not include symptoms that are clearly attributable to another medical condition. (--------->para-raho)
1. Depressed mood most of the day, nearly every day, as indicated by either subjective (---------->paravolitionally)
report (e.g., feels sad, empty, or hopeless) or observation made by others (e.g., (---------->paraanhedonia)
appears tearful). (Note: In children and adolescents, can be irritable mood.) (---------->meta-arching)
2. Markedly diminished interest or pleasure in all, or almost all, activities most of the (---------->metakelsay)
day, nearly every day (as indicated by either subjective account or observation). (---------->orthoneuropsychological)
3. Significant weight loss when not dieting or weight gain (e.g., a change of more than (---------->paraacuity)
5% of body weight in a month), or decrease or increase in appetite nearly every (---------->para-fads)
day. (Note: In children, consider failure to make expected weight gain.) (---------->para-diverting)
4. Insomnia or hypersomnia nearly every day. (---------->meta-pseudodementia)
5. Psychomotor agitation or retardation nearly every day (observable by others; not (---------->orthoinsults)
merely subjective feelings of restlessness or being slowed down). (---------->para-frick)
6. Fatigue or loss of energy nearly every day. (---------->meta-loneliness)
7. Feelings of worthlessness or excessive or inappropriate guilt (which may be delusional) (--------->ortho-fecal)
nearly every day (not merely self-reproach or guilt about being sick). (---------->ortho-niglitmare)

DSM-UPAX

317

8. Diminished ability to think or concentrate, or indecisiveness, nearly every day (either (---------->paraproductively)
by subjective account or as observed by others). (---------->para-rhinorrhea)
9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation without (--------->meta-supersede)
a specific plan, or a suicide attempt or a specific plan for committing suicide. (---------->ortho-showering)
B. The symptoms cause clinically significant distress or impairment in social, occupational, (--------->para-renewing)
or other important areas of functioning. (---------->ortho-gaxiola)
C. The episode is not attributable to the physiological effects of a substance or another (---------->orthorecovers)
medical condition. (---------->para-pleasurable)
Note: Criteria A-C constitute a major depressive episode. Major depressive episodes are (--------->para-straebler)
common in bipolar I disorder but are not required for the diagnosis of bipolar I disorder. (---------->paravalproate)
Note: Responses to a significant loss (e.g., bereavement, financial ruin, losses from a (---------->parahormonal)
natural disaster, a serious medical illness or disability) may include the feelings of intense (--------->para-intensely)
sadness, rumination about the loss, insomnia, poor appetite, and weight loss noted in Criterion (--------->ortho-cadasil)
A, which may resemble a depressive episode. Although such symptoms may be understandable (--------->meta-encovmter)
or considered appropriate to the loss, the presence of a major depressive (---------->meta-eichberg)
episode in addition to the normal response to a significant loss should also be carefully (---------->paramiriyala)
considered. This decision inevitably requires the exercise of clinical judgment based on (---------->orthoneurotransmitters)
the individual’s history and the cultural norms for the expression of distress in the context (--------->ortho-witli)
of loss.^ (---------->ortho-berating)
Bipolar I Disorder (---------->ortho-borderline)
A. Criteria have been met for at least one manic episode (Criteria A-D under “Manic Episode” (--------->ortho-khamneh)
above). (---------->ortho-appropriateness)
B. The occurrence of the manic and major depressive episode(s) is not better explained (--------->meta-coerced)
by schizoaffective disorder, schizophrenia, schizophreniform disorder, delusional disorder, (--------->meta-itch)
or other specified or unspecified schizophrenia spectrum and other psychotic (---------->ortho-disomer)
disorder. (---------->meta-wheatley)
Coding and Recording Procedures (---------->meta-posttraumatic)
The diagnostic code for bipolar I disorder is based on type of current or most recent episode (--------->meta-classed)
and its status with respect to current severity, presence of psychotic features, and (---------->orthopalpation)
remission status. Current severity and psychotic features are only indicated if full criteria (--------->meta-infarcts)
are currently met for a manic or major depressive episode. Remission specifiers are only (--------->meta-obstruct)
indicated if the full criteria are not currently met for a manic, hypomanie, or major depressive (--------->meta-cramps)
episode. Codes are as follows: (---------->para-impede)
Bipolar 1 disorder (---------->meta-heighten)
Current or (---------->para-deciliter)
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most recent (---------->para-sociocultural)
episode (---------->ortho-blurred)
manic (---------->para-roleplay)
Current or (---------->meta-contemporaneously)
most recent (---------->para-playmates)
episode (---------->ortho-neatly)
hypomanie* (---------->para-shubha)
Current or (---------->ortho-dohrenwend)
most recent (---------->meta-physique)
episode (---------->ortho-corbelle)
depressed (---------->para-navigating)
Current or (---------->para-belinda)
most recent (---------->meta-deiirium)
episode (---------->ortho-selfbiting)
unspecified** (---------->para-monozygotic)
Mild (p. 154) 296.41 ?? 296.51 NA (---------->ortho-sadomasochism)
(F31.11) (F31.31) (---------->para-sociai)
Moderate (p. 154) 296.42 ?? 296.52 NA (---------->meta-dagga)
(F31.12) (F31.32) (---------->para-niculescu)
Severe (p. 154) 296.43 ?? 296.53 NA (---------->meta-fio)
(F31.13) (F31.4) (---------->meta-fascination)
^ In distinguishing grief from a major depressive episode (MDE), it is useful to consider that in (--------->meta-activephase)
grief the predominant affect is feelings of emptiness and loss, while in MDE it is persistent (--------->para-avert)
depressed mood and the inability to anticipate happiness or pleasure. The dysphoria in grief is (--------->ortho-francesca)
likely to decrease in intensity over days to Wfeeks and occurs in waves, the so-called pangs of (--------->ortho-sleeponset)
grief. These waves tend to be associated with thoughts or reminders of the deceased. The (--------->meta-knapp)
depressed mood of a MDE is more persistent and not tied to specific thoughts or preoccupations. (--------->ortho-flye)
The pain of grief may be accompanied by positive emotions and humor that are uncharacteristic (--------->meta-covariance)
of the pervasive unhappiness and misery characteristic of a major depressive episode. The (--------->ortho-marcotte)
thought content associated with grief generally features a preoccupation with thoughts and (--------->meta-misinterpret)
memories of the deceased, rather than the self-critical or pessimistic ruminations seen in a MDE. (--------->meta-ophthalmological)
In grief, self-esteem is generally preserved, whereas in a MDE, feelings of worthlessness and
selfloathing (---------->ortho-unabated)
are common. If self-derogatory ideation is present in grief, it typically involves perceived (---------->paracarrion)
failings vis-à-vis the deceased (e.g., not visiting frequently enough, not telling the (---------->parabrightening)
deceased how much he or she was loved). If a bereaved individual thinks about death and dying, (--------->ortho-berquist)
such thoughts are generally focused on the deceased and possibly about "joining" the deceased, (--------->meta-bullied)
whereas in a major depressive episode such thoughts are focused on ending one's own life (--------->ortho-cognitively)
because of feeling worthless, undeserving of life, or unable to cope with the pain of depression. (--------->para-pedophilia)
Bipolar 1 disorder (---------->para-opalesky)
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Current or (---------->ortho-oculogyric)
most recent (---------->meta-caressing)
episode (---------->ortho-leombruno)
manic (---------->para-coincidentally)
Current or (---------->meta-knaust)
most recent (---------->para-beiiefs)
episode (---------->ortho-terrence)
hypomanie* (---------->para-triiodothyronine)
Current or (---------->ortho-hermosillo)
most recent (---------->ortho-stressor)
episode (---------->para-attributions)
depressed (---------->para-intelligibility)
Current or (---------->ortho-intronic)
most recent (---------->para-recupero)
episode (---------->ortho-typography)
unspecified** (---------->para-talkative)
With psychotic 296.44 ?? 296.54 NA (---------->meta-foreshadow)
features*** (F31.2) (F31.5) (---------->para-tonya)
(p. 152) (---------->ortho-schuckit)
In partial 296.45 296.45 296.55 NA (---------->ortho-enuretic)
remission (p. 154) (F31.73) (F31.73) (F31.75) (---------->para-unabated)
In full remission 296.46 296.46 296.56 NA (---------->para-agnosia)
(p. 154) (F31.74) (F31.74) (F31.76) (---------->para-gels)
Unspecified 296.40 296.40 296.50 NA (---------->para-copulation)
(F31.9) (F31.9) (F31.9) (---------->meta-arrayed)
Severity and psychotic specifiers do not apply; code 296.40 (F31.0) for cases not in remission. (--------->ortho-soiling)
Severity, psychotic, and remission specifiers do not apply. Code 296.7 (F31.9). (---------->metaunsteady)
***If psychotic features are present, code the "with psychotic features" specifier irrespective of episode
(---------->para-endometriosis)
severity. (---------->ortho-unrecognized)
In recording the name of a diagnosis, terms should be listed in the following order: bipolar (--------->para-asrm)
I disorder, type of current or most recent episode, severity/psychotic/remission specifiers, (--------->meta-nonaggressive)
followed by as many specifiers without codes as apply to the current or most recent episode. (--------->meta-hoarded)
Specify. (---------->para-groin)
With anxious distress (p. 149) (---------->para-iulajor)
With mixed features (pp. 149-150) (---------->meta-neuropsychiatric)
With rapid cycling (pp. 150-151) (---------->meta-masterson)
With meianchoiic features (p. 151) (---------->para-fawcett)
With atypicai features (pp. 151-152) (---------->ortho-generational)
With mood-congruent psychotic features (p. 152) (---------->ortho-asrm)
With mood-incongruent psychotic features (p. 152) (---------->ortho-subtest)
With catatonia (p. 152). Coding note: Use additional code 293.89 (F06.1). (---------->ortho-insecurity)
With péripartum onset (pp. 152-153) (---------->ortho-inversely)
With seasonal pattern (pp. 153-154) (---------->meta-underreport)
Diagnostic Features (---------->ortho-tirades)
The essential feature of a manic episode is a distinct period during which there is an abnormally, (--------->ortho-completions)
persistently elevated, expansive, or irritable mood and persistently increased (---------->orthodyslipidemia)
activity or energy that is present for most of the day, nearly every day, for a period of at (---------->orthoexponentially)
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least 1 week (or any duration if hospitalization is necessary), accompanied by at least three (--------->ortho-gastroesophageal)
additional symptoms from Criterion B. If the mood is irritable rather than elevated or expansive, (--------->ortho-lpfs)
at least four Criterion B symptoms must be present. (---------->para-tose)
Mood in a manic episode is often described as euphoric, excessively cheerful, high, or (---------->orthoimpaction)
feeling on top of the world. In some cases, the mood is of such a highly infectious quality (--------->meta-retinoic)
that it is easily recognized as excessive and may be characterized by unlimited and haphazard (--------->meta-experiential)
enthusiasm for interpersonal, sexual, or occupational interactions. For example, (---------->paradimensionality)
the individual may spontaneously start extensive conversations with strangers in public. (---------->orthononmedically)
Often the predominant mood is irritable rather than elevated, particularly when the individual's (--------->para-antagonist)
wishes are denied or if the individual has been using substances. Rapid shifts in (---------->orthopowerless)
mood over brief periods of time may occur and are referred to as lability (i.e., the alternation (--------->para-connmon)
among euphoria, dysphoria, and irritability). In children, happiness, silliness and (---------->parainterviewers)
goofiness are normal in the context of special occasions; however, if these symptoms are (--------->para-disorganization)
recurrent, inappropriate to the context, and beyond what is expected for the developmental (--------->para-forgoes)
level of the child, they may meet Criterion A. If the happiness is unusual for a child (i.e., (---------->orthoconceptions)
distinct from baseline), and the mood change occurs at the same time as symptoms that (--------->meta-perimenopause)
meet Criterion B for mania, diagnostic certainty is increased; however, the mood change (--------->para-dopaminergic)
must be accompanied by persistently increased activity or energy levels that are obvious (--------->para-discontinuing)
to those who know the child well. (---------->meta-tsai)
During the manic episode, the individual may engage in multiple overlapping new (---------->paradefecation)
projects. The projects are often initiated with little knowledge of the topic, and nothing seems (--------->para-misused)
out of the individual's reach. The increased activity levels may manifest at unusual hours of (--------->ortho-haloperidol)
the day. (---------->meta-tric)
Inflated self-esteem is typically present, ranging from uncritical self-confidence to marked (--------->para-gamblers)
grandiosity, and may reach delusional proportions (Criterion Bl). Despite lack of any particular (--------->para-soni)
experience or talent, the individual may embark on complex tasks such as writing a novel (--------->ortho-trimethobenzamide)
or seeing publicity for some impractical invention. Grandiose delusions (e.g., of having a (--------->ortho-magenis)
special relationship to a famous person) are common. In children, overestimation of abilities (--------->meta-antagonists)
and belief that, for example, they are the best at a sport or the smartest in the class is normal; (--------->ortho-nonmedical)
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however, when such beliefs are present despite clear evidence to the contrary or the child attempts (--------->ortho-selfinjury)
feats that are clearly dangerous and, most important, represent a change from the (---------->metaneoplastic)
child's normal behavior, the grandiosity criterion should be considered satisfied. (---------->orthodramatization)
One of the most common features is a decreased need for sleep (Criterion B2) and is (---------->paraatonia)
distinct from insomnia in which the individual wants to sleep or feels the need to sleep but (--------->ortho-tami)
is unable. The individual may sleep httle, if at all, or may awaken several hours earlier than (--------->meta-inheriting)
usual, feeling rested and full of energy. When the sleep disturbance is severe, the individual (--------->meta-iilce)
may go for days without sleep, yet not feel tired. Often a decreased need for sleep heralds (--------->ortho-paroxysm)
the onset of a manic episode. (---------->para-hypersomnolence)
Speech can be rapid, pressured, loud, and difficult to interrupt (Criterion B3). Individuals (--------->ortho-summergrad)
may talk continuously and without regard for others' wishes to communicate, often (---------->metatelephoning)
in an intrusive manner or without concern for the relevance of what is said. Speech is (---------->metaclassifiable)
sometimes characterized by jokes, puns, amusing irrelevancies, and theatricality, with (---------->metashamed)
dramatic mannerisms, singing, and excessive gesturing. Loudness and forcefulness of (---------->paratelemetry)
speech often become more important than what is conveyed. If the individual's mood is (---------->metanitschke)
more irritable than expansive, speech may be marked by complaints, hostile comments, or (--------->ortho-depleted)
angry tirades, particularly if attempts are made to interrupt the individual. Both Criterion (---------->orthogroping)
A and Criterion B symptoms may be accompanied by symptoms of the opposite (i.e., depressive) (--------->para-saharan)
pole (see "with mixed features" specifier, pp. 149-150). (---------->meta-reuptake)
Often the individual's thoughts race at a rate faster than they can be expressed through (---------->orthoconflicted)
speech (Criterion B4). Frequently there is flight of ideas evidenced by a nearly continuous flow (--------->para-haunt)
of accelerated speech, with abrupt shifts from one topic to another. When flight of ideas is severe, (--------->para-agid)
speech may become disorganized, incoherent, and particularly distressful to the individual. (--------->ortho-sriram)
Sometimes thoughts are experienced as so crowded that it is very difficult to speak. (---------->metatwofold)
Distractibility (Criterion B5) is evidenced by an inability to censor immaterial external (---------->paraunfairly)
stimuli (e.g., the interviewer's attire, background noises or conversations, furnishings in (---------->metabranton)
the room) and often prevents individuals experiencing mania from holding a rational conversation (--------->ortho-manpreet)
or attending to instructions. (---------->ortho-katharina)
The increase in goal-directed activity often consists of excessive planning and participation (--------->meta-aftereffects)
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in multiple activities, including sexual, occupational, political, or religious activities. (---------->metasannar)
Increased sexual drive, fantasies, and behavior are often present. Individuals in a manic (--------->ortho-wend)
episode usually show increased sociability (e.g., renewing old acquaintances or calling or (--------->meta-hypomania)
contacting friends or even strangers), without regard to the intrusive, domineering, and (---------->paraalistair)
demanding nature of these interactions. They often display psychomotor agitation or restlessness (--------->ortho-freebase)
(i.e., purposeless activity) by pacing or by holding multiple conversations simultaneously. (--------->para-diathesis)
Some individuals write excessive letters, e-mails, text messages, and so forth, on (---------->paraerotomanie)
many different topics to friends, public figures, or the media. (---------->meta-baluyut)
The increased activity criterion can be difficult to ascertain in children; however, when (---------->metasterotyped)
the child takes on many tasks simultaneously, starts devising elaborate and unrealistic (---------->metabucholz)
plans for projects, develops previously absent and developmentally inappropriate sexual (--------->para-abnormai)
preoccupations (not accounted for by sexual abuse or exposure to sexually explicit material), (--------->para-roslyn)
then Criterion B might be met based on clinical judgment. It is essential to determine (---------->orthoblunts)
whether the behavior represents a change from the child's baseline behavior; occurs most (--------->para-clumsiness)
of the day, nearly every day for the requisite time period; and occurs in temporal association (--------->para-rheena)
with other symptoms of mania. (---------->meta-nfiedlcation)
The expansive mood, excessive optimism, grandiosity, and poor judgment often lead (---------->paraaftemoon)
to reckless involvement in activities such as spending sprees, giving away possessions, (--------->meta-prigatano)
reckless driving, foolish business investments, and sexual promiscuity that is unusual for (--------->meta-hypercarbia)
the individual, even though these activities are likely to have catastrophic consequences (--------->meta-vocationally)
(Criterion B7). The individual may purchase many unneeded items without the money to (--------->meta-antiretroviral)
pay for them and^ in some cases, give them away. Sexual behavior may include infidelity (--------->ortho-chemoresponsiveness)
or indiscriminate sexual encounters with strangers, often disregarding the risk of sexually (--------->meta-encodes)
transmitted diseases or interpersonal consequences. (---------->meta-ncd)
The manic episode must result in marked impairment in social or occupational functioning (--------->ortho-yofusho)
or require hospitalization to prevent harm to self or others (e.g., financial losses, illegal (---------->metadissociaton)
activities, loss of employment, self-injurious behavior). By definition, the presence of (---------->metatangentiality)
psychotic features during a manic episode also satisfies Criterion C. (---------->meta-choreiform)
Manic symptoms or syndromes that are attributable to the physiological effects of a (---------->metaundermining)
drug of abuse (e.g., in the context of cocaine or amphetamine intoxication), the side effects (--------->para-ventilatory)
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of medications or treatments (e.g., steroids, L-dopa, antidepressants, stimulants), or another (--------->para-bollinger)
medical condition do not count toward the diagnosis of bipolar I disorder. However, (---------->metadumps)
a fully syndromal manic episode that arises during treatment (e.g., with medications, electroconvulsive
(---------->para-prognostic)
therapy, light therapy) or drug use and persists beyond the physiological effect (---------->para-lohr)
of the inducing agent (i.e., after a medication is fully out of the individual's system or (---------->metaforearm)
the effects of electroconvulsive therapy would be expected to have dissipated completely) (--------->para-impainnent)
is sufficient evidence for a manic episode diagnosis (Criterion D). Caution is indicated so (--------->ortho-abdominoperitoneal)
that one or two symptoms (particularly increased irritability, edginess, or agitation following (--------->meta-bradycardia)
antidepressant use) are not taken as sufficient for diagnosis of a manic or hypomanie (---------->orthoascribed)
episode, nor necessarily an indication of a bipolar disorder diathesis. It is necessary to (---------->orthotourette)
meet criteria for a manic episode to make a diagnosis of bipolar I disorder, but it is not required (--------->meta-socialization)
to have hypomanie or major depressive episodes. However, they may precede or (---------->orthoalphasynuclein)
follow a manic episode. Full descriptions of the diagnostic features of a hypomanie episode (--------->para-tremens)
may be found within the text for bipolar II disorder, and the features of a major depressive (--------->para-palliation)
episode are described within the text for major depressive disorder. (---------->para-geffen)
Associated Features Supporting Diagnosis (---------->para-whalen)
E>uring a manic episode, individuals often do not perceive that they are ill or in need of treatment (--------->meta-loewenstein)
and vehemently resist efforts to be treated. Individuals may change their dress, makeup, (--------->ortho-enact)
or personal appearance to a more sexually suggestive or flamboyant style. Some perceive a (--------->para-hideous)
sharper sense of smell, hearing, or vision. Gambling and antisocial behaviors may accompany (--------->para-jeffery)
the manic episode. Some individuals may become hostile and physically threatening to others (--------->para-excoriations)
and, when delusional, may become physically assaultive or suicidal. Catastrophic consequences (--------->meta-pathogenesis)
of a manic episode (e.g., involuntary hospitalization, difficulties with the law, serious (---------->paralymphoid)
financial difficulties) often result from poor judgment, loss of insight, and hyperactivity. (---------->metamazarin)
Mood may shift very rapidly to anger or depression. Depressive symptoms may occur (---------->metaomen)
during a manic episode and, if present, may last moments, hours, or, more rarely, days (see (--------->meta-hypocapneic)
with mixed features specifier, pp. 149-150). (---------->meta-discriminating)
Prevalence (---------->ortho-overemphasizes)
The 12-month prevalence estimate in the continental United States was 0.6% for bipolar I (--------->para-vindictive)
disorder as defined in DSM-IV. Twelve-month prevalence of bipolar I disorder across 11 (---------->parasharjeel)
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countries ranged from 0.0% to 0.6%. The lifetime male-to-female prevalence ratio is approximately (--------->ortho-stadler)
1.1:1. (---------->para-rodents)
Development and Course (---------->para-mcclenahan)
Mean age at onset of the first manic, hypomanie, or major depressive episode is approximately (--------->para-untrustworthy)
18 years for bipolar I disorder. Special considerations are necessary to detect the diagnosis (--------->meta-deafness)
in children. Since children of the same chronological age may be at different (---------->para-caseby)
developmental stages, it is difficult to define with precision what is ''normal" or "expected" (--------->meta-disorgar)
at any given point. Therefore, each child should be judged according to his or her (---------->parareoccur)
own baseline. Onset occurs throughout the life cycle, including first onsets in the 60s or (---------->orthocoined)
70s. Onset of manic symptoms (e.g., sexual or social disinhibition) in late mid-life or latelife (--------->ortho-onehalf)
should prompt consideration of medical conditions (e.g., frontotemporal neurocognitive (---------->orthoobsessional)
disorder) and of substance ingestion or withdrawal. (---------->para-manber)
More than 90% of individuals who have a single manic episode go on to have recurrent (---------->parasyphilis)
mood episodes. Approximately 60% of manic episodes occur immediately before a major (--------->meta-masculinizing)
depressive episode. Individuals with bipolar I disorder who have multiple (four or more) (---------->parameningitis)
mood episodes (major depressive, manic, or hypomanie) within 1 year receive the specifier (--------->meta-suspicions)
with rapid cycling. (---------->para-pieper)
Risk and Prognostic Factors (---------->para-ley)
Environmental. Bipolar disorder is more common in high-income than in low-income (---------->parasubclassified)
countries (1.4 vs. 0.7%). Separated, divorced, or widowed individuals have higher rates of (--------->para-preempt)
bipolar I disorder than do individuals who are married or have never been married, but (---------->metahyperacusis)
the direction of the association is unclear. (---------->meta-punishing)
Genetic and physiological. A family history of bipolar disorder is one of the strongest and (--------->para-smokeless)
most consistent risk factors for bipolar disorders. There is an average 10-fold increased risk (--------->meta-certa)
among adult relatives of individuals with bipolar I and bipolar II disorders. Magnitude of (---------->orthoclassifiable)
risk increases with degree of kinship. Schizophrenia and bipolar disorder likely share a genetic (--------->ortho-polyuria)
origin, reflected in familial co-aggregation of schizophrenia and bipolar disorder. (---------->para-fivefold)
Course modifiers. After an individual has a manic episode with psychotic features, subsequent (--------->para-sedative)
manic episodes are more likely to include psychotic features. Incomplete interepisode (---------->orthohopeless)
recovery is more common when the current episode is accompanied by moodincongruent (--------->ortho-radiograph)
psychotic features. (---------->ortho-messina)
Culture-Related Diagnostic Issues (---------->meta-hormonal)
Little information exists on specific cultural differences in the expression of bipolar I disorder. (--------->para-surrogate)
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One possible explanation for this may be that diagnostic instruments are often (---------->paraethnobotanical)
translated and applied in different cultures with no transcultural validation. In one U.S. (---------->paraanalvzinfi)
study, 12-month prevalence of bipolar I disorder was significantly lower for Afro-Caribbeans (--------->ortho-nonstereotyped)
than for African Americans or whites. (---------->meta-antecedents)
Gender-Related Diagnostic Issues (---------->meta-haunt)
Females are more likely to experience rapid cycling and mixed states, and to have patterns of (--------->ortho-hypersensitivity)
comorbidity that differ from those of males, including higher rates of lifetime eating disorders. (--------->meta-hic)
Females with bipolar I or II disorder are more likely to experience depressive symptoms (---------->metarocio)
than males. They also have a higher lifetime risk of alcohol use disorder than are males and a (--------->meta-antisociality)
much greater likelihood of alcohol use disorder than do females in the general population. (--------->meta-glues)
Suicide Risk (---------->ortho-pathologize)
The lifetime risk of suicide in individuals with bipolar disorder is estimated to be at least (---------->metacoinpiilsive)
15 times that of the general population. In fact, bipolar disorder may account for one-quarter (--------->ortho-nonnutritive)
of all completed suicides. A past history of suicide attempt and percent days spent depressed (--------->ortho-inancial)
in the past year are associated with greater risk of suicide attempts or completions. (---------->orthoalternation)
Functional Consequences of Bipoiar I Disorder (---------->ortho-rarity)
Although many individuals with bipolar disorder return to a fully functional level between (--------->ortho-scabies)
episodes, approximately 30% show severe impairment in work role function. Functional (---------->metaemel)
recovery lags substantially behind recovery from symptoms, especially with respect (---------->orthomazarin)
to occupational recovery, resulting in lower socioeconomic status despite equivalent levels (--------->para-tore)
of education when compared with the general population. Individuals with bipolar I (---------->orthoassaulting)
disorder perform more poorly than healthy individuals on cognitive tests. Cognitive impairments (--------->para-nicasio)
may contribute to vocational and interpersonal difficulties and persist through (---------->para-delatorre)
the lifespan, evex^ during euthymie periods. (---------->meta-bobb)
Differential Diagnosis (---------->para-survives)
Major depressive disorder. Major depressive disorder may also be accompanied by hypomanie (--------->ortho-antisocial)
or manic symptoms (i.e., fewer symptoms or for a shorter duration than required (---------->orthoscherdin)
for mania or hypomania). When the individual presents in an episode of major depression, (--------->meta-nonsexual)
one must depend on corroborating history regarding past episodes of mania or hypomania. (--------->meta-gullibility)
Symptoms of irritability may be associated with either major depressive disorder or (---------->paracaroff)
bipolar disorder, adding to diagnostic complexity. (---------->meta-oyev)
Other bipolar disorders. Diagnosis of bipolar I disorder is differentiated from bipolar II (---------->paraaddimedical)
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disorder by determining whether there have been any past episodes of mania. Other specified (--------->ortho-diastolic)
and unspecified bipolar and related disorders should be differentiated from bipolar I (---------->orthoinflicted)
and II disorders by considering whether either the episodes involving manic or hypomanic (--------->meta-hyperreactivity)
symptoms or the episodes of depressive symptoms fail to meet the full criteria for (---------->parawithhold)
those conditions. (---------->ortho-hussainee)
Bipolar disorder due to another medical condition may be distinguished from bipolar (---------->orthopoorer)
I and II disorders by identifying, based on best clinical evidence, a causally related medical (--------->para-unconventional)
condition. (---------->ortho-gsi)
Generalized anxiety disorder, panic disorder, posttraumatic stress disorder, or other (---------->metaseasonality)
anxiety disorders. These disorders need to be considered in the differential diagnosis as (---------->parakoontz)
either the primary disorder or, in some cases, a comorbid disorder. A careful history of (---------->parazed)
symptoms is needed to differentiate generalized anxiety disorder from bipolar disorder, (---------->orthoboudreau)
as anxious ruminations may be mistaken for racing thoughts, and efforts to minimize anxious (--------->meta-pejorative)
feelings may be taken as impulsive behavior. Similarly, symptoms of posttraumatic (---------->orthoconnote)
stress disorder need to be differentiated from bipolar disorder. It is helpful to assess the episodic (--------->meta-hypomar)
nature of the symptoms described, as well as to consider symptom triggers, in making (---------->parashidents)
this differential diagnosis. (---------->para-ivlaricers)
Substance/medication-induced bipolar disorder. Substance use disorders may manifest (---------->metaairway)
with substance.medication-induced manic symptoms that must be distinguished (---------->orthotasneem)
from bipolar I disorder; response to mood stabilizers during a substance/medicationinduced (--------->meta-intimidates)
mania may not necessarily be diagnostic for bipolar disorder. There may be substantial (---------->orthoyofusho)
overlap in view of the tendency for individuals with bipolar I disorder to overuse (---------->meta-lescent)
substances during an episode. A primary diagnosis of bipolar disorder must be established (--------->para-barsky)
based on symptoms that remain once substances are no longer being used. (---------->paraaccumulating)
Attention-deficit/hyperactivity disorder. This disorder may be misdiagnosed as bipolar (---------->orthodevlin)
disorder, especially in adolescents and children. Many symptoms overlap with the symptoms (--------->meta-excessively)
of mania, such as rapid speech, racing thoughts, distractibihty, and less need for (---------->para-laan)
sleep. The "double counting" of symptoms toward both ADHD and bipolar disorder can (---------->metaexpressivity)
be avoided if the clinician clarifies whether the symptom(s) represents a distinct episode. (--------->meta-unhappiness)
Personality disorders. Personality disorders such as borderline personality disorder (---------->parainadvertent)
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may have substantial symptomatic overlap with bipolar disorders, since mood lability (---------->orthododd)
and impulsivity are common in both conditions. Symptoms must represent a distinct episode, (--------->ortho-althof)
and the noticeable increase over baseline required for the diagnosis of bipolar disorder (---------->metareassignment)
must be present. A diagnosis of a personality disorder should not be made during an (---------->orthogestural)
untreated mood episode. (---------->meta-hunches)
Disorders with prominent irritability. In individuals with severe irritability, particularly (---------->metahypochloremia)
children and adolescents, care must be taken to apply the diagnosis of bipolar disorder (---------->orthodebause)
only to those who have had a clear episode of mania or hypomania—that is, a distinct time (--------->meta-leff)
period, of the required duration, during which the irritability was clearly different from (---------->orthosanjaya)
the individual's baseline and was accompanied by the onset of Criterion B symptoms. (---------->orthoshaywitz)
When a child's irritability is persistent and particularly severe, the diagnosis of disruptive (--------->meta-cuesta)
mood dysregulation disorder would be more appropriate. Indeed, when any child is being (--------->ortho-sweating)
assessed for mania, it is essential that the symptoms represent a clear change from the (---------->paraexpend)
child's typical behavior. (---------->ortho-behaves)
Comorbidity (---------->ortho-trustworthiness)
Co-occurring mental disorders are common, with the most frequent disorders being any (---------->metahaloperidol)
anxiety disorder (e.g., panic attacks, social anxiety disorder [social phobia], specific phobia), (--------->ortho-neurotrophic)
occurring in approximately three-fourths of individuals; ADHD, any disruptive, impulse- (---------->orthoantimicrobial)
control, or conduct disorder (e.g., intermittent explosive disorder, oppositional (---------->metaneurobiological)
defiant disorder, conduct disorder), and any substance use disorder (e.g., alcohol use disorder) (--------->ortho-indiff)
occur in over half of individuals with bipolar I disorder. Adults with bipolar I disorder (---------->parahumanmade)
have high rates of serious and/or untreated co-occurring medical conditions. (---------->orthodomineering)
Metabolic s)nidrome and migraine are more common among individuals with bipolar disorder (--------->meta-responders)
than in the general population. More than half of individuals whose symptoms meet (---------->orthodropout)
criteria for bipolar disorder have an alcohol use disorder, and those with both disorders (---------->metaineffectiveness)
are at greater risk for suicide attempt. (---------->para-neurocognitive)
Bipolar II Disorder (---------->para-antisocial)
Diagnostic Criteria 296.89 (F31.81) (---------->meta-panicking)
For a diagnosis of bipolar II disorder, it is necessary to meet the following criteria for a current (--------->ortho-differentiai)
or past hypomanie episode and the following criteria for a current or past major depressive (--------->meta-hypoxic)
episode: (---------->para-jacobus)
Hypomanie Episode (---------->meta-cuthbert)
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A. A distinct period of abnormally and persistently elevated, expansive, or irritable mood (--------->ortho-ceglie)
and abnormally and persistently increased activity or energy, lasting at least 4 consecutive (--------->para-breakup)
days and present most of the day, nearly every day. (---------->para-jeste)
B. During the period of mood disturbance and increased energy and activity, three (or more) (--------->para-reassurance)
of the following symptoms have persisted (four if the mood is only irritable), represent a noticeable (--------->ortho-infarction)
change from usual behavior, and have been present to a significant degree: (---------->para-spence)
1. Inflated self-esteem or grandiosity. (---------->ortho-nonconforming)
2. Decreased need for sleep (e.g., feels rested after only 3 hours of sleep). (---------->para-bursch)
3. More talkative than usual or pressure to keep talking. (---------->para-dilation)
4. Flight of ideas or subjective experience that thoughts are racing. (---------->para-indiff)
5. Distractibility (i.e., attention too easily drawn to unimportant or irrelevant external (---------->orthodigested)
stimuli), as reported or obsen/ed. (---------->meta-derision)
6. Increase in goal-directed activity (either socially, at work or school, or sexually) or (---------->parabehaves)
psychomotor agitation. (---------->ortho-bvo)
7. Excessive involvement in activities that have a high potential for painful consequences (--------->meta-generahzed)
(e.g., engaging in unrestrained buying sprees, sexual indiscretions, or (---------->para-kindhearted)
foolish business investments). (---------->para-fraudulence)
C. The episode is associated with an unequivocal change in functioning that is uncharacteristic (--------->ortho-schade)
of the individual when not symptomatic. (---------->ortho-extremities)
D. The disturbance in mood and the change in functioning are observable by others. (---------->paracovariance)
E. The episode is not severe enough to cause marked impairment in social or occupational (--------->para-mccleod)
functioning or to necessitate hospitalization. If there are psychotic features, the (---------->metaabscess)
episode is, by definition, manic. (---------->meta-kilpatrick)
F. The episode is not attributable to the physiological effects of a substance (e.g., a drug (--------->meta-lebeau)
of abuse, a medication or other treatment). (---------->ortho-bobbitt)
Note: A full hypomanie episode that emerges during antidepressant treatment (e.g., (---------->metatransitioned)
medication, electroconvulsive therapy) but persists at a fully syndromal level beyond (---------->metamethylphenidate)
the physiological effect of that treatment is sufficient evidence for a hypomanie episode (---------->parafatalities)
diagnosis. However, caution is indicated so that one or two symptoms (particularly increased (--------->ortho-masochism)
irritability, edginess, or agitation following antidepressant use) are not taken (---------->ortho-boasting)
as sufficient for diagnosis of a hypomanie episode, nor necessarily indicative of a bipolar (--------->ortho-refractoriness)
diathesis. (---------->ortho-copulation)
Major Depressive Episode (---------->meta-ncd)
A. Five (or more) of the following symptoms have been present during the same 2-week (--------->meta-gorkin)
period and represent a change from previous functioning; at least one of the symptoms (---------->metacompul)
is either (1 ) depressed mood or (2) loss of interest or pleasure. (---------->meta-uninte)
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Note: Do not include symptoms that are clearly attributable to a medical condition. (---------->parainjurious)
1. Depressed mood most of the day, nearly every day, as indicated by either subjective (---------->parafeedings)
report (e.g., feels sad, empty, or hopeless) or observation made by others (e.g., (---------->paraencompass)
appears tearful). (Note: In children and adolescents, can be irritable mood.) (---------->paraunresponsiveness)
2. Markedly diminished interest or pleasure in all, or almost all, activities most of the (---------->orthochoosy)
day, nearly every day (as indicated by either subjective account or observation). (---------->orthoreenactment)
3. Significant weight loss when not dieting or weight gain (e.g., a change of more than (---------->orthopsychopathological)
5% of body weight in a month), or decrease or increase in appetite nearly every (---------->orthowitnessing)
day. (Note: In children, consider failure to make expected weight gain.) (---------->para-negahve)
4. Insomnia or hypersomnia nearly every day. (---------->meta-triggering)
5. Psychomotor agitation or retardation nearly every day (observable by others; not (---------->orthognrh)
merely subjective feelings of restlessness or being slowed down). (---------->meta-humility)
6. Fatigue or loss of energy nearly every day. (---------->ortho-habitual)
7. Feelings of worthlessness or excessive or inappropriate guilt (which may be delusional) (--------->meta-omen)
nearly every day (not merely self-reproach or guilt about being sick). (---------->para-mistreated)
8. Diminished ability to think or concentrate, or indecisiveness, nearly every day (either (---------->orthoshortness)
by subjective account or as observed by others). (---------->ortho-coexists)
9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation without (--------->meta-tangentiality)
a specific plan, a suicide attempt, or a specific plan for committing suicide. (---------->meta-hypnotic)
B. The symptoms cause clinically significant distress or impairment in social, occupational, (--------->para-dizocilpine)
or other important areas of functioning. (---------->para-eyebrows)
C. The episode is not attributable to the physiological effects of a substance or another (---------->orthoretation)
medical condition. (---------->meta-complicating)
Note: Criteria A-C above constitute a major depressive episode. (---------->para-foussias)
Note: Responses to a significant loss (e.g., bereavement, financial ruin, losses from a natural (--------->meta-globus)
disaster, a serious medical illness or disability) may include the feelings of intense sadness, (--------->meta-hypersonrmolence)
rumination about the loss, insomnia, poor appetite, and weight loss noted in Criterion (---------->orthosyllables)
A, which may resemble a depressive episode. Although such symptoms may be understandable (--------->ortho-falsifying)
or considered appropriate to the loss, the presence of a major depressive episode (---------->metadisliked)
in addition to the normal response to a significant loss should be carefully considered. This (--------->ortho-yustis)
decision inevitably requires the exercise of clinical judgment based on the individual’s history (--------->ortho-rhit)
and the cultural norms for the expression of distress in the context of loss.^ (---------->meta-insensitivity)
Bipolar II Disorder (---------->ortho-unnoticed)
A. Criteria have been met for at least one hypomanie episode (Criteria A-F under “Hypomanic (--------->para-overestimate)
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Episode” above) and at least one major depressive episode (Criteria A-C under (---------->paraneurogenic)
“Major Depressive Episode” above). (---------->ortho-closets)
B. There has never been a manic episode. (---------->meta-abandonment)
C. The occurrence of the hypomanie episode(s) and major depressive episode(s) is not (---------->metatrilng)
better explained by schizoaffective disorder, schizophrenia, schizophreniform disorder, (---------->metasubsides)
delusional disorder, or other specified or unspecified schizophrenia spectrum and (---------->orthoillustrative)
other psychotic disorder. (---------->meta-gestures)
D. The symptoms of depression or the unpredictability caused by frequent alternation between (--------->meta-exuberantly)
periods of depression and hypomania causes clinically significant distress or impairment (--------->para-luthra)
in social, occupational, or other important areas of functioning. (---------->ortho-amoimts)
Coding and Recording Procedures (---------->ortho-gillespie)
Bipolar II disorder has one diagnostic code: 296.89 (F31.81 ). Its status with respect to current (--------->para-ruocco)
severity, presence of psychotic features, course, and other specifiers cannot be (---------->pararecklessness)
coded but should be indicated in writing (e.g., 296.89 [F31.81] bipolar II disorder, current (--------->ortho-prohibitions)
episode depressed, moderate severity, with mixed features; 296.89 [F31.81] bipolar II disorder, (--------->para-huegel)
most recent episode depressed, in partial remission). (---------->para-defies)
Specify current or most recent episode: (---------->meta-impairs)
Hypomanie (---------->para-joop)
Depressed (---------->ortho-laraque)
Specify if: (---------->meta-cannavo)
With anxious distress (p. 149) (---------->meta-inborn)
With mixed features (pp. 149-150) (---------->ortho-hypomagnesemia)
^ In distinguishing grief from a major depressive episode (MDE), it is useful to consider that in grief (--------->ortho-mee)
the predominant affect is feelings of emptiness and loss, while in a MDE it is persistent depressed (--------->meta-plattner)
mood and the inability to anticipate happiness or pleasure. The dysphoria in grief is likely to (--------->para-hussainee)
decrease in intensity over days to weeks and occurs in waves, the so-called pangs of grief. These (--------->meta-mateya)
waves tend to be associated with thoughts or reminders of the deceased. The depressed mood of a (--------->para-lifetimes)
MDE is more persistent and not tied to specific thoughts or preoccupations. The pain of grief may (--------->meta-neurotic)
be accompanied by positive emotions and humor that are uncharacteristic of the pervasive
unhappiness (---------->para-seung)
and misery characteristic of a MDE. The thought content associated with grief generally features (--------->para-disappoint)
a preoccupation with thoughts and memories of the deceased, rather than the self-critical or (--------->meta-marketplaces)
pessinüstic ruminations seen in a MDE. In grief, self-esteem is generally preserved, whereas in a (--------->para-amyotrophic)
MDE feelings of worthlessness and self-loathing are common. If self-derogatory ideation is present (--------->ortho-shidents)
in grief, it typically involves perceived failings vis-à-vis the deceased (e.g., not visiting frequently (--------->para-horowitz)
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enough, not telling the deceased how much he or she was loved). If a bereaved individual thinks (--------->para-navigating)
about death and dying, such thoughts are generally focused on the deceased and possibly about (--------->para-normative)
’joining the deceased, whereas in a MDE such thoughts are focused on ending one's own life (--------->para-comorbidly)
because of feeling worthless, undeserving of üfe, or unable to cope with the pain of depression. (--------->meta-ncd)
With rapid cycling (pp. 150-151) (---------->meta-perceptible)
Withi mood-congruent psychotic features (p. 152) (---------->meta-skunk)
With mood-incongruent psychotic features (p. 152) (---------->meta-certa)
With catatonia (p. 152). Coding note: Use additional code 293.89 (F06.1). (---------->ortho-reted)
With péripartum onset (pp. 152-153) (---------->para-blacking)
With seasonal pattern (pp. 153-154): Applies only to the pattern of major depressive (---------->orthoanmesia)
episodes. (---------->ortho-yoon)
Specify course if full criteria for a mood episode are not currently met: (---------->meta-imbalance)
in partial remission (p. 154) (---------->para-inhibitions)
In full remission (p. 154) (---------->meta-chronicity)
Specify severity if full criteria for a mood episode are currently met: (---------->para-peralta)
lUlild (p. 154) (---------->para-sedative)
lUloderate (p. 154) (---------->ortho-hage)
Severe (p. 154)_______________________________________________________ (---------->paraaggravation)
Diagnostic Features (---------->ortho-markedly)
Bipolar II disorder is characterized by a clinical course of recurring mood episodes consisting (--------->ortho-exhaustion)
of one or more major depressive episodes (Criteria A-C under "Major Depressive (---------->paragamblers)
Episode") and at least one hypomanie episode (Criteria A-F under "Hypomanie Episode"). (--------->ortho-obsessing)
The major depressive episode must last at least 2 weeks, and the hypomarüc episode (---------->orthohypomania)
must last at least 4 days, to meet the diagnostic criteria. During the mood episode(s), (---------->metakrasner)
the requisite number of symptoms must be present most of the day, nearly every day, and (--------->para-chui)
represent a noticeable change from usual behavior and functioning. The presence of a (---------->metasalvia)
manic episode during the course of illness precludes the diagnosis of bipolar II disorder (---------->metawozniak)
(Criterion B under "Bipolar II Disorder"). Episodes of substance/medication-induced depressive (--------->para-dyspareunia)
disorder or substance/medication-induced bipolar and related disorder (representing (---------->metacharacterizing)
the physiological effects of a medication, other somatic treatments for depression, (---------->orthosastry)
drugs of abuse, or toxin exposure) or of depressive and related disorder due to another (---------->metarisl)
medical condition or bipolar and related disorder due to another medical condition do not (--------->meta-xo)
count toward a diagnosis of bipolar II disorder unless they persist beyond the physiological (--------->meta-scalco)
effects of the treatment or substance and then meet duration criteria for an episode. In (---------->orthounsuspecting)
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addition, the episodes must not be better accounted for by schizoaffective disorder and are (--------->para-hypertrophy)
not superimposed on schizophrenia, schizophreniform disorder, delusional disorder, or (---------->parahairs)
other specified or unspecified schizophrenia spectrum or other psychotic disorders (Criterion (--------->ortho-classifiable)
C under "Bipolar II Disorder"). The depressive episodes or hypomanie fluctuations (---------->orthodisorderrelated)
must cause clinically significant distress or impairment in social, occupational, or other (---------->metaindependentiy)
important areas of functioning (Criterion D under "Bipolar II Disorder"); however, for hypomanie (--------->para-elapsing)
episodes, this requirement does not have to be met. A hypomanie episode that (---------->ortho-choreic)
causes significant impairment would likely qualify for the diagnosis of manic episode and, (--------->meta-ovenwhelmed)
therefore, for a lifetime diagnosis of bipolar I disorder. The recurrent major depressive episodes (--------->ortho-hypochondriacal)
are often more frequent and lengthier than those occurring in bipolar I disorder. (---------->para-jsi)
Individuals with bipolar II disorder typically present to a clinician during a major depressive (--------->ortho-compendium)
episode and are unlikely to complain initially of hypomania. Typically, the hypomanie (---------->paraconvergent)
episodes themselves do not cause impairment. Instead, the impairment results (---------->meta-plattner)
from the major depressive episodes or from a persistent pattern of unpredictable mood (---------->paraimpainnent)
changes and fluctuating, unreliable interpersonal or occupational functioning. Individuals (--------->ortho-pollock)
with bipolar II disorder may not view the hypomanie episodes as pathological or disadvantageous, (--------->para-laiowledgeable)
although others may be troubled by the individual's erratic behavior. (---------->meta-malhotra)
Clinical information from other informants, such as close friends or relatives, is often useful (--------->ortho-asur)
in establishing the diagnosis of bipolar II disorder. (---------->ortho-bronchitis)
A hypomanie episode should not be confused with the several days of euthymia and restored (--------->ortho-kyofiisho)
energy or activity that may follow remission of a major depressive episode. Despite the (---------->orthounderrepresented)
substantial differences in duration and severity between a manic and hypomanie episode, bipolar (--------->para-supersede)
II disorder is not a "milder form" of bipolar I disorder. Compared with individuals with (---------->orthohostility)
bipolar I disorder, individuals with bipolar II disorder have greater chronicity of illness and (--------->meta-dysregulated)
spend, on average, more time in the depressive phase of their illness, which can be severe and/ (--------->meta-dryness)
or disabling. Depressive symptoms co-occurring with a hypomanie episode or hypomanie (--------->ortho-emaciation)
symptoms co-occurring with a depressive episode are common in individuals with bipolar ? (--------->meta-ivledication)
disorder and are overrepresented in females, particularly hypomania with mixed features. Individuals (--------->para-taein)
experiencing hypomania with mixed features may not label their symptoms as hypomania, (--------->para-intercurrent)
but instead experience them as depression with increased energy or irritability. (---------->meta-reverts)
Associated Features Supporting Diagnosis (---------->ortho-mabel)
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A common feature of bipolar II disorder is impulsivity, which can contribute to suicide attempts (--------->meta-thrombocytopenia)
and substance use disorders. Impulsivity may also stem from a concurrent personality (---------->metahallucinogen)
disorder, substance use disorder, anxiety disorder, another mental disorder, or a (---------->orthoanabolicandrogenic)
medical condition. There may be heightened levels of creativity in some individuals with (---------->paradysmorphophobia)
a bipolar disorder. However, that relationship may be nonlinear; that is, greater lifetime (---------->parapurview)
creative accomplishments have been associated with milder forms of bipolar disorder, and (--------->meta-frankel)
higher creativity has been found in unaffected family members. The individual's attachment (--------->meta-expiated)
to heightened creativity during hypomanie episodes may contribute to ambivalence (---------->metadeceitfulness)
about seeking treatment or undermine adherence to treatment. (---------->para-discerning)
Prevaience (---------->para-armety)
The 12-month prevalence of bipolar II disorder, internationally, is 0.3%. In the United (---------->paraintranasally)
States, 12-month prevalence is 0.8%. The prevalence rate of pediatric bipolar II disorder is (--------->ortho-nnetabolism)
difficult to establish. DSM-IV bipolar I, bipolar II, and bipolar disorder not otherwise specified (--------->para-slowness)
yield a combined prevalence rate of 1.8% in U.S. and non-U.S. community samples, (---------->orthoregurgitated)
with higher rates (2.7% inclusive) in youths age 12 years or older. (---------->ortho-maximiuian)
Deveiopment and Course (---------->para-denoting)
Although bipolar II disorder can begin in late adolescence and throughout adulthood, average (--------->meta-kolbert)
age at onset is the mid-20s, which is slightly later than for bipolar I disorder but earlier (---------->orthocongestive)
than for major depressive disorder. The illness most often begins with a depressive (---------->metakyla)
episode and is not recognized as bipolar II disorder until a hypomanie episode occurs; this (--------->meta-skoog)
happens in about 12% of individuals with the initial diagnosis of major depressive disorder. (--------->ortho-restful)
Anxiety, substance use, or eating disorders may also precede the diagnosis, complicating (--------->meta-unidimensional)
its detection. Many individuals experience several episodes of major depression (---------->parainteractioh)
prior to the first recognized hypomanie episode. (---------->para-incapacity)
The number of lifetime episodes (both hypomanie and major depressive episodes) (---------->orthokashyap)
tends to be higher for bipolar II disorder than for major depressive disorder or bipolar I (---------->orthovictimized)
disorder. However, individuals with bipolar I disorder are actually more likely to experience (--------->para-constricted)
hypomanie symptoms than are individuals with bipolar II disorder.The interval (---------->para-cheered)
between mood episodes in the course of bipolar II disorder tends to decrease as the individual (--------->ortho-mckeith)
ages. While the hypomanie episode is the feature that defines bipolar II disorder, (---------->metacastration)
depressive episodes are more enduring and disabling over time. Despite the predominance (--------->meta-vaporized)
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of depression, once a hypomanie episode has occurred, the diagnosis becomes bipolar (---------->orthogustatory)
II disorder and never reverts to major depressive disorder. (---------->meta-baskin)
Approximately 5%-15% of individuals with bipolar II disorder have multiple (four or (---------->orthostorylike)
more) mood episodes (hypomanie or major depressive) within the previous 12 months. If (--------->para-perturbations)
this pattern is present, it is noted by the specifier "with rapid cycling." By definition, psychotic (--------->para-incontrovertible)
symptoms do not occur in hypomanie episodes, and they appear to be less frequent (---------->paraentailed)
in the major depressive episodes in bipolar II disorder than in those of bipolar I disorder. (--------->meta-blushing)
Switching from a depressive episode to a manic or hypomanie episode (with or without (---------->metareflexes)
mixed features) may occur, both spontaneously and during treatment for depression. (---------->orthoagitation)
About 5%-15% of individuals with bipolar II disorder will ultimately develop a manic episode, (--------->ortho-mistreated)
which changes the diagnosis to bipolar I disorder, regardless of subsequent course. (---------->orthocloseness)
Making the diagnosis in children is often a challenge, especially in those with irritability (---------->metakaram)
and hyperarousal that is nonepisodic (i.e., lacks the well-demarcated periods of altered (---------->paracausally)
mood). Nonepisodic irritability in youth is associated with an elevated risk for anxiety disorders (--------->meta-cim)
and major depressive disorder, but not bipolar disorder, in adulthood. Persistently (---------->orthononnutritive)
irritable youths have lower familial rates of bipolar disorder than do youths who have bipolar (--------->ortho-demonstrable)
disorder. For a hypomanie episode to be diagnosed, the child's symptoms must exceed (---------->orthononproblematically)
what is expected in a given environment and culture for the child's developmental (---------->metacannotdo)
stage. Compared with adult onset of bipolar II disorder, childhood or adolescent onset of (--------->para-dahl)
the disorder may be associated with a more severe lifetime course. The 3-year incidence (--------->para-subside)
rate of first-onset bipolar II disorder in adults older than 60 years is 0.34%. However, distinguishing (--------->para-knaust)
individuals older than 60 years with bipolar II disorder by late versus early (---------->ortho-walce)
age at onset does not appear to have any clinical utility. (---------->meta-detract)
Risk and Prognostic Factors (---------->meta-highdose)
Genetic and physiological. The risk of bipolar II disorder tends to be highest among relatives (--------->meta-safranek)
of individuals with bipolar II disorder, as opposed to individuals with bipolar I disorder (---------->orthoconsiderakjle)
or major depressive disorder. There may be genetic factors influencing the age at (---------->orthocaregiver)
onset for bipolar disorders. (---------->meta-transitory)
Course modifiers. A rapid-cycling pattern is associated with a poorer prognosis. Return (---------->metawendel)
to previous level of social function for individuals with bipolar II disorder is more likely (---------->orthoisaacs)
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for individuals of younger age and with less severe depression, suggesting adverse effects (--------->meta-exuberantly)
of prolonged illness on recovery. More education, fewer years of illness, and being married (--------->para-micrograms)
are independently associated with functional recovery in individuals with bipolar (---------->paraperminder)
disorder, even after diagnostic type (I vs. II), current depressive symptoms, and presence (--------->meta-emaciation)
of psychiatric comorbidity are taken into account. (---------->meta-munson)
Gender-Reiated Diagnostic issues (---------->ortho-phenylethylamine)
Whereas the gender ratio for bipolar I disorder is equal, findings on gender differences in (--------->para-hla)
bipolar II disorder are mixed, differing by type of sample (i.e., registry, community, or (---------->parametachromatic)
clinical) and country of origin. There is little to no evidence of bipolar gender differences, (--------->meta-kothare)
whereas some, but not all, clinical samples suggest that bipolar II disorder is more common (--------->para-khasakhala)
in females than in males, which may reflect gender differences in treatment seeking (---------->parapostural)
or other factors. (---------->ortho-rearing)
Patterns of illness and comorbidity, however, seem to differ by gender, with females (---------->metapickles)
being more likely than males to report hypomania with mixed depressive features and a (---------->orthomarokus)
rapid-cycling course. Childbirth may be a specific trigger for a hypomanie episode, which (--------->ortho-retinal)
can occur in 10%-20% of females in nonelinieal populations and most typically in the early (--------->para-clitoral)
postpartum period. Distinguishing hypomania from the elated mood and reduced sleep (---------->metapiven)
that normally accompany the birth of a child may be challenging. Postpartum hypomania (--------->meta-womack)
may foreshadow the onset of a depression that occurs in about half of females who experience (--------->ortho-pomerantz)
postpartum "highs." Accurate detection of bipolar II disorder may help in establishing (---------->orthoclassifiable)
appropriate treatment of the depression, which may reduce the risk of suicide and (---------->orthoharmandayan)
infanticide. (---------->meta-kendler)
Suicide Risk (---------->para-urological)
Suicide risk is high in bipolar II disorder. Approximately one-third of individuals with bipolar (--------->ortho-irritability)
II disorder report a lifetime history of suicide attempt. The prevalence rates of lifetime (---------->paragenevieve)
attempted suicide in bipolar II and bipolar I disorder appear to be similar (32.4% and (---------->metaastonished)
36.3%, respectively). However, the lethality of attempts, as defined by a lower ratio of attempts (--------->meta-individualized)
to completed suicides, may be higher in individuals with bipolar II disorder compared (---------->metadevote)
with individuals with bipolar I disorder. There may be an association between (---------->metaglucocorticoid)
genetic markers and increased risk for suicidal behavior in individuals with bipolar disorder, (--------->ortho-conible)
including a 6.5-fold higher risk of suicide among first-degree relatives of bipolar II (---------->para-rihials)
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probands compared with those with bipolar I disorder. (---------->ortho-inducing)
Functional Consequences of Bipolar II Disorder (---------->ortho-dermatopathological)
Although many individuals with bipolar II disorder return to a fully functional level between (--------->para-smothering)
mood episodes, at least 15% continue to have some inter-episode dysfunction, and (---------->orthomalignancies)
20% transition directly into another mood episode without inter-episode recovery. Functional (--------->meta-personaliiy)
recovery lags substantially behind recovery from symptoms of bipolar II disorder, (---------->paracontinence)
especially in regard to occupational recovery, resulting in lower socioeconomic status despite (--------->ortho-emil)
equivalent levels of education with the general population. Individuals with bipolar (---------->metaboyarsky)
II disorder perform more poorly than healthy individuals on cognitive tests and, with the (---------->metafraudulence)
exception of memory and semantic fluency, have similar cognitive impairment as do individuals (--------->ortho-trismus)
with bipolar I disorder. Cognitive impairments associated with bipolar II disorder (---------->paragastroparesis)
may contribute to vocational difficulties. Prolonged unemployment in individuals (---------->para-waxing)
with bipolar disorder is associated with more episodes of depression, older age, increased (--------->para-aches)
rates of current panic disorder, and lifetime history of alcohol use disorder. (---------->para-atrial)
Differential Diagnosis (---------->para-ganja)
Major depressive disorder. Perhaps the most challenging differential diagnosis to consider (--------->ortho-perforated)
is major depressive disorder, which may be accompanied by hypomanie or manic (---------->meta-labia)
symptoms that do not meet full criteria (i.e., either fewer symptoms or a shorter duration (---------->paracongregate)
than required for a hypomanie episode). This is especially true in evaluating individuals (---------->orthoperistent)
with symptoms of irritability, which may be associated with either major depressive disorder (--------->para-reus)
or bipolar II disorder. (---------->para-embarrass)
Cyclothymic disorder. In cyclothymic disorder, there are numerous periods of hypomanic (--------->ortho-smilowitz)
symptoms and numerous periods of depressive symptoms that do not meet symptom (---------->paraforearms)
or duration criteria for a major depressive episode. Bipolar II disorder is distinguished (---------->parapliencyclidine)
from cyclothymic disorder by the presence of one or more major depressive episodes. If a (--------->meta-nondisordered)
major depressive episode occurs after the first 2 years of cyclothymic disorder, the additional (--------->ortho-yeates)
diagnosis of bipolar II disorder is given. (---------->meta-egregious)
Schizophrenia spectrum and other related psychotic disorders. Bipolar II disorder must (---------->parahlnl)
be distinguished from psychotic disorders (e.g., schizoaffective disorder, schizophrenia, (---------->paraantonacci)
and delusional disorder). Schizophrenia, schizoaffective disorder, and delusional disorder (--------->ortho-cleft)
are all characterized by periods of psychotic symptoms that occur in the absence of (---------->orthomalformations)
prominent mood symptoms. Other helpful considerations include the accompanying (---------->metamultisensory)
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symptoms, previous course, and family history. (---------->meta-domineering)
Panic disorder or other anxiety disorders. Anxiety disorders need to be considered in (---------->paraimpedes)
the differential diagnosis and may frequently be present as co-occurring disorders. (---------->parahyponatremia)
Substance use disorders. Substance use disorders are included in the differential diagnosis. (--------->para-unknowingly)
Attention-deficit/hyperactivity disorder. Attention-deficit/hyperactivity disorder (ADHD) (---------->metandez)
may be misdiagnosed as bipolar II disorder, especially in adolescents and children. Many (--------->ortho-gow)
symptoms of ADHD, such as rapid speech, racing thoughts, distractibility, and less need (--------->ortho-vegetal)
for sleep, overlap with the symptoms of hypomania. The double counting of symptoms toward (--------->meta-budney)
both ADHD and bipolar II disorder can be avoided if the clinician clarifies whether (---------->meta-silvia)
the symptoms represent a distinct episode and if the noticeable increase over baseline required (--------->meta-rohde)
for the diagnosis of bipolar II disorder is present. (---------->meta-detectable)
Personality disorders. The same convention as applies for ADHD also applies when (---------->metaunwitting)
evaluating an individual for a personality disorder such as borderline personality disorder, (--------->para-grandiosity)
since mood lability and impulsivity are common in both personality disorders and bipolar (--------->ortho-acquaintance)
II disorder. Symptoms must represent a distinct episode, and the noticeable increase (---------->metagendered)
over baseline required for the diagnosis of bipolar II disorder must be present. A diagnosis (--------->meta-tweezers)
of a personality disorder should not be made during an untreated mood episode unless (---------->orthocarmody)
the lifetime history supports the presence of a personality disorder. (---------->meta-gratification)
Other bipolar disorders. Diagnosis of bipolar II disorder should be differentiated from (---------->metacogrutive)
bipolar I disorder by carefully considering whether there have been any past episodes of (--------->para-disliked)
mania and from other specified and unspecified bipolar and related disorders by confirming (--------->para-conunent)
the presence of fully syndromal hypomania and depression. (---------->ortho-worl)
Comorbidity (---------->meta-polarity)
Bipolar II disorder is more often than not associated with one or more co-occurring mental (--------->ortho-sluggishness)
disorders, with anxiety disorders being the most common. Approximately 60% of individuals (--------->meta-principled)
with bipolar II disorder have three or more co-occurring mental disorders; 75% have (---------->paraperfusion)
an anxiety disorder; and 37% have a substance use disorder. Children and adolescents (--------->ortho-causality)
with bipolar II disorder have a higher rate of co-occurring anxiety disorders compared (---------->paravariously)
with those with bipolar I disorder, and the anxiety disorder most often predates the bipolar (--------->ortho-rages)
disorder. Anxiety and substance use disorders occur in individuals with bipolar II (---------->metacircling)
disorder at a higher rate than in the general population. Approximately 14% of individuals (--------->ortho-ncds)
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with bipolar II disorder have at least one lifetime eating disorder, with binge-eating disorder (--------->para-ventilatory)
being more common than bulimia nervosa and anorexia nervosa. (---------->para-altemative)
These commonly co-occurring disorders do not seem to follow a course of illness that (---------->paratweedie)
is truly independent from that of the bipolar disorder, but rather have strong associations (--------->meta-inflection)
with mood states. For example, anxiety and eating disorders tend to associate most with (--------->meta-tojuana)
depressive symptoms, and substance use disorders are moderately associated with manic (--------->ortho-communicative)
symptoms. (---------->para-patel)
Cyclothymic Disorder (---------->meta-blacking)
Diagnostic Criteria 301.13 (F34.0) (---------->meta-deteriorated)
A. For at least 2 years (at least 1 year in children and adolescents) there have been numerous (--------->meta-helpseeking)
periods with hypomanie symptoms that do not meet criteria for a hypomanie (---------->orthoheartedness)
episode and numerous periods with depressive symptoms that do not meet criteria for (---------->orthojorgenson)
a major depressive episode. (---------->meta-nocturnus)
B. During the above 2-year period (1 year in children and adolescents), the hypomanie (---------->orthoinordinate)
and depressive periods have been present for at least half the time and the individual (---------->metaeisen)
has not been without the symptoms for more than 2 months at a time. (---------->ortho-strangulating)
C. Criteria for a major depressive, manic, or hypomanie episode have never been met. (---------->metaobscenities)
D. The symptoms in Criterion A are not better explained by schizoaffective disorder, (---------->parahumanmade)
schizophrenia, schizophreniform disorder, delusional disorder, or other specified or unspecified (--------->ortho-demonstrable)
schizophrenia spectrum and other psychotic disorder. (---------->meta-fflin)
E. The symptoms are not attributable to the physiological effects of a substance (e.g., a (---------->metahyperpyrexia)
drug of abuse, a medication) or another medical condition (e.g., hyperthyroidism). (---------->parapredisposition)
F. The symptoms cause clinically significant distress or impairment in social, occupational, (--------->para-micrognathia)
or other important areas of functioning. (---------->para-compulsivg)
Specify if: (---------->meta-reiationship)
With anxious distress (see p. 149)_______________________________________ (---------->paraperfectionist)
Diagnostic Features (---------->ortho-emphatic)
The essential feature of cyclothymic disorder is a chronic, fluctuating mood disturbance (---------->paralyerly)
involving numerous periods of hypomanie symptoms and periods of depressive symptoms (--------->ortho-involimtary)
that are distinct from each other (Criterion A). The hypomanie symptoms are of (---------->ortho-veldic)
insufficient number, severity, pervasiveness, or duration to meet full criteria for a hypomanic (--------->meta-sarcoidosis)
episode, and the depressive symptoms are of insufficient number, severity, pervasiveness, (--------->ortho-solanto)
or duration to meet full criteria for a major depressive episode. During the initial (---------->paradisorganized)
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2-year period (1 year for children or adolescents), the symptoms must be persistent (present (--------->meta-bazzi)
more days than not), and any symptom-free intervals last no longer than 2 months (---------->metakable)
(Criterion B). The diagnosis of cyclothymic disorder is made only if the criteria for a major (--------->meta-admonition)
depressive, manic, or hypomanie episode have never been met (Criterion C). (---------->para-klyman)
If an individual with cyclothymic disorder subsequently (i.e., after the initial 2 years in (---------->paraibarra)
adults or 1 year in children or adolescents) experiences a major depressive, manic, or hypomanie (--------->ortho-heterogeneity)
episode, the diagnosis changes to major depressive disorder, bipolar I disorder, (---------->orthoopioids)
or other specified or unspecified bipolar and related disorder (subclassified as hypomanie (--------->meta-behling)
episode without prior major depressive episode), respectively, and the cyclothymic disorder (--------->meta-ardolf)
diagnosis is dropped. (---------->ortho-mannerism)
The cyclothymic disorder diagnosis is not made if the pattern of mood swings is better (---------->parapsychotic)
explained by schizoaffective disorder, schizophrenia, schizophreniform disorder, delusional (--------->meta-absences)
disorder, or other specified and unspecified schizophrenia spectrum and other (---------->metaneophobia)
psychotic disorders (Criterion D), in which ease the mood symptoms are considered associated (--------->ortho-eisner)
features of the psychotic disorder. The mood disturbance must also not be attributable (---------->metadiller)
to the physiological effects of a substance (e.g., a drug of abuse, a medication) or (---------->metadeliberative)
another medical condition (e.g., hyperthyroidism) (Criterion E). Although some individuals (--------->meta-adewuyi)
may function particularly well during some of the periods of hypomania, over the (---------->orthoperinatal)
prolonged course of the disorder, there must be clinically significant distress or impairment (--------->meta-dysarthria)
in social, occupational, or other important areas of functioning as a result of the (---------->orthotransvestic)
mood disturbance (Criterion F). The impairment may develop as a result of prolonged periods (--------->meta-hyperextensible)
of cyclical, often unpredictable mood changes (e.g., the individual may be regarded (---------->paraanxiolyticinduced)
as temperamental, moody, unpredictable, inconsistent, or unreliable). (---------->meta-accompanies)
Prevaience (---------->para-enraged)
The lifetime prevalence of cyclothymic disorder is approximately 0.4%-l%. Prevalence in (--------->meta-eil)
mood disorders clinics may range from 3% to 5%. In the general population, cyclothymic (--------->meta-alphanumeric)
disorder is apparently equally common in males and females. In clinical settings, females (--------->ortho-pennington)
with cyclothymic disorder may be more likely to present for treatment than males. (---------->paracolman)
Deveiopment and Course (---------->para-disinhibiting)
Cyclothymic disorder usually begins in adolescence or early adult life and is sometimes (---------->orthohypoactive)
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considered to reflect a temperamental predisposition to other disorders in this chapter. (---------->paraisorders)
Cyclothymic disorder usually has an insidious onset and a persistent course. There is a (---------->orthodiminution)
15%-50% risk that an individual with cyclothymic disorder will subsequently develop bipolar (--------->meta-dopaminergics)
I disorder or bipolar II disorder. Onset of persistent, fluctuating hypomanie and depressive (--------->para-alyssa)
symptoms late in adult life needs to be clearly differentiated from bipolar and (---------->orthoselfappraisal)
related disorder due to another medical condition and depressive disorder due to another (--------->ortho-hypomanie)
medical condition (e.g., multiple sclerosis) before the cyclothymic disorder diagnosis is assigned. (--------->meta-hickey)
Among children with cyclothymic disorder, the mean age at onset of symptoms is (---------->orthodrooping)
6.5 years of age. (---------->meta-clonidine)
Risk and Prognostic Factors (---------->ortho-recogr)
Genetic and physiological. Major depressive disorder, bipolar I disorder, and bipolar II (---------->paradelineated)
disorder are more common among first-degree biological relatives of individuals with cyclothymic (--------->ortho-imperfect)
disorder than in the general population. There may also be an increased familial risk of (---------->orthoheddle)
substance-related disorders. Cyclotiiymic disorder may be more common in the first-degree (--------->ortho-preeya)
biological relatives of individuals witiK bipolar I disorder than in the general population. (---------->metaemsdorff)
Differentiai Diagnosis (---------->ortho-nonsubstance)
Bipolar and related disorder due to another medical condition and depressive disorder (---------->paraglisky)
due to another medical condition. The diagnosis of bipolar and related disorder due to (---------->orthoobsessivecompulsive)
another medical condition or depressive disorder due to another medical condition is (---------->metabuttoning)
made when the mood disturbance is judged to be attributable to the physiological effect of (--------->para-arrayed)
a specific, usually chronic medical condition (e.g., hyperthyroidism). This determination (---------->parachemoresponsiveness)
is based on the history, physical examination, or laboratory findings. If it is judged that the (--------->para-reckless)
hypomanie and depressive symptoms are not the physiological consequence of the medical (--------->meta-nfiotives)
condition, then the primary mental disorder (i.e., cyclothymic disorder) and the medical (---------->orthohatsukami)
condition are coded. For example, this would be the case if the mood symptoms are (---------->paraclumsy)
considered to be the psychological (not the physiological) consequence of having a chronic (--------->meta-telemetry)
medical condition, or if there is no etiological relationship between the hypomanie and depressive (--------->meta-nonsocial)
symptoms and the medical condition. (---------->meta-revert)
Substance/medication-induced bipolar and related disorder and substance/medication- (---------->metacures)
induced depressive disorder. Substance/medication-induced bipolar and related (---------->metastabilizers)
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disorder and substance/medication-induced depressive disorder are distinguished from (---------->metamannerisms)
cyclothymic disorder by the judgment that a substance/medication (especially stimulants) (--------->ortho-distortions)
is etiologically related to the mood disturbance. The frequent mood swings in these (---------->metaarticulators)
disorders that are suggestive of cyclothymic disorder usually resolve following cessation (---------->parauneven)
of substance/medication use. (---------->ortho-compendium)
Bipolar I disorder, with rapid cycling, and bipolar II disorder, with rapid cycling. (---------->orthoprepubescent)
Both disorders may resemble cyclothymic disorder by virtue of the frequent marked shifts (--------->ortho-pate)
in mood. By definition, in cyclothymic disorder the criteria for a major depressive, manic, (--------->ortho-reexperiencing)
or hypomanie episode has never been met, whereas the bipolar I disorder and bipolar II (--------->meta-bollinger)
disorder specifier "with rapid cycling" requires that full mood episodes be present. (---------->metaswedo)
Borderline personality disorder. Borderline personality disorder is associated with (---------->paramanifests)
marked shifts in mood that may suggest cyclothymic disorder. If the criteria are met for (---------->paramisbehave)
both disorders, both borderline personality disorder and cyclothymic disorder may be diagnosed. (--------->para-palilalia)
Comorbidity (---------->meta-detrinis)
Substance-related disorders and sleep disorders (i.e., difficulties in initiating and maintaining (--------->para-ambivalent)
sleep) may be present in individuals with cyclothymic disorder. Most children (---------->metaseductiveness)
with cyclothymic disorder treated in outpatient psychiatric settings have comorbid mental (--------->para-corpses)
conditions; they are more likely than other pediatric patients with mental disorders to (---------->orthoreichmuth)
have comorbid attention-deficit/hyperactivity disorder. (---------->meta-priori)
Substance/Medication-Induced (---------->meta-witfi)
Bipolar and Related Disorder (---------->para-armiesia)
Diagnostic Criteria (---------->para-clonic)
A. A prominent and persistent disturbance in mood that predominates in the clinical picture (--------->para-obsessional)
and is characterized by elevated, expansive, or irritable mood, with or without depressed (--------->ortho-sociai)
mood, or markedly diminished interest or pleasure in all, or almost all, activities. (---------->orthopressuring)
B. There is evidence from the history, physical examination, or laboratory findings of both (--------->ortho-alo)
(1)and (2): (---------->ortho-impairments)
1. The symptoms in Criterion A developed during or soon after substance intoxication (---------->orthodeceived)
or withdrawal or after exposure to a medication. (---------->para-naps)
2. The involved substance/medication is capable of producing the symptoms in Criterion (--------->meta-kelsay)
A. (---------->para-nonthreatening)
C. The disturbance is not better explained by a bipolar or related disorder that is not substance/ (--------->para-noncastrated)
medication-induced. Such evidence of an independent bipolar or related disorder (---------->meta-torrisi)

DSM-UPAX

342

could include the following: (---------->para-mermelstein)
The symptoms precede the onset of the substance/medication use; the symptoms persist (--------->para-schizoplirenia)
for a substantial period of time (e.g., about 1 month) after the cessation of acute (---------->para-devote)
withdrawal or severe intoxication; or there is other evidence suggesting the existence (---------->ortholaterality)
of an independent non-substance/medication-induced bipolar and related disorder (---------->metapoortinga)
(e.g., a history of recurrent non-substance/medication-related episodes). (---------->meta-synthesized)
D. The disturbance does not occur exclusively during the course of a delirium. (---------->para-selena)
E. The disturbance causes clinically significant distress or impairment in social, occupational, (--------->ortho-tolin)
or other important areas of functioning. (---------->para-sawhney)
Coding note: The ICD-9-CM and ICD-10-CM codes for the [specific substance/medication]- (--------->meta-youthful)
induced bipolar and related disorders are indicated in the table below. Note that the ICD-10- (--------->meta-excitation)
CM code depends on whether or not there is a comorbid substance use disorder present for (--------->ortho-bicarbonate)
the same class of substance. If a mild substance use disorder is comorbid with the substanceinduced (--------->para-difficultn)
bipolar and related disorder, the 4th position character is “1,” and the clinician should (---------->orthonunes)
record “mild [substance] use disorder'’ before the substance-induced bipolar and related disorder (--------->ortho-moullin)
(e.g., “mild cocaine use disorder with cocaine-induced bipolar and related disorder”). If a (--------->ortho-suspecting)
moderate or severe substance use disorder is comorbid with the substance-induced bipolar (--------->para-hypomanie)
and related disorder, the 4th position character is “2,” and the clinician should record “moderate (--------->para-infarcts)
[substance] use disorder'’ or “severe [substance] use disorder,” depending on the severity (--------->meta-characteristically)
of the comorbid substance use disorder. If there is no comorbid substance use disorder (e.g., (--------->meta-functionai)
after a one-time heavy use of the substance), then the 4th position character is “9,” and the (--------->para-lymphocytes)
clinician should record only the substance-induced bipolar and related disorder. (---------->ortho-atures)
ICD-10-CM (---------->para-sleeprelated)
With use (---------->para-tremulousness)
disorder, (---------->meta-pfeffer)
ICD-9-CIVI mild (---------->meta-descriptively)
With use (---------->para-overaroused)
disorder, (---------->para-narcissism)
moderate (---------->ortho-medicationrelated)
or severe (---------->ortho-hyperthyroidism)
Without (---------->meta-immunosuppressant)
use (---------->ortho-straebler)
disorder (---------->para-pcp)
Alcohol (---------->ortho-abscess)
Phencyclidine (---------->para-mabel)
Other hallucinogen (---------->para-maher)
291.89 (---------->ortho-opiates)
292.84 (---------->para-farifare)
292.84 (---------->meta-psychopathological)
F10.14 (---------->ortho-gamblers)
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F16.14 (---------->para-collaborating)
F16.14 (---------->meta-sushrut)
F10.24 (---------->meta-abnormality)
FI 6.24 (---------->meta-superimposed)
FI 6.24 (---------->ortho-epperson)
FI 0.94 (---------->meta-valias)
F16.94 (---------->para-blepharitis)
F16.94 (---------->para-topography)
ICD-10-CM (---------->meta-restraining)
ICD-9-CM (---------->para-detenber)
With use (---------->ortho-alertness)
disorder, (---------->para-neuro)
mild (---------->para-presymptomatic)
With use (---------->ortho-prosodic)
disorder, (---------->ortho-injectors)
moderate (---------->meta-antipsychotics)
or severe (---------->para-intensified)
Without (---------->para-dysphoria)
use (---------->ortho-autogynephiiia)
disorder (---------->meta-gizzi)
Sedative, hypnotic, or anxiolytic 292.84 F13.14 F13.24 F13.94 (---------->para-sympathomimetic)
Amphetamine (or other (---------->ortho-forcefulness)
stimulant) (---------->meta-overconcern)
292.84 F15.14 F15.24 FI 5.94 (---------->para-aimee)
Cocaine 292.84 F14.14 F14.24 F14.94 (---------->ortho-ruiza)
Other (or unknown) substance 292.84 F19.14 F19.24 FI 9.94 (---------->meta-incapacity)
Specify if (see Table 1 in the chapter “Substance-Related and Addictive Disorders” for diagnoses (--------->meta-cullen)
associated with substance class): (---------->ortho-wager)
With onset during intoxication: If the criteria are met for intoxication with the substance (---------->orthokassimir)
and the symptoms develop during intoxication. (---------->ortho-murgolo)
With onset during withdrawal: If criteria are met for withdrawal from the substance (---------->paraattentive)
and the symptoms develop during, or shortly after, withdrawal. (---------->ortho-colloquialism)
Recording Procedures (---------->meta-consenting)
ICD-9-CM. The name of the substance/medication-induced bipolar and related disorder (---------->paramasked)
begins with the specific substance (e.g., cocaine, dexamethasone) that is presumed to (---------->orthoprelingual)
be causing the bipolar mood symptoms. The diagnostic code is selected from the table included (--------->ortho-samuels)
in the criteria set, which is based on the drug class. For substances that do not fit (---------->paraexaggerate)
into any of the classes (e.g., dexamethasone), the code for "other substance" should be (--------->ortho-radov)
used; and in cases in which a substance is judged to be an etiological factor but the specific (--------->meta-longstanding)
class of substance is unknown, the category "unknown substance" should be used. (---------->paraambulatory)
The name of the disorder is followed by the specification of onset (i.e., onset during intoxication, (--------->para-pautz)
onset during withdrawal). Unlike the recording procedures for ICD-IO-CM, (---------->ortho-codeine)
which combine the substance-induced disorder and substance use disorder into a single (--------->ortho-manasse)
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code, for ICD-9-CM a separate diagnostic code is given for the substance use disorder. For (--------->para-cinapter)
example, in the case of irritable symptoms occurring during intoxication in a man with a (---------->metapickles)
severe cocaine use disorder, the diagnosis is 292.84 cocaine-induced bipolar and related (--------->ortho-posttrauma)
disorder, with onset during intoxication. An additional diagnosis of 304.20 severe cocaine (--------->ortho-catered)
use disorder is also given. When more than one substance is judged to play a significant (--------->ortho-moroseness)
role in the development of bipolar mood symptoms, each should be listed separately (e.g., (--------->meta-presymptomatic)
292.84 methylphenidate-induced bipolar and related disorder, with onset during intoxication; (--------->meta-fankhanel)
292.84 dexamethasone-induced bipolar and related disorder, with onset during intoxication). (--------->para-insensitivity)
ICD-10-CM. The name of the substance/medication-induced bipolar and related disorder (--------->ortho-srog)
begins with the specific substance (e.g., cocaine, dexamethasone) that is presumed to (---------->metapfeffer)
be causing the bipolar mood symptoms. The diagnostic code is selected from the table included (--------->para-slights)
in the criteria set, which is based on the drug class and presence or absence of a comorbid (--------->meta-shubu)
substance use disorder. For substances that do not fit into any of the classes (e.g., (---------->pararasmussen)
dexamethasone), the code for "other substance" should be used; and in cases in which a (--------->meta-centeredness)
substance is judged to be an etiological factor but the specific class of substance is unknown, (--------->meta-ischemia)
the category "unknown substance" should be used. (---------->meta-commandeer)
When recording the name of the disorder, the comorbid substance use disorder (if any) (---------->orthobarillas)
is listed first, followed by the word "with," followed by the name of the substance-induced (--------->ortho-bingeeating)
bipolar and related disorder, followed by the specification of onset (i.e., onset during intoxication, (--------->para-barros)
onset during withdrawal). For example, in the case of irritable symptoms occurring (---------->meta-tliis)
during intoxication in a man with a severe cocaine use disorder, the diagnosis is (---------->meta-iviajor)
F14.24 severe cocaine use disorder with cocaine-induced bipolar and related disorder, (---------->paracomplicating)
with onset during intoxication. A separate diagnosis of the comorbid severe cocaine use (---------->parashoplifting)
disorder is not given. If the substance-induced bipolar and related disorder occurs without (--------->meta-mee)
a comorbid substance use disorder (e.g., after a one-time heavy use of the substance), no (--------->para-methaqualone)
accompanying substance use disorder is noted (e.g., F15.94 amphetamine-induced bipolar (--------->para-phencyclidineinduced)
and related disorder, with onset during intoxication). When more than one substance is (---------->orthodivinorum)
judged to play a significant role in the development of bipolar mood symptoms, each (---------->orthoprigatano)
should be listed separately (e.g., F15.24 severe methylphenidate use disorder with methylphenidate- (--------->para-socialization)
induced bipolar and related disorder, with onset during intoxication; F19.94 (---------->para-roslyn)
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dexamethasone-induced bipolar and related disorder, with onset during intoxication). (---------->orthounwarranted)
Diagnostic Features (---------->ortho-ihat)
The diagnostic features of substance/medication-induced bipolar and related disorder are essentially (--------->ortho-hymowitz)
the same as those for mania, hypomania, or depression. A key exception to the diagnosis (--------->para-kachapis)
of substance/medication-induced bipolar and related disorder is the case of hypomania (---------->paraunfamiliarity)
or mania that occurs after antidepressant medication use or other treatments and persists beyond (--------->meta-cutbirth)
the physiological effects of the medication. This condition is considered an indicator of (---------->parathinner)
true bipolar disorder, not substance/medication-induced bipolar and related disorder. Similarly, (--------->meta-clinicians)
individuals with apparent electroconvulsive therapy-induced manic or hypomanie episodes (--------->meta-neylan)
that persist beyond the physiological effects of the treatment are diagnosed with (---------->metaashaktapanna)
bipolar disorder, not substance/medication-induced bipolar ^ d related disorder. (---------->orthomercilessly)
Side effects of some antidepressants and other psychotropic drugs (e.g., edginess, agitation) (--------->ortho-zachary)
may resemble the primary symptoms of a manic syndrome, but they are fundamentally (---------->paradoghouse)
distinct from bipolar symptoms and are insufficient for the diagnosis. That is, the (---------->orthocamacho)
criterion symptoms of mania/hypomania have specificity (simple agitation is not the same (--------->ortho-redline)
as excess involvement in purposeful activities), and a sufficient number of symptoms (---------->metanmda)
must be present (not just one or two symptoms) to make these diagnoses. In particular, the (--------->meta-unneeded)
appearance of one or two nonspecific sjonptoms—irritability, edginess, or agitation during (--------->para-detract)
antidepressant treatment—in the absence of a full manic or hypomanie syndrome should (--------->meta-tricyclic)
not be taken to support a diagnosis of a bipolar disorder. (---------->para-myeloneuropathy)
Associated Features Supporting Diagnosis (---------->ortho-sotial)
Etiology (causally related to the use of psychotropic medications or substances of abuse (--------->ortho-iviarlcers)
based on best clinical evidence) is the key variable in this etiologically specified form of bipolar (--------->para-genitally)
disorder. Substances/medications that are typically considered to be associated (---------->paracenteredness)
with substance/medication-induced bipolar and related disorder include the stimulant (---------->orthounknovm)
class of drugs, as well as phencyclidine and steroids; however, a number of potential substances (--------->para-rumaldo)
continue to emerge as new compounds are synthesized (e.g., so-called bath salts). (---------->metaivlovement)
A history of such substance use may help increase diagnostic certainty. (---------->ortho-massa)
Prevaience (---------->meta-drinkers)
There are no epidemiological studies of substance/medication-induced mania or bipolar (---------->parasilvia)
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disorder. Each etiological substance may have its own individual risk of inducing a bipolar (--------->meta-surreptitiously)
(manic/hypomanie) disorder. (---------->para-asymmetry)
Deveiopment and Course (---------->para-burglary)
In phencyclidine-induced mania, the initial presentation may be one of a delirium with affective (--------->ortho-blames)
features, which then becomes an atypically appearing manic or mixed manic state. (---------->metachmp)
This condition follows the ingestion or inhalation quickly, usually within hours or, at the (---------->orthorestricts)
most, a few dayâ^ In stimulant-induced manic or hypomanie states, the response is in minutes (--------->para-ethnobotanical)
to 1 hour after one or several ingestions or injections. The episode is very brief and (---------->paranazarian)
typically resolves over 1-2 days. With corticosteroids and some immunosuppressant (---------->paracopropraxia)
medications, the mania (or mixed or depressed state) usually follows several days of ingestion, (--------->para-intravenously)
and the higher doses appear to have a much greater likelihood of producing bipolar (---------->paraphosphenes)
symptoms. (---------->para-eccentricity)
Diagnostic iVlari(ers (---------->meta-concomitants)
Determination of the substance of use can be made through markers in the blood or urine (--------->meta-factitious)
to corroborate diagnosis. (---------->meta-dyslexia)
Differentiai Diagnosis (---------->ortho-sanjaya)
Substance/medication-induced bipolar and related disorder should be differentiated (---------->orthobaddam)
from other bipolar disorders, substance intoxication or substance-induced delirium, and (---------->orthoarticulatory)
medication side effects (as noted earlier). A full manic episode that emerges during antidepressant (--------->para-gizzi)
treatment (e.g., medication, electroconvulsive therapy) but persists at a fully (---------->para-nosology)
syndromal level beyond the physiological effect of that treatment is sufficient evidence for (--------->para-disruptions)
a bipolar I diagnosis. A full hypomanie episode that emerges during antidepressant treatment (--------->ortho-holter)
(e.g., medication, electroconvulsive therapy) but persists at a fully syndromal level (---------->metasedatives)
beyond the physiological effect of that treatment is sufficient evidence for a bipolar II diagnosis (--------->ortho-sociai)
only if preceded by a major depressive episode. (---------->ortho-germs)
Comorbidity (---------->ortho-woodard)
Comorbidities are those associated with the use of illicit substances (in the case of illegal (--------->ortho-barch)
stimulants or phencyclidine) or diversion of prescribed stimulants. Comorbidities related (---------->metalobule)
to steroid or immunosuppressant medications are those medical indications for these (---------->paraepileptogenic)
preparations. Delirium can occur before or along with manic symptoms in individuals ingesting (--------->para-rhythmic)
phencyclidine or those who are prescribed steroid medications or other immunosuppressant (--------->meta-belinda)
medications. (---------->ortho-enuresis)
Bipolar and Related Disorder (---------->meta-blockers)
Due to Another Medical Condition (---------->para-bioavailable)
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Diagnostic Criteria (---------->para-singareddy)
A. A prominent and persistent period of abnormally elevated, expansive, or irritable mood (--------->meta-plantar)
and abnormally increased activity or energy that predominates in the clinical picture. (---------->orthonptoms)
B. There is evidence from the history, physical examination, or laboratory findings that the disturbance
(---------->para-gaf)
is the direct pathophysiological consequence of another medical condition. (---------->para-chyristianne)
C. The disturbance is not better explained by another mental disorder. (---------->meta-scatologia)
D. The disturbance does not occur exclusively during the course of a delirium. (---------->ortho-ncdlb)
E. The disturbance causes clinically significant distress or impairment in social, occupational, (--------->ortho-zes)
or other important areas of functioning, or necessitates hospitalization to prevent (---------->orthoberquist)
harm to self or others, or there are psychotic features. (---------->meta-contusion)
Coding note: The ICD-9-CM code for bipolar and related disorder due to another medical (--------->para-apprehensions)
condition is 293.83, which is assigned regardless of the specifier. The ICD-10-CM code (---------->pararetrograde)
depends on the specifier (see below). (---------->para-mispronounce)
Specify if: (---------->para-pseudocyesis)
(F06.33) With manic features: Full criteria are not met for a manic or hypomanie episode. (--------->ortho-iviental)
(F06.33) With manic- or hypomanic-iii<e episode: Full criteria are met except Criterion (---------->orthostratum)
D for a manic episode or except Criterion F for a hypomanie episode. (---------->ortho-btbd)
(F06.34) With mixed features: Symptoms of depression are also present but do not (---------->paraincontrovertible)
predominate in the clinical picture. (---------->meta-tlu)
Coding note: Include the name of the other medical condition in the name of the mental (---------->paratumoral)
disorder (e.g., 293.83 [F06.33] bipolar disorder due to hyperthyroidism, with manic features). (--------->ortho-languidness)
The other medical condition should also be coded and listed separately immediately (---------->orthoneurogenic)
before the bipolar and related disorder due to the medical condition (e.g., 242.90 (---------->orthomcelhose)
[E05.90] hyperthyroidism; 293.83 [F06.33] bipolar disorder due to hyperthyroidism, with (---------->orthohypophosphatemia)
manic features). (---------->meta-stigmatization)
Diagnostic Features (---------->meta-slighted)
The essential features of bipolar and related disorder due to another medical condition are (--------->ortho-nonfatal)
presence of a prominent and persistent period of abnormally elevated, expansive, or irritable (--------->meta-lacerations)
mood and abnormally increased activity or energy predominating in the clinical picture (---------->parastriatal)
that is attributable to another medical condition (Criterion B). In most cases the manic (---------->metafullsymptom)
or hypomanie picture may appear during the initial presentation of the medical condition (--------->meta-declarative)
(i.e., within 1 month); however, there are exceptions, especially in chronic medical conditions (--------->ortho-overconnection)
that might worsen or relapse and herald the appearance of the manic or hypomanie (---------->paradeepika)
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picture. Bipolar and related disorder due to another medical condition would not be diagnosed (--------->meta-posttransttion)
when the manic or hypomanie episodes definitely preceded the medical condition, (---------->metahairston)
since the proper diagnosis would be bipolar disorder (except in the unusual circumstance (--------->ortho-infarcts)
in which all preceding manic or hypomanie episodes—or, when only one such episode has (--------->meta-lnjuiy)
occurred, the preceding manic or hypomanie episode—were associated with ingestion of (--------->para-heideman)
a substance/medication). The diagnosis of bipolar and related disorder due to another (---------->paratelemetry)
medical condition should not be made during the course of a delirium (Criterion D). The (---------->orthomckhann)
manic or hypomanie episode in bipolar and related disorder due to another medical condition (--------->ortho-scarcely)
must cause clinically significant distress or impairment in social, occupational, or (---------->orthocentimeters)
other important areas of functioning to qualify for this diagnosis (Criterion E). (---------->ortho-tibialis)
Associated Features Supporting Diagnosis (---------->para-sacrificing)
Etiology (i.e., a causal relationship to another medical condition based on best clinical evidence) (--------->para-ejected)
is the key variable in this etiologically specified form of bipolar disorder. The listing (---------->metaseasonality)
of medical conditions that are said to be able to induce mania is never complete, and (---------->parapsychosexual)
the clinician's best judgment is the essence of this diagnosis. Among the best known of the (--------->para-etrator)
medical conditions that can cause a bipolar manic or hypomanie condition are Cushing's (--------->ortho-ofer)
disease and multiple sclerosis, as well as stroke and traumatic brain injuries. (---------->paraashaktapanna)
Deveiopment and Course (---------->ortho-shortcomings)
Bipolar and related disorder due to another medical condition usually has its onset acutely (--------->meta-histopathological)
or subacutely within the first weeks or month of the onset of the associated medical condition. (--------->para-atrophy)
However, this is not always the case, as a worsening or later relapse of the associated (---------->metastressorrelated)
medical condition may precede the onset of the manic or hypomanie syndrome. The (---------->metahansler)
clinician must make a clinical judgment in these situations about whether the medical condition (--------->para-autobiographical)
is causative, based on temporal sequence as well as plausibility of a causal relationship. (--------->meta-tandon)
Finally, the condition may remit before or just after the medical condition remits, (---------->parabuspirone)
particularly wh^n treatment of the manic/hypomanie symptoms is effective. (---------->ortho-persists)
Culture-Related Diagnostic Issues (---------->meta-impaction)
Culture-related differences, to the extent that there is any evidence, pertain to those associated (--------->ortho-exacerbate)
with the medical condition (e.g., rates of multiple sclerosis and stroke vary around (---------->orthojoking)
the world based on dietary, genetic factors, and other environmental factors). (---------->meta-dexterity)
Gender-Related Diagnostic Issues (---------->meta-dissociaton)
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Gender differences pertain to those associated with the medical condition (e.g., systemic (--------->meta-contaly)
lupus erythematosus is more common in females; stroke is somewhat more common in (---------->metamedioal)
middle-age males compared with females). (---------->meta-decaying)
Diagnostic Markers (---------->para-trisha)
Diagnostic markers pertain to those associated with the medical condition (e.g., steroid (---------->orthoknovm)
levels in blood or urine to help corroborate the diagnosis of Cushing's disease, which can (--------->meta-tio)
be associated with manic or depressive syndromes; laboratory tests confirming the diagnosis (--------->para-schwarzenbart)
of multiple sclerosis). (---------->ortho-hypo)
Functional Consequences of Bipolar and Related (---------->ortho-conspired)
Disorder Due to Another Medical Condition (---------->ortho-shona)
Functional consequences of the bipolar symptoms may exacerbate impairments associated (--------->ortho-closeness)
with the medical condition and may incur worse outcomes due to interference with (---------->metaeben)
medical treatment. In general, it is believed, but not established, that the illness, when induced (--------->ortho-shawna)
by Cushing's disease, will not recur if the Cushing's disease is cured or arrested. (---------->orthosuicidal)
However, it is also suggested, but not established, that mood syndromes, including depressive (--------->meta-solanto)
and manic/hypomanie ones, may be episodic (i.e., recurring) with static brain injuries (---------->orthokorff)
and other central nervous system diseases. (---------->meta-invariably)
Differential Diagnosis (---------->ortho-stipulation)
Symptoms of delirium, catatonia, and acute anxiety. It is important to differentiate (---------->metadisproportionately)
symptoms of mania from excited or hypervigilant delirious symptoms; from excited catatonic (--------->ortho-hauger)
symptoms; and from agitation related to acute anxiety states. (---------->ortho-foreplay)
Medication-induced depressive or manic symptoms. An important differential diagnostic (---------->parastipulations)
observation is that the other medical condition may be treated with medications (---------->orthosubmissiveness)
(e.g., steroids or alpha-interferon) that can induce depressive or manic symptoms. In these (--------->para-sedative)
cases, clinical judgment using all of the evidence in hand is the best way to try to separate (--------->ortho-diminish)
the most likely and/or the most important of two etiological factors (i.e., association with (---------->parastarvation)
the medical condition vs. a substance/medication-induced syndrome). The differential diagnosis (--------->ortho-hilf)
of the associated medical conditions is relevant but largely beyond the scope of the (---------->metashakiness)
present manual. (---------->para-reuniting)
Comorbidity (---------->ortho-excoriations)
Conditions comorbid with bipolar and related disorder due to another medical condition (---------->orthogarza)
are those associated with the medical conditions of etiological relevance. Delirium can occur (--------->ortho-nininger)
before or along with manic symptoms in individuals with Cushing's disease. (---------->meta-intervening)
Other Specified Bipolar and Related Disorder (---------->para-spect)
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296.89 (F31.89) (---------->meta-machuda)
This category applies to presentations in which symptoms characteristic of a bipolar and (---------->paratelogen)
related disorder that cause clinically significant distress or impairment in social, occupational, (--------->meta-kavoos)
or other important areas of functioning predominate but do not meet the full criteria (---------->metaperseverant)
for any of the disorders in the bipolar and related disorders diagnostic class. The other (---------->orthobieber)
specified bipolar and related disorder category is used in situations in which the clinician (---------->parapae)
chooses to communicate the specific reason that the presentation does not meet the criteria (--------->para-provoke)
for any specific bipolar and related disorder. This is done by recording “other specified (---------->metanonsexual)
bipolar and related disorder” followed by the specific reason (e.g., “short-duration (---------->orthoovervaluatipn)
cyclothymia”). (---------->meta-procure)
Examples of presentations that can be specified using the “other specified” designation (---------->metaneurobiological)
include the following: (---------->meta-gaf)
1. Short-duration hypomanie episodes (2-3 days) and major depressive episodes: A (---------->parabullies)
lifetime history of one or more major depressive episodes in individuals whose presentation (--------->ortho-feces)
has never met full criteria for a manic or hypomanie episode but who have experienced (---------->metagoalfocused)
two or more episodes of short-duration hypomania that meet the full symptomatic criteria (--------->meta-utterances)
for a hypomanie episode but that only last for 2-3 days. The episodes of hypomanie symptoms (--------->meta-gio)
do not overlap in time with the major depressive episodes, so the disturbance does (---------->orthoeariy)
not meet criteria for major depressive episode, with mixed features. (---------->para-partialism)
2. Hypomanie episodes with insufficient symptoms and major depressive episodes: (---------->metaconveys)
A lifetime history of one or more major depressive episodes in individuals (---------->ortho-mealtimes)
whose presentation has never met full criteria for a manic or hypomanie episode but (---------->metadarnall)
who have experienced one or more episodes of hypomania that do not meet full symptomatic (--------->para-periand)
criteria (i.e., at least 4 consecutive days of elevated mood and one or two of (---------->orthoopioidrelated)
the other symptoms of a hypomanie episode, or irritable mood and two or three of the (---------->metagirly)
other symptoms of a hypomanie episode). The episodes of hypomanie symptoms do (---------->parazinbarg)
not overlap in time with the major depressive episodes, so the disturbance does not (---------->parapsychosocial)
meet criteria for major depressive episode, with mixed features. (---------->ortho-syncope)
3. Hypomanie episode without prior major depressive episode: One or more hypomanic (---------->metatomography)
episodes in an individual whose presentation has never met full criteria for a major (---------->orthoinertia)
depressive episode or a manic episode. If this occurs in an individual with an (---------->ortho-polyuria)
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established diagnosis of persistent depressive disorder (dysthymia), both diagnoses (---------->orthopsychoticism)
can be concurrently applied during the periods when the full criteria for a hypomanie (---------->orthohage)
episode are met. (---------->ortho-alleviated)
4. Short-duration eyelothymia (less than 24 months): Multiple episodes of hypomanie (---------->metamitigating)
symptoms that do not meet criteria for a hypomanie episode and multiple episodes of depressive (--------->ortho-ajay)
symptoms that do not meet criteria for a major depressive episode that persist (---------->meta-plms)
over a period of less than 24 months (less than 12 months for children or adolescents) (---------->metaphosphokinase)
in an individual whose presentation has never met full criteria for a major depressive, (---------->parachildlike)
manic, or hypomanie episode and does not meet criteria for any psychotic disorder. During (--------->para-chiefly)
the course of the disorder, the hypomanie or depressive symptoms are present for (---------->metadisordet)
more days than not, the individual has not been without symptoms for more than 2 months (--------->ortho-euthymia)
at a time, and the symptoms cause clinically significant distress or impairment. (---------->orthokopelowicz)
Unspecified Bipolar and Related Disorder _________________________________
V__________________________________________________________________________________
_____________________________________________________________________ (---------->paraposillico)
296.80 (F31.9) (---------->meta-jeffries)
This category applies to presentations in which symptoms characteristic of a bipolar and (--------->meta-auickiv)
related disorder that cause clinically significant distress or impairment in social, occupational, (--------->ortho-sensitization)
or other important areas of functioning predominate but do not meet the full criteria (---------->metasexualized)
for any of the disorders in the bipolar and related disorders diagnostic class. The unspecified (--------->ortho-ulrich)
bipolar and related disorder category is used in situations in which the clinician chooses (---------->pararheena)
not to specify the reason that the criteria are not met for a specific bipolar and related (---------->orthotlu)
disorder, and includes presentations in which there is insufficient information to make a (---------->metaexponentially)
more specific diagnosis (e.g., in emergency room settings). (---------->ortho-speculative)
Specifiers for Bipolar and Related Disorders (---------->meta-appropriateness)
Specify if: (---------->para-umi)
With anxious distress: The presence of at least two of the following symptoms during (---------->metadiuretic)
the majority of days of the current or most recent episode of mania, hypomania, or depression: (--------->ortho-depress)
1. Feeling keyed up or tense. (---------->meta-shorten)
2. Feeling unusually restless. (---------->meta-iiii)
3. Difficulty concentrating because of worry. (---------->ortho-sleepwalking)
4. Fear that something awful may happen. (---------->para-somstic)
5. Feeling that the individual might lose control of himself or herself. (---------->meta-wliether)
Specify current severity: (---------->para-hinton)
lUlild: Two symptoms. (---------->ortho-clausell)
lUloderate: Three symptoms. (---------->ortho-phenelzine)
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Moderate-severe: Four or five symptoms. (---------->ortho-mucous)
Severe: Four or five symptoms with motor agitation. (---------->ortho-lenze)
Note: Anxious distress has been noted as a prominent feature of both bipolar and (---------->ortho-idalia)
major depressive disorder in both primary care and specialty mental health settings. (---------->parashortening)
High levels of anxiety have been associated with higher suicide risk, longer (---------->meta-conunent)
duration of illness, and greater likelihood of treatment nonresponse. As a result, it (---------->orthoprigatano)
is clinically useful to specify accurately the presence and severity levels of anxious (---------->orthoalonzo)
distress for treatment planning and monitoring of response to treatment. (---------->para-dementias)
With mixed features: The mixed features specifier can apply to the current manic, hypomanie, (--------->ortho-pharmacologically)
or depressive episode in bipolar I or bipolar II disorder: (---------->meta-patel)
IManic or hypomanie episode, with mixed features: (---------->para-honorfinancial)
A. Full criteria are met for a manic episode or hypomanie episode, and at least (---------->orthosymmetrically)
three of the following symptoms are present during the majority of days of the (---------->metafluctuates)
current or most recent episode of mania or hypomania: (---------->ortho-periand)
1. Prominent dysphoria or depressed mood as indicated by either subjective (---------->para-nitschke)
report (e.g., feels sad or empty) or observation made by others (e.g., appears (---------->orthosalbutamol)
tearful). (---------->para-opioidinduced)
2. Diminished interest or pleasure in all, or almost all, activities (as indicated by (---------->orthointerdependence)
either subjective account or observation made by others). (---------->meta-unnoticed)
3. Psychomotor retardation nearly every day (observable by others; not merely (---------->meta-neuron)
subjective feelings of being slowed down). (---------->ortho-bagley)
4. Fatigue or loss of energy. (---------->meta-goldbloom)
5. Feelings of worthlessness or excessive or inappropriate guilt (not merely (---------->ortho-keyed)
self-reproach or guilt about being sick). (---------->para-adoptive)
6. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation (---------->metapresenilin)
without a specific plan, or a suicide attempt or a specific plan for committing (---------->meta-racy)
suicide. (---------->para-provoke)
B. Mixed symptoms are observable by others and represent a change from the (---------->metagastroesophageal)
person’s usual behavior. (---------->meta-tranquilizers)
C. For individuals whose symptoms meet full episode criteria for both mania and (---------->metaoverwhelms)
depression simultaneously, the diagnosis should be manic episode, with mixed (---------->orthocytotoxic)
features, due to the marked impairment and clinical severity of full mania. (---------->meta-repress)
D. The mixed symptoms are not attributable to the physiological effects of a substance (---------->parakothare)
(e.g., a drug of abuse, a medication, other treatment). (---------->meta-allele)
Depressive episode, witli mixed features: (---------->para-valence)
A. Full criteria are met for a major depressive episode, and at least three of the following (--------->ortho-sherrie)
manic/hypomanic symptoms are present during the majority of days of (---------->para-supranuclear)
the current or most recent episode of depression: (---------->ortho-monosyllabic)
1. Elevated, expansive mood. (---------->meta-poorer)
2. Inflated self-esteem or grandiosity. (---------->ortho-wemicke)
3. More talkative than usual or pressure to keep talking. (---------->ortho-buckner)
4. Flight of ideas or subjective experience that thoughts are racing. (---------->para-psenl)
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5. Increase in energy or goal-directed activity (either socially, at work or school, (---------->metabupropion)
or sexually). (---------->ortho-fumes)
6. Increased or excessive involvement in activities that have a high potential (---------->para-lobe)
for painful consequences (e.g., engaging in unrestrained buying sprees, (---------->ortho-physiologically)
sexual indiscretions, or foolish business investments). (---------->meta-osiol)
7. Decreased need for sleep (feeling rested despite sleeping less than usual; (---------->ortho-gonzaga)
to be contrasted with insomnia). (---------->ortho-llfilll)
B. Mixed symptoms are observable by others and represent a change from the (---------->orthocontinence)
person’s usual behavior. (---------->para-vasudeo)
C. For individuals whose symptoms meet full episode criteria for both mania and (---------->para-verg)
depression simultaneously, the diagnosis should be manic episode, with mixed (---------->ortho-salient)
features. (---------->meta-enticing)
D. The mixed symptoms are not attributable to the physiological effects of a substance (---------->metaparasite)
(e.g., a drug of abuse, a medication, or other treatment). (---------->para-hypoxemic)
Note: Mixed features associated with a major depressive episode have been found (---------->metasubdural)
to be a significant risk factor for the development of bipolar I or bipolar II disorder. (---------->meta-tars)
As a result, it is clinically useful to note the presence of this specifier for treatment (---------->metatangentiality)
planning and monitoring of response to treatment. (---------->ortho-dysfimction)
Witli rapid cycling (can be applied to bipolar I or bipolar II disorder): Presence of at (---------->paraappenc)
least four mood episodes in the previous 12 months that meet the criteria for manic, (---------->orthonorepinephrine)
hypomanie, or major depressive episode. (---------->meta-multiparity)
Note: Episodes are demarcated by either partial or full remissions of at least 2 months (---------->paradumps)
or a switch to an episode of the opposite polarity (e.g., major depressive episode to (---------->orthoespy)
manic episode). (---------->para-alo)
Note: The essential feature of a rapid-cycling bipolar disorder is the occurrence of (---------->orthocyclothymia)
at least four mood episodes during the previous 12 months. These episodes can (---------->paramanipulativeness)
occur in any combination and order. The episodes must meet both the duration and (---------->orthopreplan)
symptom number criteria for a major depressive, manic, or hypomanie episode and (---------->parapatterning)
must be demarcated by either a period of full remission or a switch to an episode (---------->meta-zaidi)
of the opposite polarity. Manic and hypomanie episodes are counted as being on (---------->metavividly)
the same pole. Except for the fact that they occur more frequently, the episodes that (---------->paravigilance)
occur in a rapid-cycling pattern are no different from those that occur in a non-rapidcycling (--------->meta-ihat)
pattern. Mood episodes that count toward defining a rapid-cycling pattern (---------->meta-dissipated)
exclude those episodes directly caused by a substance (e.g., cocaine, corticosteroids) (---------->metalichen)
or another medical condition. (---------->ortho-contradict)
With melancholic features: (---------->para-avocations)
A. One of the following is present during the most severe period of the current episode; (---------->metarohde)
1. Loss of pleasure in all, or almost all, activities. (---------->para-remits)
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2. Lack of reactivity to usually pleasurable stimuli (does not feel much better, even (---------->meta-bhui)
temporarily, when something good happens). (---------->ortho-cambodian)
B. Three (or more) of the following: (---------->para-bhat)
1. A distinct quality of depressed mood characterized by profound despondency, (---------->pararecollection)
despair, and/or moroseness or by so-called empty mood. (---------->meta-hernia)
2. Depression that is regularly worse in the morning. (---------->para-erratic)
3. Early-morning awakening (i.e., at least 2 hours before usual awakening). (---------->para-irt)
4. Marked psychomotor agitation or retardation. (---------->ortho-nevado)
5. Significant anorexia or weight loss. (---------->para-hazelike)
6. Excessive or inappropriate guilt. (---------->meta-hemorrhages)
Note: The specifier “with melancholic features” is applied if these features are present (---------->orthoencoimtered)
at the most severe stage of the episode. There is a near-complete absence of (---------->para-chilis)
the capacity for pleasure, not merely a diminution. A guideline for evaluating the (---------->paradystrophies)
lack of reactivity of mood is that even highly desired events are not associated with (---------->metafunnels)
marked brightening of mood. Either mood does not brighten at all, or it brightens (---------->para-stump)
only partially (e.g., up to 20%-40% of normal for only minutes at a time). The “distinct (---------->parasandusky)
quality” of mood that is characteristic of the “with melancholic features” specifier (---------->orthostratigos)
is experienced as qualitatively different from that during a nonmelancholic (---------->metahypersensitive)
depressive episode. A depressed mood that is described as merely more severe, (---------->meta-halos)
longer lasting, or present without a reason is not considered distinct in quality. Psychomotor (--------->meta-noninjurious)
changes are nearly always present and are observable by others. (---------->para-bouts)
Melancholic features exhibit only a modest tendency to repeat across episodes (---------->metatrembling)
in the same individual. They are more frequent in inpatients, as opposed to outpatients; (---------->paralifespan)
are less likely to occur in milder than in more severe major depressive episodes; (---------->orthohariton)
and are more likely to occur in those with psychotic features. (---------->ortho-domanico)
With atypical features: This specifier can be applied when these features predominate (---------->parasedative)
during the majority of days of the current or most recent major depressive episode. (---------->orthofivefold)
A. Mood reactivity (i.e., mood brightens in response to actual or potential positive (---------->metapreempt)
events). (---------->meta-transporation)
B. Two (or more) of the following features: (---------->meta-impairing)
1. Significant weight gain or increase in appetite. (---------->meta-poisonings)
2. Hypersomnia. (---------->para-blemish)
3. Leaden paralysis (i.e., heavy, leaden feelings in arms or legs). (---------->meta-erythema)
4. A long-standing pattern of interpersonal rejection sensitivity (not limited to episodes (---------->orthoidos)
of mood disturbance) that results in significant social or occupational (---------->para-neoplasm)
impairment. (---------->para-precursors)
C. Criteria are not met for “with melancholic features” or “with catatonia” during the (---------->metajerlyn)
same episode. (---------->meta-undesirability)
Note: “Atypical depression” has historical significance (i.e., atypical in contradistinction (---------->orthoselfcenteredness)
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to the more classical agitated, “endogenous” presentations of depression (---------->ortho-counterattack)
that were the norm when depression was rarely diagnosed in outpatients and almost (---------->orthoantianxiety)
never in adolescents or younger adults) and today does not connote an uncommon (---------->orthocoldness)
or unusual clinical presentation as the term might imply. (---------->meta-linguistically)
Mood reactivity is the capacity to be cheered up when presented with positive (---------->paramedicolegal)
events (e.g., a visit from children, compliments from others). Mood may become (---------->orthoconcomitants)
euthymie (not sad) even for extended periods of time if the external circumstances (---------->metaothenvise)
remain favorable. Increased appetite may be manifested by an obvious increase in (---------->paraslurs)
food intake or by weight gain. Hypersomnia may include either an extended period (---------->orthobouts)
of nighttime sleep or daytime napping that totals at least 10 hours of sleep per day (---------->metadriskill)
(or at least 2 hours more than when not depressed). Leaden paralysis is defined as (---------->metasameness)
feeling heavy, leaden, or weighted down, usually in the arms or legs. This sensation (---------->paralessened)
is generally present for at least an hour a day but often lasts for many hours at a (---------->paraadmitting)
time. Unlike the other atypical features, pathological sensitivity to perceived interpersonal (--------->meta-collaborated)
rejection is a trait that has an early onset and persists throughout most of (---------->ortho-nonrelative)
adult life. Rejection sensitivity occurs both when the person is and is not depressed, (---------->paradirtiness)
though it may be exacerbated during depressive periods. (---------->para-triazolam)
With psychotic features: Delusions or hallucinations are present at any time in the (---------->orthofrotteurism)
episode. If psychotic features are present, specify if mood-congruent or mood-incongruent: (--------->meta-overdoses)
With mood-congruent psychotic features: During manic episodes, the content (---------->para-kircanski)
of all delusions and hallucinations is consistent with the typical manic (---------->meta-unidirectional)
themes of grandiosity, invulnerability, etc., but may also include themes of suspiciousness (--------->meta-spongiform)
or paranoia, especially with respect to others’ doubts about the individual’s (---------->para-anecdotal)
capacities, accomplishments, and so forth. (---------->ortho-shubu)
With mood-incongruent psychotic features: The content of delusions and (---------->ortho-seetable)
hallucinations is inconsistent with the episode polarity themes as described (---------->orthoimperfections)
above, or the content is a mixture of mood-incongruent and mood-congruent (---------->para-osvchiatric)
themes. (---------->ortho-branton)
With catatonia: This specifier can apply to an episode of mania or depression if catatonic (--------->ortho-nonaccidental)
features are present during most of the episode. See criteria for catatonia associated (---------->paramenninger)
with a mental disorder in the chapter “Schizophrenia Spectrum and Other (---------->parakyphoscoliosis)
Psychotic Disorders.” (---------->ortho-teratogenic)
With péripartum onset: This specifier can be applied to the current or, if the full criteria (---------->pararlunggi)
are not currently met for a mood episode, most recent episode of mania, hypomania, (---------->metaivlarkers)
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or major depression in bipolar I or bipolar I! disorder if onset of mood symptoms (---------->ortho-coello)
occurs during pregnancy or in the 4 weeks following delivery. (---------->meta-pco)
Note: Mood episodes can have their onset either during pregnancy or postpartum. (---------->paratantrum)
Although the estimates differ according to the period of follow-up after delivery, between (--------->ortho-glossa)
3% and 6% of women will experience the onset of a major depressive episode (---------->orthosjonptoms)
during pregnancy or in the weeks or months following delivery. Fifty percent (---------->meta-gestation)
of “postpartum” major depressive episodes actually begin prior to delivery. Thus, (---------->metaobstetric)
these episodes are referred to collectively as péripartum episodes. Women with (---------->orthophenomenological)
péripartum major depressive episodes often have severe anxiety and even panic (---------->ortho-lobar)
attacks. Prospective studies have demonstrated that mood and anxiety symptoms (---------->metasuggestible)
during pregnancy, as well as the “baby blues,” increase the risk for a postpartum (---------->paramyoclonic)
major depressive episode. (---------->ortho-indoctrination)
Peripartum-onset mood episodes can present either with or without psychotic (---------->orthosubacutely)
features^ Infanticide is most often associated with postpartum psychotic episodes (---------->orthomodulating)
that are characterized by command hallucinations to kill the infant or delusions that (---------->parahyperacusis)
the infant is possessed, but psychotic symptoms can also occur in severe postpartum (---------->orthosoqal)
mood episodes without such specific delusions or hallucinations. (---------->meta-cramps)
Postpartum mood (major depressive or manic) episodes with psychotic features (---------->paraincessant)
appear to occur in from 1 in 500 to 1 in 1,000 deliveries and may be more common (---------->metaseeldng)
in primiparous women. The risk of postpartum episodes with psychotic features is (---------->parapggdiriq)
particularly increased for women with prior postpartum mood episodes but is also (---------->metaraters)
elevated for those with a prior history of a depressive or bipolar disorder (especially (---------->parabogue)
bipolar I disorder) and those with a family history of bipolar disorders. (---------->orthohyperperfectionism)
Once a woman has had a postpartum episode with psychotic features, the risk (---------->para-worsens)
of recurrence with each subsequent delivery is between 30% and 50%. Postpartum (---------->metamythical)
episodes must be differentiated from delirium occurring in the postpartum period, (---------->paralivesley)
which is distinguished by a fluctuating level of awareness or attention. The postpartum (---------->metastarvation)
period is unique with respect to the degree of neuroendocrine alterations and (---------->meta-troemel)
psychosocial adjustments, the potential impact of breast-feeding on treatment planning, (---------->orthoblacking)
and the long-term implications of a history of postpartum mood disorder on subsequent (---------->orthomagically)
family planning. (---------->para-uncontrollable)
With seasonal pattern: This specifier applies to the lifetime pattern of mood episodes. (---------->metaundiagnosed)
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The essential feature is a regular seasonal pattern of at least one type of episode (i.e., (---------->parainternationai)
mania, hypomania, or depression). The other types of episodes may not follow this pattern. (--------->para-embezzlement)
For example, an individual may have seasonal manias, but his or her depressions (---------->parasmelling)
do not regularly occur at a specific time of year. (---------->para-almashat)
A. There has been a regular temporal relationship between the onset of manic, hypomanic, (--------->ortho-overdoses)
or major depressive episodes and a particular time of the year (e.g., in the (---------->metaascertainment)
fall or winter) in bipolar I or bipolar II disorder. (---------->para-mismatch)
Note: Do not include cases in which there is an obvious effect of seasonally related (---------->orthovestibular)
psychosocial stressors (e.g., regularly being unemployed every winter). (---------->meta-dispositions)
B. Full remissions (or a change from major depression to mania or hypomania or vice (---------->parastuttering)
versa) also occur at a characteristic time of the year (e.g., depression disappears (---------->metaemmett)
in the spring). (---------->meta-thurm)
C. In the last 2 years, the individual’s manic, hypomanie, or major depressive episodes (---------->metaglutethimide)
have demonstrated a temporal seasonal relationship, as defined above, and no (---------->metaetiologies)
non-seasonal episodes of that polarity have occurred during that 2-year period. (---------->meta-foresee)
D. Seasonal manias, hypomanias, or depressions (as described above) substantially (---------->orthoattenhon)
outnumber any nonseasonal manias, hypomanias, or depressions that may have (---------->orthoinsincere)
occurred over the individual’s lifetime. (---------->meta-undetermined)
Note: This specifier can be applied to the pattern of major depressive episodes in (---------->metaagenesis)
bipolar I disorder, bipolar II disorder, or major depressive disorder, recurrent. The (---------->orthofloridly)
essential feature is the onset and remission of major depressive episodes at characteristic (--------->para-modulating)
times of the year. In most cases, the episodes begin in fall or winter and (---------->ortho-atropine)
remit in spring. Less commonly, there may be recurrent summer depressive episodes. (---------->metalaraque)
This pattern of onset and remission of episodes must have occurred during (---------->meta-substarice)
at least a 2-year period, without any nonseasonal episodes occurring during this (---------->orthoprobands)
period. In addition, the seasonal depressive episodes must substantially outnumber (---------->metaparrotlike)
any nonseasonal depressive episodes over the individual’s lifetime. (---------->ortho-isackila)
This specifier does not apply to those situations in which the pattern is better explained (---------->metainappropriately)
by seasonally linked psychosocial stressors (e.g., seasonal unemployment (---------->meta-antipathy)
or school schedule). Major depressive episodes that occur in a seasonal pattern (---------->orthoconfuse)
are often characterized by prominent energy, hypersomnia, overeating, weight (---------->para-amputee)
gain, and a craving for carbohydrates. It is unclear whether a seasonal pattern is (---------->orthocliniciai)
more likely in recurrent major depressive disorder or in bipolar disorders. However, (---------->metanonstereotyped)
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within the bipolar disorders group, a seasonal pattern appears to be more likely in (---------->paraheartburn)
bipolar II disorder than in bipolar I disorder. In some individuals, the onset of manic (---------->orthocharacterizing)
or hypomanie episodes may also be linked to a particular season. (---------->para-hauger)
The prevalence of winter-type seasonal pattern appears to vary with latitude, (---------->meta-holter)
age, and sex. Prevalence increases with higher latitudes. Age is also a strong predictor (---------->metaabandoning)
of seasonality, with younger persons at higher risk for winter depressive episodes. (---------->paraanxietyprovoking)
Specify if: (---------->ortho-nonpurposive)
In partial remission: Symptoms of the immediately previous manic, hypomanie, or (---------->orthoozonoff)
depressive episode are present, but full criteria are not met, or there is a period lasting (---------->orthogenders)
less than 2 months without any significant symptoms of a manic, hypomanie, or major (---------->orthoinhalant)
depressive episode following the end of such an episode. (---------->ortho-colorless)
In full remission: During the past 2 months, no significant signs or symptoms of the (---------->orthobrightens)
disturbance were present. (---------->ortho-peterman)
Specify current severity: (---------->meta-pyloric)
Severity is based on the number of criterion symptoms, the severity of those symptoms, (--------->meta-mcalpine)
and the degree of functional disability. (---------->para-auriacombe)
Mild: Few, if any, symptoms in excess of those required to meet the diagnostic criteria (---------->orthobursch)
are present, the intensity of the symptoms is distressing but manageable, and the (---------->metamisunderstand)
symptoms result in minor impairment in social or occupational functioning. (---------->ortho-enticing)
Moderate: The number of symptoms, intensity of symptoms, and/or functional impairment (--------->ortho-codeine)
are between those specified for “mild” and “severe.” (---------->ortho-kruse)
Severe: The number of symptoms is substantially in excess of those required to make (---------->parastipulations)
the diagnosis, the intensity of the symptoms is seriously distressing and unmanageable, (---------->paranonmotor)
and the symptoms markedly interfere with social and occupational functioning. (---------->meta-marlon)
DeprGSSiVG diSOrdGrS include disruptive mood dysregulation disorder, major (---------->paraneurasthenia)
depressive disorder (including major depressive episode), persistent depressive disorder (--------->para-dystonias)
(dysthymia), premenstrual dysphoric disorder, substance/medication-induced depressive (--------->meta-moffitt)
disorder, depressive disorder due to another medical condition, other specified depressive (--------->para-digressive)
disorder, and imspecified depressive disorder. Unlike in DSM-IV, this chapter (---------->paraenviroriment)
Depressive Disorders has been separated from the previous chapter "Bipolar and Related (--------->meta-reassurance)
Disorders." The common feature of all of these disorders is the presence of sad, (---------->metaoverdoses)
empty, or irritable mood, accompanied by somatic and cognitive changes that significantly (--------->para-nontraumatic)
affect the individual's capacity to function. What differs among them are issues of (---------->orthohinders)
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duration, timing, or presumed etiology. (---------->para-nicasio)
In order to address concerns about the potential for the overdiagnosis of and treatment (---------->paramokhtar)
for bipolar disorder in children, a new diagnosis, disruptive mood dysregulation disorder, (--------->meta-presymptomatic)
referring to the presentation of children with persistent irritability and frequent episodes (---------->metabefriend)
of extreme behavioral dyscontrol, is added to the depressive disorders for children up to (--------->ortho-kerschmann)
12 years of age. Its placement in this chapter reflects the finding that children with this (---------->orthopopping)
symptom pattern typically develop unipolar depressive disorders or anxiety disorders, (---------->paraimpressing)
rather than bipolar disorders, as they mature into adolescence and adulthood. (---------->para-reactivity)
Major depressive disorder represents the classic condition in this group of disorders. It (---------->paraoverwhelms)
is characterized by discrete episodes of at least 2 weeks' duration (although most episodes (--------->para-devaluing)
last considerably longer) involving clear-cut changes in affect, cognition, and neurovegetative (--------->ortho-bezoar)
functions and inter-episode remissions. A diagnosis based on a single episode is (---------->metaburnside)
possible, although the disorder is a recurrent one in the majority of cases. Careful consideration (--------->meta-ambivalent)
is given to the delineation of normal sadness and grief from a major depressive episode. (--------->meta-assaults)
Bereavement may induce great suffering, but it does not typically induce an episode (---------->metapostmenses)
of major depressive disorder. When they do occur together, the depressive symptoms and (--------->meta-depersonaliza)
functional impairment tend to be more severe and the prognosis is worse compared with (--------->ortho-recurrently)
bereavement that is not accompanied by major depressive disorder. Bereavement-related (--------->para-deceitful)
depression tends to occur in persons with other vulnerabilities to depressive disorders, (---------->metabuspirone)
and recovery may be facilitated by antidepressant treatment. (---------->ortho-succinct)
A more chronic form of depression, persistent depressive disorder (dysthymia), can be (---------->orthoopalesky)
diagnosed when the mood disturbance continues for at least 2 years in adults or 1 year in (--------->meta-behaving)
children. This diagnosis, new in DSM-5, includes both the DSM-IV diagnostic categories of (--------->para-kaufmann)
chronic major depression and dysthymia. (---------->ortho-sastry)
After careful scientific review of the evidence, premenstrual dysphoric disorder has (---------->parasubclassified)
been moved from an appendix of DSM-IV ("Criteria Sets and Axes Provided for Further (---------->orthoharwood)
Study") to Section II of DSM-5. Almost 20 years of additional of research on this condition (--------->ortho-nussbaum)
has confirmed a specific and treatment-responsive form of depressive disorder that begins (--------->meta-phosphorylated)
sometime following ovulation and remits within a few days of menses and has a marked (---------->paraeqn)
impact on functioning. (---------->ortho-connmon)
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A large number of substances of abuse, some prescribed medications, and several (---------->parabariatric)
medical conditions can be associated with depression-like phenomena. This fact is recognized (--------->ortho-ivlajor)
in the diagnoses of substance/medication-induced depressive disorder and depressive (---------->orthotackett)
disorder due to another medical condition. (---------->para-inflicts)
Disruptive Mood Dysregulation Disorder (---------->ortho-genders)
Diagnostic Criteria 296.99 (F34.8) (---------->ortho-acidosis)
A. Severe recurrent temper outbursts manifested verbally (e.g., verbal rages) and/or behaviorally (--------->ortho-disordered)
(e.g., physical aggression toward people or property) that are grossly out of (---------->ortho-compulsive)
proportion in intensity or duration to the situation or provocation. (---------->para-positional)
B. The temper outbursts are inconsistent with developmental level. (---------->para-supraventricular)
C. The temper outbursts occur, on average, three or more times per week. (---------->meta-lethality)
D. The mood between temper outbursts is persistently irritable or angry most of the day, (---------->paradecidedly)
nearly every day, and is observable by others (e.g., parents, teachers, peers). (---------->para-sateia)
E. Criteria A-D have been present for 12 or more months. Throughout that time, the individual (--------->para-nondamaging)
has not had a period lasting 3 or more consecutive months without all of the (---------->ortho-artifact)
symptoms in Criteria A-D. (---------->ortho-neuron)
F. Criteria A and D are present in at least two of three settings (i.e., at home, at school, (---------->orthounmotivated)
with peers) and are severe in at least one of these. (---------->para-nonreactivity)
G. The diagnosis should not be made for the first time before age 6 years or after age 18 (--------->para-hyperthermia)
years. (---------->para-nuchae)
H. By history or observation, the age at onset of Criteria A-E is before 10 years. (---------->parabaranek)
I. There has never been a distinct period lasting more than 1 day during which the full (---------->metaoverlaps)
symptom criteria, except duration, for a manic or hypomanie episode have been met. (---------->orthobereaved)
Note: Developmentally appropriate mood elevation, such as occurs in the context of a (---------->parapurposeful)
highly positive event or its anticipation, should not be considered as a symptom of mania (--------->ortho-acuity)
or hypomania. (---------->para-sarmukaddam)
J. The behaviors do not occur exclusively during an episode of major depressive disorder (--------->meta-rewrites)
and are not better explained by another mental disorder (e.g., autism spectrum disorder, (--------->ortho-arylcyclohexylamines)
posttraumatic stress disorder, separation anxiety disorder, persistent depressive (---------->orthodebakey)
disorder [dysthymia]). (---------->para-krell)
Note: This diagnosis cannot coexist with oppositional defiant disorder, intermittent explosive (--------->meta-neurodevelopmental)
disorder, or bipolar disorder, though it can coexist with others, including major (---------->meta-bhor)
depressive disorder, attention-deficit/hyperactivity disorder, conduct disorder, and (---------->parainsecurity)
substance use disorders. Individuals whose symptoms meet criteria for both disruptive (---------->orthohydrocarbon)
mood dysregulation disorder and oppositional defiant disorder should only be given the (---------->paratavares)

DSM-UPAX

361

diagnosis of disruptive mood dysregulation disorder. If an individual has ever experienced (--------->ortho-bradykinesia)
a manic or hypomanie episode, the diagnosis of disruptive mood dysregulation (---------->metanonfluent)
disorder should not be assigned. (---------->ortho-amow)
K. The symptoms are not attributable to the physiological effects of a substance or to another (--------->meta-disinhibiting)
medical or neurological condition. (---------->ortho-crossculturally)
Diagnostic Features (---------->para-homogeneity)
The core feature of disruptive mood dysregulation disorder is chronic, severe persistent irritabihty. (--------->para-shubu)
This severe irritability has two prominent clinical manifestations, the first of (---------->para-nonliving)
which is frequent temper outbursts. These outbursts typically occur in response to frustration (--------->para-constellation)
and can be verbal or behavioral (the latter in the form of aggression against property, (---------->metatricking)
self, or others). They must occur frequently (i.e., on average, three or more times per (---------->metaeeks)
week) (Criterion C) over at least 1 year in at least two settings (Criteria E and F), such as in (--------->meta-pharyngeal)
the home and at school, and they must be developmentally inappropriate (Criterion B). (---------->orthobayview)
The second manifestation of severe irritability consists of chronic, persistently irritable or (---------->paracuitural)
angry mood that is present between the severe temper outbursts. This irritable or angry (---------->parafluctuate)
mood must be characteristic of the child, being present most of the day, nearly every day, (--------->para-aftemoon)
and noticeable by others in the child's environment (Criterion D). (---------->meta-receptive)
The clinical presentation of disruptive mood dysregulation disorder must be carefully (---------->metanonamnestic)
distinguished from presentations of other, related conditions, particularly pediatric bipolar (--------->para-antisociality)
disorder. In fact, disruptive mood dysregulation disorder was added to DSM-5 to (---------->ortho-lalone)
address the considerable concern about the appropriate classification and treatment of (---------->pararevolve)
children who present with chronic, persistent irritability relative to children who present (---------->metaprogresses)
with classic (i.e., episodic) bipolar disorder. (---------->meta-sparing)
Some researchers view severe, non-episodic irritability as characteristic of bipolar disorder (--------->meta-sjnnptom)
in children, although both DSM-IV and DSM-5 require that both children and adults (---------->metasetter)
have distinct episodes of mania or hypomania to qualify for the diagnosis of bipolar I disorder. (--------->para-categorize)
During the latter decades of the 20th century, this contention by researchers that (---------->metareconceptualized)
severe, nonepisodic irritability is a manifestation of pediatric mania coincided with an upsurge (--------->ortho-stimillation)
in the rates at which clinicians assigned the diagnosis of bipolar disorder to their (---------->ortho-justine)
pediatric patients. This sharp increase in rates appears to be attributable to clinicians combining (--------->meta-nervosa)
at least two clinical presentations into a single category. That is, both classic, episodic (---------->orthonocturnus)
presentations of mania and non-episodic presentations of severe irritability have (---------->orthopursuits)
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been labeled as bipolar disorder in children. In DSM-5, the term bipolar disorder is explicitly (--------->para-mccleod)
reserved for episodic presentations of bipolar symptoms. DSM-IV did not include a diagnosis (--------->meta-kerekes)
designed to capture youths whose hallmark symptoms consisted of very severe, nonepisodic (--------->para-confluent)
irritability, whereas DSM-5, with the inclusion of disruptive mood dysregulation (---------->para-confer)
disorder, provides a distinct category for such presentations. (---------->meta-intronic)
Prevalence (---------->meta-superimposed)
Disruptive mood dysregulation disorder is common among children presenting to pediatric (--------->ortho-gannon)
mental health clinics. Prevalence estimates of the disorder in the community are unclear. (--------->para-fanton)
Based on rates of chronic and severe persistent irritability, which is the core feature (---------->paradiscriminates)
of the disorder, the overall 6-month to 1-year period-prevalence of disruptive mood dysregulation (--------->para-lifetimes)
disorder among children and adolescents probably falls in the 2%-5% range. (---------->meta-vigilantly)
However, rates are expected to be higher in males and school-age children than in females (--------->ortho-paniclike)
and adolescents. (---------->meta-flattering)
Development and Course (---------->meta-furtiiermore)
The onset of disruptive mood dysregulation disorder must be before age 10 years, and the (--------->meta-intensify)
diagnosis should not be applied to children with a developmental age of less than 6 years. (--------->meta-contradictory)
It is unknown whether the condition presents only in this age-delimited fashion. Because (--------->para-pathoiogicai)
the symptoms of disruptive mood dysregulation disorder are likely to change as children (---------->paramanifests)
mature, use of the diagnosis should be restricted to age groups similar to those in which (---------->paraconceptualizing)
validity has been established (7-18 years). Approximately half of children with severe, (---------->paraenterohepatic)
chronic irritability will have a presentation that continues to meet criteria for the condition (--------->ortho-extraordinarily)
1 year later. Rates of conversion from severe, nonepisodic irritability to bipolar disorder (---------->orthoprofuse)
are very low. Instead, children with chronic irritability are at risk to develop unipolar depressive (--------->para-ilechukwu)
and/or anxiety disorders in adulthood. (---------->ortho-subculture)
Age-related variations also differentiate classic bipolar disorder and disruptive mood (---------->orthokufiingisisa)
dysregulation disorder. Rates of bipolar disorder generally are very low prior to adolescence (--------->ortho-alya)
(<1%), with a steady increase into early adulthood (l%-2% prevalence). Disruptive (---------->paradelinquent)
mood dysregulation disorder is more common than bipolar disorder prior to adolescence, (--------->meta-neuro)
and symptoms of the condition generally become less common as children transition into (--------->meta-witli)
adulthood. (---------->ortho-tarbell)
Risk and Prognostic Factors (---------->ortho-kava)
Temperamental. Children with chronic irritability typically exhibit complicated psychiatric (---------->metamorbidity)
histories. In such children, a relatively extensive history of chronic irritability is (---------->meta-cynical)
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common, typically manifesting before full criteria for the syndrome are met. Such prediagnostic (--------->meta-telemetry)
presentations may have qualified for a diagnosis of oppositional defiant disorder. (---------->parathrusting)
Many children with disruptive mood dysregulation disorder have symptoms that also (---------->paradigoxin)
meet criteria for attention-deficit/hyperactivity disorder (ADHD) and for an anxiety disorder, (--------->meta-oxycodone)
with such diagnoses often being present from a relatively early age. For some children, (---------->orthoyellowing)
the criteria for major depressive disorder may also be met. (---------->para-nervios)
Genetic and physiological. In terms of familial aggregation and genetics, it has been (---------->orthovigilance)
suggested that children presenting with chronic, non-episodic irritability can be differentiated (--------->ortho-dosing)
from children with bipolar disorder in their family-based risk. However, these two (---------->metacontaly)
groups do not differ in familial rates of anxiety disorders, unipolar depressive disorders, (---------->metadruginduced)
or substance abuse. Compared with children with pediatric bipolar disorder or other mental (--------->meta-apolipoprotein)
illnesses, those with disruptive mood dysregulation disorder exhibit both commonalities (---------->paracompiex)
and differences in information-processing deficits. For example, face-emotion (---------->ortho-chottera)
labeling deficits, as well as perturbed decision making and cognitive control, are present in (--------->para-mcalpine)
children with bipolar disorder and chronically irritable children, as well as in children (---------->metageneralist)
with some other psychiatric conditions. There is also evidence for disorder-specific dysfunction, (--------->meta-nyhan)
such as during tasks assessing attention deployment in response to emotional (---------->meta-bourne)
stimuli, which has demonstrated unique signs of dysfunction in children with chronic irritability. (--------->ortho-obviates)
Gender-Related Diagnostic issues (---------->ortho-emfield)
Children presenting to clinics with features of disruptive mood dysregulation disorder are (--------->ortho-ingmar)
predominantly male. Among community samples, a male preponderance appears to be (---------->orthoimpede)
supported. This difference in prevalence between males and females differentiates disruptive (--------->ortho-koehler)
mood dysregulation disorder from bipolar disorder, in which there is an equal gender (---------->metaschover)
prevalence. (---------->para-weinstock)
Suicide Risic (---------->meta-neuroleptics)
In general, evidence documenting suicidal behavior and aggression, as well as other severe (--------->para-symbolically)
functional consequences, in disruptive mood dysregulation disorder should be noted (---------->parablot)
when evaluating children with chronic irritability. (---------->ortho-intergenic)
Functionai Consequences of (---------->para-anted)
Disruptive iVlood Dysreguiation Disorder (---------->ortho-electromyographic)
Chronic, severe irritability, such as is seen in disruptive mood dysregulation disorder, is (---------->orthorestricts)
associated with marked disruption in a child's family and peer relationships, as well as in (--------->para-nonviolent)
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school performance. Because of their extremely low frustration tolerance, such children (---------->parajeffery)
generally have difficulty succeeding in school; they are often unable to participate in the (---------->orthoapolipoprotein)
activities typically enjoyed by healthy children; their family life is severely disrupted by (---------->metagynecological)
their outbursts and irritability; and they have trouble initiating or sustaining friendships. (---------->orthodissociaton)
Levels of dysfunction in children with bipolar disorder and disruptive mood dysregulation (--------->ortho-radiculopathy)
disorder are generally comparable. Both conditions cause severe disruption in the lives of (--------->meta-underestimates)
the affected individual and their families. In both disruptive mood dysregulation disorder (---------->metathase)
and pediatric bipolar disorder, dangerous behavior, suicidal ideation or suicide attempts, (--------->ortho-shghtly)
severe aggression, and psychiatric hospitalization are common. (---------->meta-bradycardia)
Differential Diagnosis (---------->ortho-uncharacteristic)
Because chronically irritable children and adolescents typically present with complex histories, (--------->para-cannotdo)
the diagnosis of disruptive mood dysregulation disorder must be made while considering (--------->para-receptive)
the presence or absence of multiple other conditions. Despite the need to consider (---------->orthotarcia)
many other syndromes, differentiation of disruptive mood dysregulation disorder from bipolar (--------->meta-gangster)
disorder and oppositional defiant disorder requires particularly careful assessment. (---------->metameditative)
Bipolar disorders. The central feature differentiating disruptive mood dysregulation disorder (--------->para-pinching)
and bipolar disorders in children involves the longitudinal course of the core s}nTiptoms. In (--------->para-tirumalasetty)
children, as in adults, bipolar I disorder and bipolar ? disorder manifest as an episodic illness (--------->meta-profess)
with discrete episodes of mood perturbation that can be differentiated from the child's typical (--------->ortho-offend)
presentation. The mood perturbation that occurs during a manic episode is distinctly different (--------->meta-krueger)
from the child's usual mood. In addition, during a manic episode, the change in mood must be (--------->meta-tetrahydrocannabinol)
accompanied by the onset, or worsening, of associated cognitive, behavioral, and physical (--------->meta-impede)
symptoms (e.g., distractibility, increased goal-directed activity), which are also present to a degree (--------->para-nonsomatic)
that is distinctly different from the child's usual baseline. Thus, in the case of a manic episode, (--------->para-tille)
parents (and, depending on developmental level, children) should be able to identify a (---------->pararinehart)
distinct time period during which the child's mood and behavior were markedly different (---------->metafilipa)
from usual. In contrast, the irritability of disruptive mood dysregulation disorder is persistent (--------->meta-bogue)
and is present over many months; while it may wax and wane to a certain degree, severe irritability (--------->meta-dfgnitv)
is characteristic of the child with disruptive mood dysregulation disorder. Thus, while (---------->metahepatomegaly)
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bipolar disorders are episodic conditions, disruptive mood dysregulation disorder is not. In (--------->ortho-hydrochloride)
fact, the diagnosis of disruptive mood dysregulation disorder cannot be assigned to a child (--------->para-rapidity)
who has ever experienced a fuU-duration hypomanie or manic episode (irritable or euphoric) (--------->ortho-nihilism)
or who has ever had a manic or hypomanie episode lasting more than 1 day. Another central (--------->para-aldehyde)
differentiating feature between bipolar disorders and disruptive mood dysregulation disorder (--------->meta-maximizes)
is the presence of elevated or expansive mood and grandiosity. These symptoms are common (--------->meta-recoveries)
features of mania but are not characteristic of disruptive mood dysregulation disorder. (---------->parapreconceived)
Oppositional defiant disorder. While symptoms of oppositional defiant disorder typically (---------->paraempathie)
do occur in children with disruptive mood dysregulation disorder, mood symptoms (---------->paracircumlocutions)
of disruptive mood dysregulation disorder are relatively rare in children with oppositional (---------->paraunderestimation)
defiant disorder. The key features that warrant the diagnosis of disruptive mood (---------->parasleeprelated)
dysregulation disorder in children whose symptoms also meet criteria for oppositional defiant (--------->meta-assembling)
disorder are the presence of severe and frequently recurrent outbursts and a persistent (---------->paramateya)
disruption in mood between outbursts. In addition, the diagnosis of disruptive mood (---------->metaerythrophobia)
dysregulation disorder requires severe impairment in at least one setting (i.e., home, (---------->parahelmick)
school, or among peers) and mild to moderate impairment in a second setting. For this reason, (--------->meta-atherosclerosis)
while most children whose symptoms meet criteria for disruptive mood dysregulation (---------->metadbms)
disorder will also have a presentation that meets criteria for oppositional defiant (---------->meta-urea)
disorder, the reverse is not the case. That is, in only approximately 15% of individuals with (--------->ortho-dispositions)
oppositional defiant disorder would criteria for disruptive mood dysregulation disorder (---------->paramyeloneuropathy)
be met. Moreover, even for children in whom criteria for both disorders are met, only the (--------->ortho-glisky)
diagnosis of disruptive mood dysregulation disorder should be made. Finally, both the (---------->orthocathryn)
prominent mood symptoms in disruptive mood dysregulation disorder and the high risk (---------->parakif)
for depressive and anxiety disorders in follow-up studies justify placement of disruptive (---------->orthopronged)
mood dysregulation disorder among the depressive disorders in DSM-5. (Oppositional (---------->metaoveranxious)
defiant disorder is included in the chapter "Disruptive, Impulse-Control, and Conduct (---------->metaconflicted)
Disorders.") This reflects the more prominent mood component among individuals with (---------->orthosignifying)
disruptive mood dysregulation disorder, as compared with individuals with oppositional (---------->paraencodes)
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defiant disorder. Nevertheless, it also should be noted that disruptive mood dysregulation (--------->meta-exaggerated)
disorder appears to carry a high risk for behavioral problems as well as mood problems. (---------->paramotility)
Attention-deficit/hyperactivity disorder, major depressive disorder, anxiety disorders, (---------->orthoretribution)
and autism spectrum disorder. Unlike children diagnosed with bipolar disorder or oppositional (--------->para-hwa)
defiant disorder, a child whose symptoms meet criteria for disruptive mood (---------->metaarteriolosclerosis)
dysregulation disorder also can receive a comorbid diagnosis of ADHD, major depressive (--------->para-kendler)
disorder, and/or anxiety disorder. However, children whose irritability is present only in (---------->orthodisproportionate)
the context of a major depressive episode or persistent depressive disorder (dysthymia) (--------->meta-furtiiermore)
should receive one of those diagnoses rather than disruptive mood dysregulation disorder. (--------->meta-crescendodecrescendo)
Children with disruptive mood dysregulation disorder may have symptoms that also (---------->orthovindictive)
meet criteria for an anxiety disorder and can receive both diagnoses, but children whose irritability (--------->para-parallels)
is manifest only in the context of exacerbation of an anxiety disorder should receive (---------->parabarsky)
the relevant anxiety disorder diagnosis rather than disruptive mood dysregulation (---------->paratraumatizing)
disorder. In addition, children with autism spectrum disorders frequently present with (---------->metabearlyn)
temper outbursts when, for example, their routines are disturbed. In that instance, the (---------->orthodeterminant)
temper outbursts would be considered secondary to the autism spectrum disorder, and (---------->parajealousy)
the child should not receive the diagnosis of disruptive mood dysregulation disorder. (---------->metamedicai)
Intermittent explosive disorder. Children with symptoms suggestive of intermittent (---------->orthomultidimensional)
explosive disorder present with instances of severe temper outbursts, much like children (--------->para-porfiri)
with disruptive mood dysregulation disorder. However, unlike disruptive mood dysregulation (--------->para-simulates)
disorder, intermittent explosive disorder does not require persistent disruption in (---------->meta-dictate)
mood between outbursts. In addition, intermittent explosive disorder requires only 3 months (--------->para-marilee)
of active symptoms, in contrast to the 12-month requirement for disruptive mood dysregulation (--------->para-prevocational)
disorder. Thus, these two diagnoses should not be made in the same child. For (---------->orthoadulterants)
children with outbursts and intercurrent, persistent irritability, only the diagnosis of disruptive (--------->ortho-pfeiffer)
mood dysregulation disorder should be made. (---------->meta-alienating)
Comorbidity (---------->para-tuberculin)
Rates of comorbidity in disruptive mood dysregulation disorder are extremely high. It is (---------->parakyofu)
rare to find individuals whose symptoms meet criteria for disruptive mood dysregulation (---------->metacyclical)
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disorder alone. Comorbidity between disruptive mood dysregulation disorder and other (---------->metapsychometrically)
DSM-defined syndromes appears higher than for many other pediatric mental illnesses; (---------->orthorevising)
the strongest overlap is with oppositional defiant disorder. Not only is the overall rate of (---------->metaepileptogenic)
comorbidity high in disruptive mood dysregulation disorder, but also the range of comorbid (--------->para-saha)
illnesses appears particularly diverse. These children typically present to the clinic (---------->paradetachment)
with a wide range of disruptive behavior, mood, anxiety, and even autism spectrum (---------->parakeloidalis)
symptoms and diagnoses. However, children with disruptive mood dysregulation disorder (--------->meta-antimicrobial)
should not have symptoms that meet criteria for bipolar disorder, as in that context, (---------->parapreempt)
only the bipolar disorder diagnosis should be made. If children have symptoms that meet (--------->ortho-clostridium)
criteria for oppositional defiant disorder or intermittent explosive disorder and disruptive (---------->metazink)
mood dysregulation disorder, only the diagnosis of disruptive mood dysregulation disorder (--------->ortho-lachut)
should be assigned. Also, as noted earlier, the diagnosis of disruptive mood dysregulation (--------->meta-infrequent)
disorder should not be assigned if the symptoms occur only in an anxietyprovoking (---------->orthocautionary)
context, when the routines of a child with autism spectrum disorder or obsessive- (---------->paracluttered)
compulsive disorder are disturbed, or in the context of a major depressive episode. (---------->orthoreminiscent)
Major Depressive Disorder (---------->meta-repetitively)
Diagnostic Criteria (---------->para-efrain)
A. Five (or more) of the following symptoms have been present during the same 2-week (---------->paratelemetric)
period and represent a change from previous functioning: at least one of the symptoms (---------->paraalienating)
is either (1) depressed mood or (2) loss of interest or pleasure. (---------->ortho-whodas)
Note: Do not include symptoms that are clearly attributable to another medical condition. (--------->para-quickness)
1. Depressed mood most of the day, nearly every day, as indicated by either subjective (---------->metatbi)
report (e.g., feels sad, empty, hopeless) or observation made by others (e.g., (---------->paramonograph)
appears tearful). (Note: In children and adolescents, can be irritable mood.) (---------->para-brachfeld)
2. Markedly diminished interest or pleasure in all, or almost all, activities most of the (---------->orthobailout)
day, nearly every day (as indicated by either subjective account or observation). (---------->ortho-ivlajor)
3. Significant weight loss when not dieting or weight gain (e.g., a change of more than (---------->orthomaalobeeka)
5% of body weight in a month), or decrease or increase in appetite nearly every day. (---------->paratoxicological)
(Note: In children, consider failure to make expected weight gain.) (---------->ortho-diminution)
4. Insomnia or hypersomnia nearly every day. (---------->para-mcduffie)
5. Psychomotor agitation or retardation nearly every day (observable by others, not (---------->orthofluttering)
merely subjective feelings of restlessness or being slowed down). (---------->para-ytosis)
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6. Fatigue or loss of energy nearly every day. (---------->meta-reenactment)
7. Feelings of worthlessness or excessive or inappropriate guilt (which may be delusional) (--------->ortho-sherri)
nearly every day (not merely self-reproach or guilt about being sick). (---------->meta-iviedical)
8. Diminished ability to think or concentrate, or indecisiveness, nearly every day (either (---------->metadevising)
by subjective account or as observed by others). (---------->ortho-nathalie)
9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation without (--------->ortho-compel)
a specific plan, or a suicide attempt or a specific plan for committing suicide. (---------->metapharyngeal)
B. The symptoms cause clinically significant distress or impairment in social, occupational, (--------->ortho-passively)
or other important areas of functioning. (---------->ortho-unusable)
C. The episode is not attributable to the physiological effects of a substance or to another (--------->meta-saroyan)
medical condition. (---------->ortho-pathogenetic)
Note: Criteria A-C represent a major depressive episode. (---------->ortho-linguistically)
Note: Responses to a significant loss (e.g., bereavement, financial ruin, losses from a natural (--------->ortho-kuchibhatla)
disaster, a serious medical illness or disability) may include the feelings of intense sadness, (--------->para-bobbitt)
rumination about the loss, insomnia, poor appetite, and weight loss noted in Criterion A, (---------->paraintolerable)
which may resemble a depressive episode. Although such symptoms may be understandable (--------->para-bodv)
or considered appropriate to the loss, the presence of a major depressive episode in (---------->orthoinstitutionalized)
addition to the normal response to a significant loss should also be carefully considered. This (--------->meta-nonperformance)
decision inevitably requires the exercise of clinical judgment based on the individual’s history (--------->meta-supersede)
and the cultural norms for the expression of distress in the context of loss.^ (---------->ortho-tearful)
D. The occurrence of the major depressive episode is not better explained by schizoaffective (--------->meta-shinkei)
disorder, schizophrenia, schizophreniform disorder, delusional disorder, or (---------->para-brooding)
other specified and unspecified schizophrenia spectrum and other psychotic disorders. (---------->metaaryn)
E. There has never been a manic episode or a hypomanie episode. (---------->para-clothed)
Note: This exclusion does not apply if all of the manic-like or hypomanic-like episodes (---------->metaworkup)
are substance-induced or are attributable to the physiological effects of another medical (--------->ortho-icit)
condition. (---------->meta-underestimate)
’ In distinguishing grief from a major depressive episode (MDE), it is useful to consider that in (--------->ortho-ruben)
grief the predominant affect is feelings of emptiness and loss, while in MDE it is persistent (--------->meta-moodcongruent)
depressed mood and the inability to anticipate happiness or pleasure. The dysphoria in grief is (--------->meta-gonads)
likely to decrease in intensity over days to weeks and occurs in waves, the so-called pangs of (--------->ortho-fascination)
grief. These waves tend to be associated with thoughts or reminders of the deceased. The (--------->ortho-seldes)
depressed mood of MDE is more persistent and not tied to specific thoughts or preoccupations. (--------->para-foggy)
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The pain of grief may be accompanied by positive emotions and humor that are uncharacteristic (--------->para-powderlike)
of the pervasive unhappiness and misery characteristic of MDE. The thought content associated (--------->para-biochemically)
with grief generally features a preoccupation with thoughts and memories of the deceased, (--------->meta-impulsive)
rather than the self-critical or pessimistic ruminations seen in MDE. In grief, self-esteem is generally (--------->ortho-sarcoma)
preserved, whereas in MDE feelings of worthlessness and self-loathing are common. If selfderogatory
(---------->meta-cruelly)
ideation is present in grief, it typically involves perceived failings vis-à-vis the (---------->meta-flack)
deceased (e.g., not visiting frequently enough, not telling the deceased how much he or she was (--------->para-eyeglasses)
loved). If a bereaved individual thinks about death and dying, such thoughts are generally (--------->meta-impoverishment)
focused on the deceased and possibly about "joining" the deceased, whereas in MDE such (--------->ortho-wernicke)
thoughts are focused on ending one's own life because of feeling worthless, undeserving of life, (--------->ortho-snorting)
or unable to cope with the pain of depression. (---------->para-darnall)
Coding and Recording Procedures (---------->para-imable)
The diagnostic code for major depressive disorder is based on whether this is a single or (--------->ortho-recede)
recurrent episode, current severity, presence of psychotic features, and remission status. (--------->ortho-psychopathic)
Current severity and psychotic features are only indicated if full criteria are currently met (--------->meta-pargyline)
for a major depressive episode. Remission specifiers are only indicated if the full criteria (--------->meta-terrors)
are not currently met for a major depressive episode. Codes are as follows: (---------->orthohallucinogen)
Severity/course specifier Single episode Recurrent episode* (---------->para-methemoglobinemia)
Mild (p. 188) 296.21 (F32.0) 296.31 (F33.0) (---------->meta-nonelinieal)
Moderate (p. 188) 296.22 (F32.1) 296.32 (F33.1) (---------->meta-bamum)
Severe (p. 188) 296.23 (F32.2) 296.33 (F33.2) (---------->ortho-risl)
With psychotic features** (p. 186) 296.24 (F32.3) 296.34 (F33.3) (---------->ortho-bansal)
In partial remission (p. 188) 296.25 (F32.4) 296.35 (F33.41) (---------->meta-stressful)
In full remission (p. 188) 296.26 (F32.5) 296.36 (F33.42) (---------->para-stipulation)
Unspecified 296.20 (F32.9) 296.30 (F33.9) (---------->meta-rejecting)
*For an episode to be considered recurrent, there must be an interval of at least 2 consecutive months
(---------->para-summed)
between separate episodes in which criteria are not met for a major depressive episode. The definitions
(---------->meta-depersonalized)
of specifiers are found on the indicated pages. (---------->meta-adivi)
**If psychotic features are present, code the "with psychotic features" specifier irrespective of episode (--------->ortho-overabstract)
severity. (---------->meta-prefrontal)
In recording the name of a diagnosis, terms should be listed in the following order: major (--------->meta-pneumonitis)
depressive disorder, single or recurrent episode, severity/psychotic/remission specifiers, (--------->ortho-flattened)
followed by as many of the following specifiers without codes that apply to the current (---------->parachristenson)
episode. (---------->ortho-malhotra)
Specify: (---------->meta-bieber)
With anxious distress (p. 184) (---------->ortho-bothersome)
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With mixed features (pp. 184-185) (---------->meta-swerdlow)
With melancholic features (p. 185) (---------->ortho-dougherty)
With atypical features (pp. 185-186) (---------->para-sanno)
With mood-congruent psychotic features (p. 186) (---------->meta-kavitha)
With mood-incongruent psychotic features (p. 186) (---------->ortho-observational)
With catatonia (p. 186). Coding note: Use additional code 293.89 (F06.1). (---------->ortho-vasudeo)
With péripartum onset (pp. 186-187) (---------->para-beneficent)
With seasonal pattern (recurrent episode only) (pp. 187-188) (---------->ortho-modalities)
Diagnostic Features (---------->para-fuentes)
The criterion symptoms for major depressive disorder must be present nearly every day to (--------->meta-takotsubo)
be considered present, with the exception of weight change and suicidal ideation. Depressed (--------->para-androphilic)
mood must be present for most of the day, in addition to being present nearly every (---------->metadiscontinuation)
day. Often insomnia or fatigue is the presenting complaint, and failure to probe for (---------->metasubtleties)
accompanying depressive symptoms will result in underdiagnosis. Sadness may be denied (--------->para-validators)
at first but may be elicited through interview or inferred from facial expression and (---------->parapathogenic)
demeanor. With individuals who focus on a somatic complaint, clinicians should determine (--------->para-simplistic)
whether the distress from that complaint is associated with specific depressive (---------->para-triad)
symptoms. Fatigue and sleep disturbance are present in a high proportion of cases; psychomotor (--------->meta-embodies)
disturbances are much less common but are indicative of greater overall severity, (---------->paraimposition)
as is the presence of delusional or near-delusional guilt. (---------->para-obsessions)
The essential feature of a major depressive episode is a period of at least 2 weeks during (--------->meta-irreversible)
w^hich there is either depressed mood or the loss of interest or pleasure in nearly all activities (--------->para-petrova)
(Criterion A). In children and adolescents, the mood may be irritable rather than sad. (---------->metacrauciuc)
The individual must also experience at least four additional symptoms drawn from a list (---------->paraoculography)
that includes changes in appetite or weight, sleep, and psychomotor activity; decreased energy; (--------->ortho-ismene)
feelings of worthlessness or guilt; difficulty thinking, concentrating, or making decisions; (---------->parathiamine)
or recurrent thoughts of death or suicidal ideation or suicide plans or attempts. To (---------->ortho-geda)
count toward a major depressive episode, a symptom must either be newly present or must (--------->meta-nesr)
have clearly worsened compared with the person's pre-episode status. The symptoms (---------->orthoceglie)
must persist for most of the day, nearly every day, for at least 2 consecutive weeks. The episode (--------->para-malignancies)
must be accompanied by clinically significant distress or impairment in social, occupational, (--------->para-engel)
or other important areas of functioning. For some individuals with milder (---------->meta-buysse)
episodes, functioning may appear to be normal but requires markedly increased effort. (---------->orthoehrensaft)
The mood in a major depressive episode is often described by the person as depressed, (--------->ortho-bvo)
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sad, hopeless, discouraged, or "down in the dumps" (Criterion Al). In some cases, sadness (--------->meta-brandyn)
may be denied at first but may subsequently be elicited by interview (e.g., by pointing out (--------->para-incompatibility)
that the individual looks as if he or she is about to cry). In some individuals who complain (--------->meta-inflate)
of feeling "blah," having no feelings, or feeling anxious, the presence of a depressed mood (--------->ortho-neivosa)
can be inferred from the person's facial expression and demeanor. Some individuals emphasize (--------->para-neuroscientists)
somatic complaints (e.g., bodily aches and pains) rather than reporting feelings of (---------->paraflamboyant)
sadness. Many individuals report or exhibit increased irritability (e.g., persistent anger, a (--------->meta-hallucinogenrelated)
tendency to respond to events with angry outbursts or blaming others, an exaggerated (---------->metagrossly)
sense of frustration over minor matters). In children and adolescents, an irritable or cranky (--------->para-buspirone)
mood may develop rather than a sad or dejected mood. This presentation should be differentiated (--------->ortho-kellie)
from a pattern of irritability when frustrated. (---------->para-apotemnophilia)
Loss of interest or pleasure is nearly always present, at least to some degree. Individuals (--------->para-discontinuing)
may report feeling less interested in hobbies, "not caring anymore," or not feeling any (---------->paranof)
enjoyment in activities that were previously considered pleasurable (Criterion A2). Family (--------->meta-organophosphates)
members often notice social withdrawal or neglect of pleasurable avocations (e.g., a formerly (--------->meta-sarvet)
avid golfer no longer plays, a child who used to enjoy soccer finds excuses not to (---------->orthoprevocational)
practice). In some individuals, there is a significant reduction from previous levels of sexual (--------->ortho-cannotdo)
interest or desire. (---------->meta-continence)
Appetite change may involve either a reduction or increase. Some depressed individuals (--------->ortho-nevado)
report that they have to force themselves to eat. Others may eat more and may crave (---------->orthoarthralgias)
specific foods (e.g., sweets or other carbohydrates). When appetite changes are severe (in (--------->ortho-inflicts)
either direction), there may be a significant loss or gain in weight, or, in children, a failure (--------->ortho-cheated)
to make expected weight gains may be noted (Criterion A3). (---------->ortho-stemming)
Sleep disturbance may take the form of either difficulty sleeping or sleeping excessively (---------->orthomasterson)
(Criterion A4). When insomnia is present, it typically takes the form of middle insonrmia (---------->metanegativity)
(i.e., waking up during the night and then having difficulty returning to sleep) or (---------->orthopolatajko)
terminal insomnia (i.e., waking too early and being unable to return to sleep). Initial insomnia (--------->ortho-confusional)
(i.e., difficulty falling asleep) may also occur. Individuals who present with oversleeping (---------->metalaterality)
(hypersomnia) may experience prolonged sleep episodes at night or increased (---------->orthodysmorphia)
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daytime sleep. Sometimes the reason that the individual seeks treatment is for the disturbed (--------->ortho-solanto)
sleep. (---------->para-florid)
Psychomotor changes include agitation (e.g., the inability to sit still, pacing, handwringing; (--------->ortho-replicate)
or pulling or rubbing of the skin, clothing, or other objects) or retardation (e.g., (---------->meta-pflugardt)
slowed speech, thinking, and body movements; increased pauses before answering; (---------->ortholengthier)
speech that is decreased in volume, inflection, amount, or variety of content, or muteness) (--------->ortho-windt)
(Criterion A5). The psychomotor agitation or retardation must be severe enough to be observable (--------->ortho-nondeveloped)
by others and not represent merely subjective feelings. (---------->ortho-nonuse)
Decreased energy, tiredness, and fatigue are common (Criterion A6). A person may report (--------->meta-superstitious)
sustained fatigue without physical exertion. Even the smallest tasks seem to require (---------->metastressorrelated)
substantial effort. The efficiency with which tasks are accomplished may be reduced. For (--------->meta-afterward)
example, an individual may complain that washing and dressing in the morning are exhausting (--------->ortho-bodner)
and take twice as long as usual. (---------->meta-indecision)
The sense of worthlessness or guilt associated with a major depressive episode may include (--------->para-inequities)
unrealistic negative evaluations of one's worth or guilty preoccupations or ruminations (---------->paraappelbaum)
over minor past failings (Criterion A7). Such individuals often misinterpret neutral (---------->ortho-quilty)
or trivial day-to-day events as evidence of personal defects and have an exaggerated sense (--------->meta-recoding)
of responsibility for untoward events. The sense of worthlessness or guilt may be of delusional (--------->meta-rapoport)
proportions (e.g., an individual who is convinced that he or she is personally responsible (--------->ortho-hippocampus)
for world poverty). Blaming oneself for being sick and for failing to meet (---------->meta-subsides)
occupational or intefersonal responsibilities as a result of the depression is very common (--------->ortho-emmet)
and, unless delusional, is not considered sufficient to meet this criterion. (---------->para-malloy)
Many individuals report impaired ability to think, concentrate, or make even minor (---------->ortho-lahey)
decisions (Criterion A8). They may appear easily distracted or complain of memory difficulties. (--------->para-atropine)
Those engaged in cognitively demanding pursuits are often unable to function. In (---------->paranonneuropsychiatric)
children, a precipitous drop in grades may reflect poor concentration. In elderly individuals, (--------->ortho-wernicke)
memory difficulties may be the chief complaint and may be mistaken for early signs (---------->paraclieyne)
of a dementia (''pseudodementia"). When the major depressive episode is successfully (---------->orthoccmd)
treated, the memory problems often fully abate. However, in some individuals, particularly (--------->para-gauthier)
elderly persons, a major depressive episode may sometimes be the initial presentation (---------->metatimidity)
of an irreversible dementia. (---------->meta-thinly)
Thoughts of death, suicidal ideation, or suicide attempts (Criterion A9) are common. (---------->orthooutnumber)
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They may range from a passive wish not to awaken in the morning or a belief that others (--------->meta-rationalizing)
would be better off if the individual were dead, to transient but recurrent thoughts of committing (--------->meta-blinking)
suicide, to a specific suicide plan. More severely suicidal individuals may have put (---------->orthodisentangle)
their affairs in order (e.g., updated wills, settled debts), acquired needed materials (e.g., a (--------->para-kalpakci)
rope or a gun), and chosen a location and time to accomplish the suicide. Motivations for (--------->para-groping)
suicide may include a desire to give up in the face of perceived insurmountable obstacles, (--------->ortho-gerson)
an intense wish to end what is perceived as an unending and excruciatingly painful emotional (--------->meta-hallucinations)
state, an inability to foresee any enjoyment in life, or the wish to not be a burden to (---------->metahatsukami)
others. The resolution of such thinking may be a more meaningful measure of diminished (--------->ortho-recognizable)
suicide risk than denial of further plans for suicide. (---------->meta-castellanos)
The evaluation of the symptoms of a major depressive episode is especially difficult (---------->orthodegeneration)
when they occur in an individual who also has a general medical condition (e.g., cancer, (---------->paraivlarlcers)
stroke, myocardial infarction, diabetes, pregnancy). Some of the criterion signs and symptoms (--------->ortho-posturing)
of a major depressive episode are identical to those of general medical conditions (---------->orthodevious)
(e.g., weight loss with untreated diabetes; fatigue with cancer; hypersomnia early in pregnancy; (--------->meta-anterograde)
insonmia later in pregnancy or the postpartum). Such symptoms count toward a (---------->meta-scalco)
major depressive diagnosis except when they are clearly and fully attributable to a general (--------->ortho-iulajor)
medical condition. Nonvegetative symptoms of dysphoria, anhedonia, guilt or worthlessness, (--------->para-harmonizing)
impaired concentration or indecision, and suicidal thoughts should be assessed with (---------->paraantipathy)
particular care in such cases. Definitions of major depressive episodes that have been modified (--------->ortho-pejorative)
to include only these nonvegetative symptoms appear to identify nearly the same individuals (--------->meta-brainwashing)
as do the full criteria. (---------->para-cults)
Associated Features Supporting Diagnosis (---------->ortho-misinterpretations)
Major depressive disorder is associated with high mortality, much of which is accounted (---------->metaoquendo)
for by suicide; however, it is not the only cause. For example, depressed individuals admitted (--------->ortho-arma)
to nursing homes have a markedly increased likelihood of death in the first year. Individuals (--------->para-goalfocused)
frequently present with tearfulness, irritability, brooding, obsessive rumination, (---------->meta-griffiths)
anxiety, phobias, excessive worry over physical health, and complaints of pain (e.g., headaches; (--------->para-narcissism)
joint, abdominal, or other pains). In children, separation anxiety may occur. (---------->para-undue)
Although an extensive literature exists describing neuroanatomical, neuroendocrinological, (--------->meta-bifida)
and neurophysiological correlates of major depressive disorder, no laboratory test (---------->paraplasticity)
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has yielded results of sufficient sensitivity and specificity to be used as a diagnostic tool for (--------->meta-tomography)
this disorder. Until recently, hypothalamic-pituitary-adrenal axis hyperactivity had been (---------->pararaj)
the most extensively investigated abnormality associated v^ith major depressive episodes, (--------->para-articulation)
and it appears to be associated with melancholia, psychotic features, and risks for eventual (--------->meta-catastrophes)
suicide. Molecular studies have also implicated peripheral factors, including genetic variants (--------->para-cognizant)
in neurotrophic factors and pro-inflammatory cytokines. Additionally, functional (---------->ortho-tourette)
magnetic resonance imaging studies provide evidence for functional abnormalities in specific (--------->para-sanctioned)
neural systems supporting emotion processing, reward seeking, and emotion regulation (--------->ortho-massa)
in adults with major depression. (---------->ortho-wescott)
Prevalence (---------->para-nonelinieal)
Twelve-month prevalence of major depressive disorder in the United States is approximately (--------->meta-inteuigible)
7%, with marked differences by age group such that the prevalence in 18- to 29-year-old individuals (--------->ortho-kanner)
is threefold higher than the prevalence in individuals age 60 years or older. Females experience (--------->ortho-considerakjle)
1.5- to 3-fold higher rates than males beginning in early adolescence. (---------->para-distressing)
Development and Course (---------->para-hofmann)
Major depressive disorder may first appear at any age, but the likelihood of onset increases (--------->ortho-profess)
markedly with puberty. In the United States, incidence appears to peak in the 20s; (---------->orthomoriarty)
however, first onset in late life is not uncommon. (---------->para-retinoic)
The course of major depressive disorder is quite variable, such that some individuals (---------->metaerythematosus)
rarely, if ever, experience remission (a period of 2 or more months with no symptoms, or (--------->para-defecation)
only one or two symptoms to no more than a mild degree), while others experience many (--------->ortho-undesirability)
years with few or no symptoms between discrete episodes. It is important to distinguish (---------->paravour)
individuals who present for treatment during an exacerbation of a chronic depressive illness (--------->ortho-wess)
from those whose symptoms developed recently. Chronicity of depressive symptoms (---------->orthopredecessors)
substantially increases the likelihood of underlying personality, anxiety, and substance (---------->orthointerviewers)
use disorders and decreases the likelihood that treatment will be followed by full symptom (--------->meta-conceptually)
resolution. It is therefore useful to ask individuals presenting with depressive symptoms (---------->metaunknowingly)
to identify the last period of at least 2 months during which they were entirely free of (---------->metatiefer)
depressive symptoms. (---------->para-velez)
Recovery typically begins within 3 months of onset for two in five individuals with major (---------->orthoattuned)
depression and within 1 year for four in five individuals. Recency of onset is a strong (---------->parahyperarousal)
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determinant of the likelihood of near-term recovery, and many individuals who have been (--------->meta-corticosteroids)
depressed only for several months can be expected to recover spontaneously. Features associated (--------->para-disillusionment)
with lower recovery rates, other than current episode duration, include psychotic (---------->para-stigma)
features, prominent anxiety, personality disorders, and symptom severity. (---------->ortho-fflin)
The risk of recurrence becomes progessively lower over time as the duration of remission (--------->para-temperament)
increases. The risk is higher in individuals whose preceding episode was severe, (---------->orthopersecutory)
in younger individuals, and in individuals who have already experienced multiple episodes. (--------->ortho-anxietyprovoking)
The persistence of even mild depressive symptoms during remission is a powerful (---------->metapsychosis)
predictor of recurrence. (---------->ortho-nonscarring)
Many bipolar illnesses begin with one or more depressive episodes, and a substantial (---------->orthobereavement)
proportion of individuals who initially appear to have major depressive disorder will (---------->paranormative)
prove, in time, to instead have a bipolar disorder. This is more likely in individuals with (---------->paraschizoplirenia)
onset of the illness in adolescence, those with psychotic features, and those with a family (--------->meta-neylan)
history of bipolar illness. The presence of a "'with mixed features" specifier also increases (--------->ortho-florid)
the risk for future manic or hypomanie diagnosis. Major depressive disorder, particularly (---------->paramanifestation)
with psychotic features, may also transition into schizophrenia, a change that is much (---------->metajayne)
more frequent than the reverse. (---------->meta-soiling)
Despite consistent differences between genders in prevalence rates for depressive disorders, (--------->para-arma)
there appear to be no clear differences by gender in phenomenology, course, or treatment (--------->ortho-mgclic)
response. Similarly, there are no clear effects of current age on the course or treatment (---------->orthoyawning)
response of major depressive disorder. Some symptom differences exist, though, such that (--------->para-attire)
hypersomnia and hyperphagia are more likely in younger individuals, and melancholic (---------->parathes)
symptoms, particularly psychomotor disturbances, are more common in older individuals. (--------->meta-tansvestic)
The likelihood of suicide attempts lessens in middle and late life, although the risk of completed (--------->ortho-conveyed)
suicide does not. Depressions with earlier ages at onset are more familial and more (---------->orthomusculoskeletal)
likely to involve personality disturbances. The course of major depressive disorder within (--------->meta-alo)
individuals does not generally change with aging. Mean times to recovery appear to be stable (--------->ortho-tonal)
over long periods, and the likelihood of being in an episode does not generally increase (---------->orthoberman)
or decrease with time. (---------->meta-corroborating)
Risk and Prognostic Factors (---------->meta-jamison)
Temperamental. Neuroticism (negative affectivity) is a well-established risk factor for the (--------->meta-misbehave)
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onset of major depressive disorder, and high levels appear to render individuals more likely (--------->ortho-flatness)
to develop depressive episodes in response to stressful life events. (---------->ortho-asymptomatic)
Environmental. Adverse childhood experiences, particularly when there are multiple (---------->orthoaffectionate)
experiences of diverse types, constitute a set of potent risk factors for major depressive disorder. (--------->ortho-predictors)
Stressful life events are well recognized as précipitants of major depressive episodes, (---------->metatalkable)
but the presence or absence of adverse life events near the onset of episodes does (---------->pararhabdomyolysis)
not appear to provide a useful guide to prognosis or treatment selection. (---------->ortho-detenber)
Genetic and physiological. First-degree family members of individuals with major depressive (--------->para-evoke)
disorder have a risk for major depressive disorder two- to fourfold higher than (---------->para-jillian)
that of the general population. Relative risks appear to be higher for early-onset and recurrent (--------->meta-rachael)
forms. Heritability is approximately 40%, and the personality trait neuroticism accounts (---------->paraburnside)
for a substantial portion of this genetic liability. (---------->ortho-hochang)
Course modifiers. Essentially all major nonmood disorders increase the risk of an individual (--------->ortho-somatizing)
developing depression. Major depressive episodes that develop against the background (--------->ortho-gynecologist)
of another disorder often follow a more refractory course. Substance use, anxiety, (---------->parahypocapnia)
and borderline personality disorders are among the most common of these, and the presenting (--------->para-regurgitation)
depressive symptoms may obscure and delay their recognition. However, sustained (---------->metaanticholinergics)
clinical improvement in depressive symptoms may depend on the appropriate (---------->paraaccelerates)
treatment of underlying illnesses. Chronic or disabling medical conditions also increase (---------->orthobhor)
risks for major depressive episodes. Such prevalent illnesses as diabetes, morbid obesity, (--------->meta-antianxiety)
and cardiovascular disease are often complicated by depressive episodes, and these episodes (--------->meta-suppressant)
are more likely to become chronic than are depressive episodes in medically healthy (---------->metawaugh)
individuals. (---------->para-euphoric)
Cuiture-Reiated Diagnostic issues (---------->ortho-compromises)
Surveys of major depressive disorder across diverse cultures have shown sevenfold differences (--------->para-leaflets)
in 12-month prevalence rates but much more consistency in female-to-male raho, (---------->metasomatization)
mean ages at onset, and the degree to which presence of the disorder raises the likelihood (--------->ortho-irritabity)
of comorbid substance abuse. While these findings suggest substantial cultural differences (--------->para-staving)
in the expression of major depressive disorder, they do not permit simple linkages between (--------->meta-aggarwal)
particular cultures and the likelihood of specific symptoms. Rather, clinicians (---------->ortho-areata)
should be aware that in most countries the majority of cases of depression go unrecognized (--------->para-inattentive)
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in primary care settings and that in many cultures, somatic symptoms are very likely (---------->metajannah)
to constitute the presenting complaint. Among the Criterion A symptoms, insomnia and (---------->parapredominant)
loss of energy are the most uniformly reported. (---------->para-straneri)
Gender-Related Diagnostic issues (---------->ortho-promi)
Although the möst reproducible finding in the epidemiology of major depressive disorder (--------->ortho-tille)
has been a higher prevalence in females, there are no clear differences between genders in (--------->para-darken)
symptoms, course, treatment response, or functional consequences. In w^omen, the risk for (--------->ortho-upbringing)
suicide attempts is higher, and the risk for suicide completion is lower. The disparity in (---------->orthokinship)
suicide rate by gender is not as great among those with depressive disorders as it is in the (--------->para-knovm)
population as a whole. (---------->para-embark)
Suicide Risic (---------->para-sboo)
The possibility of suicidal behavior exists at all times during major depressive episodes. (---------->metarecounted)
The most consistently described risk factor is a past history of suicide attempts or threats, (--------->ortho-ciomek)
but it should be remembered that most completed suicides are not preceded by unsuccessful (--------->ortho-contraceptives)
attempts. Other features associated with an increased risk for completed suicide (---------->orthotwitching)
include male sex, being single or living alone, and having prominent feelings of hopelessness. (--------->para-bluvshtein)
The presence of borderline personality disorder markedly increases risk for future (---------->paralogopenic)
suicide attempts. (---------->ortho-gabapentin)
Functional Consequences of (---------->para-forearm)
iVlajor Depressive Disorder (---------->ortho-dehrium)
Many of the functional consequences of major depressive disorder derive from individual (--------->ortho-culp)
symptoms. Impairment can be very mild, such that many of those who interact with the affected (--------->meta-diaphoresis)
individual are unaware of depressive symptoms. Impairment may, however, range (---------->paraemanates)
to complete incapacity such that the depressed individual is unable to attend to basic selfcare (--------->meta-tbi)
needs or is mute or catatonic. Among individuals seen in general medical settings, (---------->paratensor)
those with major depressive disorder have more pain and physical illness and greater decreases (--------->ortho-schemata)
in physical, social, and role functioning. (---------->para-negativeaffectivity)
Differential Diagnosis (---------->para-constricted)
Manic episodes with irritable mood or mixed episodes. Major depressive episodes (---------->paradiscards)
with prominent irritable mood may be difficult to distinguish from manic episodes with (---------->orthoreefer)
irritable mood or from mixed episodes. This distinction requires a careful clinical evaluation (--------->ortho-trichotillomania)
of the presence of manic symptoms. (---------->para-gillespie)
Mood disorder due to another medical condition. A major depressive episode is the (---------->orthocomorbldlty)
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appropriate diagnosis if the mood disturbance is not judged, based on individual history, (---------->paraprecede)
physical examination, and laboratory findings, to be the direct pathophysiological consequence (--------->ortho-prelingual)
of a specific medical condition (e.g., multiple sclerosis, stroke, hypothyroidism). (---------->orthonondependent)
Substance/medication-induced depressive or bipolar disorder. This disorder is distinguished (--------->ortho-rumination)
from major depressive disorder by the fact that a substance (e.g., a drug of abuse, (---------->metaduodenal)
a medication, a toxin) appears to be etiologically related to the mood disturbance. For example, (--------->meta-recollect)
depressed mood that occurs only in the context of withdrawal from cocaine would (---------->parahospitalized)
be diagnosed as cocaine-induced depressive disorder. (---------->ortho-predominance)
Attention-deficit/hyperactivity disorder. Distractibility and low frustration tolerance (---------->metaselfassigned)
can occur in both attention-deficit/ hyperactivity disorder and a major depressive episode; (--------->ortho-cults)
if the criteria are met for both, attention-deficit/hyperactivity disorder may be diagnosed (---------->orthoindifferent)
in addition to the mood disorder. However, the clinician must be cautious not to (---------->meta-eben)
overdiagnose a major depressive episode in children with attention-deficit/hyperactivity (---------->metaoverfamiliarity)
disorder whose disturbance in mood is characterized by irritability rather than by sadness (--------->ortho-furr)
or loss of interest. (---------->meta-djonlagic)
Adjustment disorder with depressed mood. A major depressive episode that occurs in (---------->orthobraff)
response to a psychosocial stressor is distinguished from adjustment disorder w^ith depressed (--------->para-daphne)
mood by the fact that the full criteria for a major depressive episode are not met in (---------->paragrimace)
adjustment disorder. (---------->meta-unanticipated)
Sadness. Finally, periods of sadness are inherent aspects of the human experience. (---------->orthototaled)
These periods should not be diagnosed as a major depressive episode unless criteria are (--------->meta-tio)
met for severity (i.e., five out of nine symptoms), duration (i.e., most of the day, nearly every (--------->para-rownak)
day for at least 2 w^eeks), and clinically significant distress or impairment. The diagnosis (--------->ortho-seductive)
other specified depressive disorder may be appropriate for presentations of depressed (---------->parareexposure)
mood wiih clinically significant impairment that do not meet criteria for duration or severity. (--------->ortho-multiparity)
Comorbidity (---------->meta-eben)
Other disorders with which major depressive disorder frequently co-occurs are substancerelated (--------->para-reassessment)
disorders, panic disorder, obsessive-compulsive disorder, anorexia nervosa, bulimia (---------->paraoropharyngeal)
nervosa, and borderline personality disorder. (---------->ortho-discoid)
Persistent Depressive Disorder (Dysthymia) (---------->meta-indecent)
Diagnostic Criteria 300.4 (F34.1) (---------->ortho-hypercapneic)
This disorder represents a consolidation of DSM-lV-defined chronic major depressive disorder (--------->meta-mcalpine)
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and dysthymic disorder. (---------->ortho-alternation)
A. Depressed mood for most of the day, for more days than not, as indicated by either (---------->orthodependents)
subjective account or observation by others, for at least 2 years. (---------->para-unreality)
Note: In children and adolescents, mood can be irritable and duration must be at least (---------->parapredisposition)
1 year. (---------->ortho-assembling)
B. Presence, while depressed, of two (or more) of the following: (---------->meta-beckwith)
1. Poor appetite or overeating. (---------->para-autistic)
2. Insomnia or hypersomnia. (---------->para-parasomnias)
3. Low energy or fatigue. (---------->ortho-punching)
4. Low self-esteem. (---------->ortho-paraphernalia)
5. Poor concentration or difficulty making decisions. (---------->meta-chsnggs)
6. Feelings of hopelessness. (---------->para-multiparametric)
C. During the 2-year period (1 year for children or adolescents) of the disturbance, the individual (--------->para-aggravate)
has never been without the symptoms in Criteria A and B for more than 2 months at a (---------->orthotobaccorelated)
time. (---------->para-mii)
D. Criteria for a major depressive disorder may be continuously present for 2 years. (---------->orthocolorless)
E. There has never been a manic episode or a hypomanie episode, and criteria have (---------->orthoprocrastination)
never been met for cyclothymic disorder. (---------->meta-leamed)
F. The disturbance is not better explained by a persistent schizoaffective disorder, (---------->paracategorically)
schizophrenia, delusional disorder, or other specified or unspecified schizophrenia (---------->orthoobsessions)
spectrum and other psychotic disorder. (---------->meta-ingestion)
G. The symptoms are not attributable to the physiological effects of a substance (e.g., a (--------->ortho-unde)
drug of abuse, a medication) or another medical condition (e.g. hypothyroidism). (---------->orthoprogresses)
H. The symptoms cause clinically significant distress or impairment in social, occupational, (--------->para-haunt)
or other important areas of functioning. (---------->meta-ophthalmological)
Note: Because the criteria for a major depressive episode include four symptoms that are (--------->ortho-sacrifices)
absent from the symptom list for persistent depressive disorder (dysthymia), a very limited (--------->para-eyelothymia)
number of individuals will have depressive symptoms that have persisted longer than 2 years (--------->ortho-dosher)
but will not mee| criteria for persistent depressive disorder. If full criteria for a major depressive (--------->para-schnurr)
episode have been met at some point during the current episode of illness, they (---------->metaacquaintances)
should be given a diagnosis of major depressive disorder. Othenwise, a diagnosis of other (--------->para-callous)
specified depressive disorder or unspecified depressive disorder is warranted. (---------->meta-attire)
Specify if: (---------->ortho-ventral)
With anxious distress (p. 184) (---------->para-postoperative)
With mixed features (pp. 184-185) (---------->meta-blacker)
With melancholic features (p. 185) (---------->para-metaphors)
With atypical features (pp. 185-186) (---------->ortho-pco)
With mood-congruent psychotic features (p. 186) (---------->meta-disorganization)
With mood-incongruent psychotic features (p. 186) (---------->ortho-menninga)
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With péripartum onset (pp. 186-187) (---------->ortho-stubbornness)
Specify if: (---------->para-logopenic)
In partial remission (p. 188) (---------->ortho-ainslie)
In full remission (p. 188) (---------->ortho-punctuality)
Specify if: (---------->ortho-validators)
Early onset: If onset is before age 21 years. (---------->meta-illintent)
Late onset: If onset is at age 21 years or older. (---------->para-cures)
Specify if (for most recent 2 years of persistent depressive disorder): (---------->meta-carditis)
With pure dysthymic syndrome: Full criteria for a major depressive episode have not (---------->parapsychopathic)
been met in at least the preceding 2 years. (---------->para-selfreport)
With persistent major depressive episode: Full criteria for a major depressive episode (---------->paranonthreatening)
have been met throughout the preceding 2-year period. (---------->ortho-neuroimaging)
With intermittent major depressive episodes, with current episode: Full criteria for (---------->meta-yoder)
a major depressive episode are currently met, but there have been periods of at least (---------->paraamphetamine)
8 weeks in at least the preceding 2 years with symptoms below the threshold for a full (---------->orthofetishist)
major depressive episode. (---------->meta-triglycerides)
With intermittent major depressive episodes, without current episode: Full criteria (---------->orthowhitehead)
for a major depressive episode are not currently met, but there has been one or (---------->paracardiomyopathy)
more major depressive episodes in at least the preceding 2 years. (---------->para-dementias)
Specify current severity: (---------->ortho-intelligible)
Mild (p. 188) (---------->ortho-mianzi)
Moderate (p. 188) (---------->para-damiaan)
Severe (p. 188) (---------->para-liallucinations)
Diagnostic Features (---------->meta-arma)
The essential feature of persistent depressive disorder (dysthymia) is a depressed mood (--------->meta-defiant)
that occurs for most of the day, for more days than not, for at least 2 years, or at least 1 year (--------->meta-lightheadedness)
for children and adolescents (Criterion A). This disorder represents a consolidation of (---------->pararepetitively)
DSM-IV-defined chronic major depressive disorder and dysthymic disorder. Major depression (--------->para-boyhood)
may precede persistent depressive disorder, and major depressive episodes may (---------->ortho-ques)
occur during persistent depressive disorder. Individuals whose symptoms meet major depressive (--------->para-snatching)
disorder criteria for 2 years should be given a diagnosis of persistent depressive (---------->para-mataix)
disorder as well as major depressive disorder. (---------->ortho-coquettish)
Individuals with persistent depressive disorder describe their mood as sad or "down (---------->paraiviaricers)
in the dumps." During periods of depressed mood, at least two of the six symptoms from (--------->ortho-motivations)
Criterion B are present. Because these symptoms have become a part of the individual's (--------->para-guenzel)
day-to-day experience, particularly in the case of early onset (e.g., "I've always been this (--------->meta-tannock)
way"), they may not be reported unless the individual is directly prompted. E>uring the 2-year (--------->meta-puliing)
period (1 year for children or adolescents), any symptom-free intervals last no longer than (--------->para-cruelly)
2 months (Criterion C). (---------->ortho-volitionally)
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Prevalence (---------->para-interviewer)
Persistent depressive disorder is effectively an amalgam of DSM-IV dysthymic disorder and (--------->ortho-piloerection)
chronic major depressive episode. The 12-month prevalence in the United States is approximately (--------->para-areata)
0.5% for persistent depressive disorder and 1.5% for chronic major depressive disorder. (---------->paraglorisa)
Development and Course (---------->meta-reentering)
Persistent depressive disorder often has an early and insidious onset (i.e., in childhood, (---------->parafalsely)
adolescence, or early adult life) and, by definition, a chronic course. Among individuals (---------->orthoflashback)
with both persistent depressive disorder and borderline personality disorder, the covariance (--------->para-indefinitely)
of the corresponding features over time suggests the operation of a common mechanism. (--------->ortho-bridged)
Early onset (i.e., before age 21 years) is associated with a higher likelihood of (---------->meta-strives)
comorbid personality disorders and substance use disorders. (---------->ortho-geda)
When symptoms rise to the level of a major depressive episode, they are likely to subsequently (--------->meta-pipich)
revert to a lower level. However, depressive symptoms are much less likely to (---------->metageneralist)
resolve in a given period of time in the context of persistent depressive disorder than they (--------->meta-ovulation)
are in a major depressive episode. (---------->ortho-telephoning)
Risk and Prognostic Factors (---------->ortho-prion)
Temperamental. Factors predictive of poorer long-term outcome include higher levels (---------->orthoamoia)
of neuroticism (negative affectivity), greater symptom severity, poorer global functioning, (--------->ortho-cataloguing)
and presence of anxiety disorders or conduct disorder. (---------->ortho-symptomatically)
Environmental. Childhood risk factors include parental loss or separation. (---------->meta-signaled)
Genetic and physiological. There are no clear differences in illness development, course, (--------->meta-dissipate)
or family history between DSM-IV dysthymic disorder and chronic major depressive disorder. (--------->meta-bedtime)
Earlier findings pertaining to either disorder are therefore likely to apply to persistent (---------->metapertain)
depressive disorder. It is thus likely that individuals with persistent depressive (---------->ortho-agitation)
disorder will have a higher proportion of first-degree relatives with persistent depressive (---------->orthokaempf)
disorder than do individuals with major depressive disorder, and more depressive disorders (--------->meta-hyperthermia)
in general. (---------->ortho-recalling)
A number of brain regions (e.g., prefrontal cortex, anterior cingulate, amygdala, hippocampus) (--------->ortho-compulsions)
have been implicated in persistent depressive disorder. Possible polysomnographic (---------->metapetechiae)
abnormalities exist as well. (---------->ortho-lina)
Functional Consequences of (---------->meta-ghosh)
Persistent Depressive Disorder (---------->para-partnered)
The degree to which persistent depressive disorder impacts social and occupational functioning (--------->meta-lodgers)
is likely to vary widely, but effects can be as great as or greater than those of major (---------->orthoyael)
depressive disorder. (---------->ortho-observances)

DSM-UPAX

382

Differential Diagnosis (---------->para-volkow)
Major depressive disorder. If there is a depressed mood plus two or more symptoms (---------->paraclarifies)
meeting criteria for a persistent depressive episode for 2 years or more, then the diagnosis of (--------->ortho-clir)
persistent depressive disorder is made. The diagnosis depends on the 2-year duration, (---------->metarepercussions)
which distinguishes it from episodes of depression that do not last 2 years. If the symptom (--------->ortho-caraballo)
criteria are sufficient for a diagnosis of a major depressive episode at any time during this period, (--------->para-mckean)
then the diagnosis of major depression should be noted, but it is coded not as a separate (--------->ortho-hassad)
diagnosis but rather as a specifier with the diagnosis of persistent depressive disorder. If the (--------->meta-emsdorff)
individual's symptoms currently meet full criteria for a major depressive episode, then the (--------->para-cranky)
specifier of "with intermittent major depressive episodes, with current episode" would be (--------->meta-asymptomatic)
made. If the major depressive episode has persisted for at least a 2-year duration and remains (--------->meta-inihal)
present, then the specifier "with persistent major depressive episode" is used. When (---------->orthoperseveration)
full major depressive episode criteria are not currently met but there has been at least one (--------->meta-stereotypically)
previous episode of major depression in the context of at least 2 years of persistent depressive (--------->meta-vaporized)
symptoms, then the specifier of "with intermittent major depressive episodes, without (---------->parapatronizing)
current episode" is used. If the individual has not experienced an episode of major depression (--------->meta-caron)
in the last 2 years, then the specifier "with pure dysthymic syndrome" is used. (---------->ortho-grimaces)
Psychotic disorders. Depressive symptoms are a common associated feature of chronic (--------->ortho-foussias)
psychotic disorders (e.g., schizoaffective disorder, schizophrenia, delusional disorder). A (--------->ortho-necessities)
separate diagnosis of persistent depressive disorder is not made if the symptoms occur (---------->metadopaminergic)
only during the course of the psychotic disorder (including residual phases). (---------->ortho-devaluing)
Depressive or bipolar and related disorder due to another medical condition. Persistent (---------->paradurations)
depressive disorder must be distinguished from a depressive or bipolar and related disorder (--------->para-quinones)
due to another medical condition. The diagnosis is depressive or bipolar and related (---------->metamendelsohn)
disorder due to another medical condition if the mood disturbance is judged, based on history, (--------->para-underdiagnosed)
physical examination, or laboratory findings, to be attributable to the direct pathophysiological (--------->para-generalizable)
effects of a specific, usually chronic, medical condition (e.g., multiple (---------->para-coexisting)
sclerosis). If it is judged that the depressive symptoms are not attributable to the physiological (--------->para-fraternities)
effects of another medical condition, then the primary mental disorder (e.g., persistent (---------->metaical)
depressive disorder) is recorded, and the medical condition is noted as a concomitant medical (--------->ortho-coerce)
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condition (e.g., diabetes mellitus). (---------->para-resnick)
Substance/medication-induced depressive or bipolar disorder. A substance/medication- (---------->metaiagnostic)
induced depressive or bipolar and related disorder is distinguished from persistent (---------->metaharmandayan)
depressive disorder when a substance (e.g., a drug of abuse, a medication, a toxin) is (---------->parasynesthesias)
judged to be etiologically related to the mood disturbance. (---------->meta-confusional)
Personality disorders. Often, there is evidence of a coexisting personality disturbance. (---------->paraunhelpful)
When an individual's presentation meets the criteria for both persistent depressive disorder (--------->ortho-hoarding)
and a personality disorder, both diagnoses are given. (---------->ortho-dopaminergics)
Comorbidity (---------->ortho-recounted)
In comparison to individuals with major depressive disorder, those with persistent depressive (--------->para-holloman)
disorder are at higher risk for psychiatric comorbidity in general, and for anxiety (---------->orthobowden)
disorders and substance use disorders in particular. Early-onset persistent depressive disorder (--------->para-underestimate)
is strongly associated with DSM-IV Cluster B and C personality disorders. (---------->para-hysterectomy)
Premenstrual Dysphoric Disorder (---------->meta-misinterpretations)
Diagnostic Criteria 625.4 (N94.3) (---------->ortho-lysergic)
A. In the majority of menstrual cycles, at least five symptoms must be present in the final (--------->ortho-predominant)
week before the onset of menses, start to improve within a few days after the onset of (---------->metahaggard)
menses, and become minimal or absent in the week postmenses. (---------->meta-laypersons)
B. One (or more) of the following symptoms must be present: (---------->meta-jacquie)
1. Marked affective lability (e.g., mood swings: feeling suddenly sad or tearful, or increased (--------->meta-coitus)
sensitivity to rejection). (---------->ortho-femandez)
2. Marked irritability or anger or increased interpersonal conflicts. (---------->meta-demarcated)
3. Marked depressed mood, feelings of hopelessness, or self-deprecating thoughts. (---------->paraterence)
4. Marked anxiety, tension, and/or feelings of being keyed up or on edge. (---------->para-caste)
C. One (or more) of the following symptoms must additionally be present, to reach a total (--------->ortho-kyofusho)
of five symptoms when combined with symptoms from Criterion B above. (---------->meta-moun)
1. Decreased interest in usual activities (e.g., work, school, friends, hobbies). (---------->orthoyohimbine)
2. Subjective difficulty in concentration. (---------->para-sulci)
3. Lethargy, easy fatigability, or marked lack of energy. (---------->para-piled)
4. Marked change in appetite; overeating; or specific food cravings. (---------->meta-dodd)
5. Hypersomnia or insomnia. (---------->meta-clevenger)
6. A sense of being ovenwhelmed or out of control. (---------->meta-cormnon)
7. Physical symptoms such as breast tenderness or swelling, joint or muscle pain, a (---------->metavocalizations)
sensation of “bloating,” or weight gain. (---------->para-denney)
Note: The symptoms in Criteria A-C must have been met for most menstrual cycles that (---------->paradisrupted)
occurred in the preceding year. (---------->meta-sacher)
D. The symptoms are associated with clinically significant distress or interference with (---------->paraoutsiders)
work, school, usual social activities, or relationships with others (e.g., avoidance of social (--------->ortho-argumentative)
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activities; decreased productivity and efficiency at work, school, or home). (---------->para-abila)
E. The disturbance is not merely an exacerbation of the symptoms of another disorder, (---------->metablacl)
such as major depressive disorder, panic disorder, persistent depressive disorder (---------->ortho-filipa)
(dysthymia), or a personality disorder (although it may co-occur with any of these disorders). (--------->para-intronic)
F. Criterion A should be confirmed by prospective daily ratings during at least two symptomatic (--------->para-rosara)
cycles. (Note: The diagnosis may be made provisionally prior to this confirmation.) (---------->para-hine)
G. The symptoms are not attributable to the physiological effects of a substance (e.g., a (---------->metantiptoms)
drug of abuse, a medication, other treatment) or another medical condition (e.g., hyperthyroidism). (--------->meta-intervened)
Recording Procedures (---------->meta-popping)
If symptoms have not been confirmed by prospective daily ratings of at least two symptomatic (--------->para-liypoventilation)
cycles, "provisional" should be noted after the name of the diagnosis (i.e., "premenstrual (--------->meta-adaptable)
dysphoric disorder, provisional"). (---------->meta-prions)
Diagnostic Features (---------->para-fusar)
The essential features of premenstrual dysphoric disorder are the expression of mood lability, (--------->para-rhabdomyolysis)
irritability, dysphoria, and anxiety symptoms that occur repeatedly during the premenstrual (--------->ortho-schizophreniform)
phase of the cycle and remit around the onset of menses or shortly thereafter. (---------->para-douyon)
These symptoms may be accompanied by behavioral and physical symptoms. Symptoms (--------->para-recurrently)
must have occurred in most of the menstrual cycles during the past year and must have an (--------->para-raho)
adverse effect on work or social functioning. The intensity and/or expressivity of the accompanying (--------->ortho-theatricality)
symptoms may be closely related to social and cultural background characteristics (---------->orthoteratogen)
of the affected female, family perspectives, and more specific factors such as (---------->ortho-girly)
religious beliefs, social tolerance, and female gender role issues. (---------->para-sedation)
Typically, symptoms peak around the time of the onset of menses. Although it is not (---------->parareinforces)
uncommon for symptoms to linger into the first few days of menses, the individual must (---------->paravigilantly)
have a symptom-free period in the follicular phase after the menstrual period begins. (---------->paraneuropsychology)
While the core symptoms include mood and anxiety symptoms, behavioral and somatic (---------->orthocircuitries)
symptoms commonly also occur. However, the presence of physical and/or behavioral (---------->orthohirsute)
symptoms in the absence of mood and/or anxious symptoms is not sufficient for a diagnosis. (--------->para-selfreported)
Symptoms are of comparable severity (but not duration) to those of another mental (---------->metahomebound)
disorder, such a^ a major depressive episode or generalized anxiety disorder. In order to (--------->meta-reuniting)
confirm a provisional diagnosis, daily prospective symptom ratings are required for at (---------->orthohla)
least two symptomatic cycles. (---------->para-zucker)
Associated Features Supporting Diagnosis (---------->para-sporadic)
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Delusions and hallucinations have been described in the late luteal phase of the menstrual (--------->meta-nonsignificant)
cycle but are rare. The premenstrual phase has been considered by some to be a risk period (--------->ortho-irresponsibility)
for suicide. (---------->meta-overlie)
Prevalence (---------->para-sentimental)
Twelve-month prevalence of premenstrual dysphoric disorder is between 1.8% and 5.8% (--------->meta-incite)
of menstruating women. Estimates are substantially inflated if they are based on retrospective (--------->ortho-mcglashan)
reports rather than prospective daily ratings. However, estimated prevalence (---------->ortho-aaidd)
based on a daily record of symptoms for 1-2 months may be less representative, as individuals (--------->ortho-endogenous)
with the most severe symptoms may be unable to sustain the rating process. The (---------->metastadler)
most rigorous estimate of premenstrual dysphoric disorder is 1.8% for women whose (---------->metaentailed)
symptoms meet the full criteria without functional impairment and 1.3% for women (---------->para-witli)
whose symptoms meet the current criteria with functional impairment and without co-occurring (--------->ortho-hoards)
symptoms from another mental disorder. (---------->para-scialli)
Development and Course (---------->para-hypomania)
Onset of premenstrual dysphoric disorder can occur at any point after menarche. Incidence (--------->meta-inflate)
of new cases over a 40-month follow-up period is 2.5% (95% confidence interval = (---------->orthoneurosyphilis)
1.7-3.7). Anecdotally, many individuals, as they approach menopause, report that symptoms (--------->para-yee)
worsen. Symptoms cease after menopause, although cyclical hormone replacement (---------->orthoscalp)
can trigger the re-expression of symptoms. (---------->ortho-zabukovec)
Risk and Prognostic Factors (---------->meta-pneumonitis)
Environmental. Environmental factors associated with the expression of premenstrual (---------->orthoprogessively)
dysphoric disorder include stress, history of interpersonal trauma, seasonal changes, and (--------->ortho-sheth)
sociocultural aspects of female sexual behavior in general, and female gender role in particular. (--------->para-intronic)
Genetic and physiological. Heritability of premenstrual dysphoric disorder is unknown. (---------->parascabs)
However, for premenstrual symptoms, estimates for heritability range between 30% and (---------->parapersecuted)
80%, with the most stable component of premenstrual symptoms estimated to be about (---------->orthoamputees)
50% heritable. (---------->ortho-reductase)
Course modifiers. Women who use oral contraceptives may have fewer premenstrual (---------->metaexperiential)
complaints than do women who do not use oral contraceptives. (---------->para-holcomb)
Culture-Related Diagnostic Issues (---------->meta-wendel)
Premenstrual dysphoric disorder is not a culture-bound syndrome and has been observed (--------->meta-antithetical)
in individuals in the United States, Europe, India, and Asia. It is unclear as to whether rates (--------->meta-manipulative)
differ by race. Nevertheless, frequency, intensity, and expressivity of symptoms and helpseeking (--------->ortho-glibness)
patterns may be significantly influenced by cultural factors. (---------->para-fists)
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Diagnostic Markers (---------->meta-unimportant)
As indicated earlier, the diagnosis of premenstrual dysphoric disorder is appropriately (---------->metaappelbaum)
confirmed by 2 months of prospective symptom ratings. A number of scales, including the (--------->ortho-intensified)
Daily Rating of Severity of Problems and the Visual Analogue Scales for Premenstrual (---------->orthosanjeev)
Mood Symptoms, have undergone validation and are commonly used in clinical trials for (--------->ortho-lew)
premenstrual dysphoric disorder. The Premenstrual Tension Syndrome Rating Scale has a (--------->ortho-triais)
self-report and an observer version, both of v^hich have been validated and used widely to (--------->meta-adriana)
measure illness severity in women who have premenstrual dysphoric disorder. (---------->orthoexacerbated)
Functional Consequences of (---------->ortho-olfactory)
Premenstrual Dysphoric Disorder (---------->meta-nonamnestic)
Symptoms must be associated with clinically meaningful distress and/or an obvious and (---------->parapandas)
marked impairment in the ability to function socially or occupationally in the week prior (---------->orthoformality)
to menses. Impairment in social functioning may be manifested by marital discord and (---------->orthomoming)
problems with children, other family members, or friends. Chronic marital or job problems (--------->meta-salient)
should not be confused with dysfunction that occurs only in association with premenstrual (--------->para-veracity)
dysphoric disorder. (---------->ortho-reefer)
Differential Diagnosis (---------->ortho-incongruence)
Premenstrual syndrome. Premenstrual syndrome differs from premenstrual dysphoric (---------->metastupidity)
disorder in that a minimum of five symptoms is not required, and there is no stipulation of (--------->meta-krausz)
affective symptoms for individuals who have premenstrual syndrome. This condition (---------->orthodisinliibition)
may be more common than premenstrual dysphoric disorder, although the estimated (---------->metasubserving)
prevalence of premenstrual syndrome varies. While premenstrual syndrome shares the (---------->orthoasphyxiation)
feature of symptom expression during the premenstrual phase of the menstrual cycle, it is (--------->meta-antecedents)
generally considered to be less severe than premenstrual dysphoric disorder. The presence (--------->meta-nonresponse)
of physical or behavioral symptoms in the premenstruum, without the required (---------->orthomiscarriage)
affective symptoms, likely meets criteria for premenstrual syndrome and not for premenstrual (--------->para-posttransition)
dysphoric disorder. (---------->meta-psychoactive)
Dysmenorrhea. Dysmenorrhea is a syndrome of painful menses, but this is distinct from a (--------->para-bhati)
syndrome characterized by affective changes. Moreover, symptoms of dysmenorrhea begin (--------->meta-personaiity)
with the onset of menses, whereas symptoms of premenstrual dysphoric disorder, by definition, (--------->meta-indiscretions)
begin before the onset of menses, even if they linger into the first few days of menses. (---------->metaconceptions)
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Bipolar disorder, major depressive disorder, and persistent depressive disorder (---------->parasituational)
(dysthymia). Many women with (either naturally occurring or substance/medicationinduced) (--------->para-intolerances)
bipolar or major depressive disorder or persistent depressive disorder believe (---------->meta-individu)
that they have premenstrual dysphoric disorder. However, when they chart symptoms, (---------->metaselfderogatory)
they realize that the symptoms do not follow a premenstrual pattern. Women with another (--------->para-formality)
mental disorder may experience chronic symptoms or intermittent symptoms that (---------->orthogestural)
are unrelated to menstrual cycle phase. However, because the onset of menses constitutes (--------->para-androphilic)
a memorable event, they may report that symptoms occur only during the premenstruum (--------->meta-cannabinoids)
or that symptoms worsen premenstrually. This is one of the rationales for the requirement (--------->para-selectively)
that symptoms be confirmed by daily prospective ratings. The process of differential diagnosis, (--------->meta-delaurentis)
particularly if the clinician relies on retrospective symptoms only, is made more (---------->orthoindividualized)
difficult because of the overlap between symptoms of premenstrual dysphoric disorder (---------->orthohlnl)
and some other diagnoses. The overlap of symptoms is particularly salient for differentiating (--------->meta-dolgan)
premenstrual dysphoric disorder from major depressive episodes, persistent depressive (--------->ortho-raffa)
disorder, bipolar disorders, and borderline personality disorder. However, the (---------->orthoexemplars)
rate of personality disorders is no higher in individuals with premenstrual dysphoric disorder (--------->ortho-shona)
than in those without the disorder. (---------->ortho-manias)
Use of hormonal treatments. Some women who present with moderate to severe premenstrual (--------->ortho-unknovm)
symptoms may be using hormonal treatments, including hormonal contraceptives. (---------->orthopsychometrically)
If such symptoms occur after initiation of exogenous hormone use, the symptoms (---------->meta-vata)
may be due to the use of hormones rather than to the underlying condition of premenstrual (--------->meta-frailty)
dysphoriq disorder. If the woman stops hormones and the symptoms disappear, (---------->orthodiagnoses)
this is consistent with substance/medication-induced depressive disorder. (---------->meta-denys)
Comorbidity (---------->ortho-kalpana)
A major depressive episode is the most frequently reported previous disorder in individuals (--------->ortho-mugging)
presenting with premenstrual dysphoric disorder. A wide range of medical (e.g., migraine, (--------->para-ingested)
asthma, allergies, seizure disorders) or other mental disorders (e.g., depressive and bipolar (--------->para-trzepacz)
disorders, anxiety disorders, bulimia nervosa, substance use disorders) may worsen in the (--------->ortho-subtracting)
premenstrual phase; however, the absence of a symptom-free period during the postmenstrual (--------->para-birmaher)
interval obviates a diagnosis of premenstrual dysphoric disorder. These conditions (---------->metaneuroplasticity)
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are better considered premenstrual exacerbation of a current mental or medical disorder. Although (--------->meta-lohl)
the diagnosis of premenstrual dysphoric disorder should not be assigned in situations (---------->paramuppa)
in which an individual only experiences a premenstrual exacerbation of another (---------->meta-volkow)
mental or physical disorder, it can be considered in addition to the diagnosis of another mental (--------->meta-succinct)
or physical disorder if the individual experiences symptoms and changes in level of functioning (--------->para-demeanor)
that are characteristic of premenstrual dysphoric disorder and markedly different (---------->orthodisapproval)
from the symptoms experienced as part of the ongoing disorder. (---------->ortho-matney)
Substance/Medication-Induced (---------->ortho-bloodworth)
Depressive Disorder (---------->ortho-genotypes)
Diagnostic Criteria (---------->para-isoproterenol)
A. A prominent and persistent disturbance in mood that predominates in the clinical picture (--------->para-camouflaging)
and is characterized by depressed mood or markedly diminished interest or pleasure (---------->paracenteredness)
in all, or almost all, activities. (---------->meta-blurring)
B. There is evidence from the history, physical examination, or laboratory findings of both (--------->ortho-contaly)
(1)and(2): (---------->para-nonfrail)
1. The symptoms in Criterion A developed during or soon after substance intoxication (---------->metasurvives)
or withdrawal or after exposure to a medication. (---------->meta-erectiie)
2. The involved substance/medication is capable of producing the symptoms in Criterion (--------->meta-depersonaliza)
A. (---------->para-httle)
C. The disturbance is not better explained by a depressive disorder that is not substance/ (--------->meta-hermosillo)
medication-induced. Such evidence of an independent depressive disorder could include (--------->ortho-furtiiermore)
the following: (---------->ortho-bachan)
The symptoms preceded the onset of the substance/medication use; the symptoms (---------->orthodissatisfied)
persist for a substantial period of time (e.g., about 1 month) after the cessation of acute (---------->orthooptimally)
withdrawal or severe intoxication; or there is other evidence suggesting the existence (---------->metashamanism)
of an independent non-substance/medication-induced depressive disorder (e.g., a history (--------->meta-unl)
of recurrent non-substance/medication-related episodes). (---------->ortho-saharan)
D. The disturbance does not occur exclusively during the course of a delirium. (---------->ortho-marissa)
E. The disturbance causes clinically significant distress or impairment in social, occupational, (--------->para-prematurely)
or other important areas of functioning. (---------->para-schatzberg)
Note: This diagnosis should be made instead of a diagnosis of substance intoxication or (---------->parahiller)
substance withdrawal only when the symptoms in Criterion A predominate in the clinical (--------->ortho-hyperacusis)
picture and when they are sufficiently severe to warrant clinical attention. (---------->meta-buono)
Coding note: The ICD-9-CM and ICD-10-CM codes for the [specific substance/medication]- (--------->para-uncharacteristic)
induced depressive disorders are indicated in the table below. Note that the ICD-10- (---------->orthopoking)
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CM code depends on wliether or not there is a comorbid substance use disorder present for (--------->ortho-disorgar)
the same class of substance. If a mild substance use disorder is comorbid with the substanceinduced (--------->meta-wringing)
depressive disorder, the 4th position character is “1 and the clinician should record (---------->metarotomanie)
“mild [substance] use disorder” before the substance-induced depressive disorder (e.g., (--------->ortho-insufficiently)
“mild cocaine use disorder with cocaine-induced depressive disorder”). If a moderate or severe (--------->meta-abila)
substance use disorder is comorbid with the substance-induced depressive disorder, (---------->parapessimism)
the 4th position character is “2,” and the clinician should record “moderate [substance] use (--------->ortho-multisyllable)
disorder” or “severe [substance] use disorder,” depending on the severity of the comorbid (--------->ortho-benoit)
substance use disorder. If there is no comorbid substance use disorder (e.g., after a onetime (--------->ortho-underreporting)
heavy use of the substance), then the 4th position character is “9,” and the clinician should (--------->ortho-jheel)
record only the substance-induced depressive disorder. (---------->meta-peyote)
ICD-10-CM (---------->para-mathematic)
ICD-9-CM (---------->ortho-overcrowding)
With use (---------->para-stagnation)
disorder, (---------->ortho-blunted)
mild (---------->ortho-fragmented)
With use (---------->para-puberty)
disorder, (---------->meta-ozonoff)
moderate (---------->ortho-redcap)
or severe (---------->para-intal)
Without (---------->para-rer)
use (---------->para-dolores)
disorder (---------->meta-reciprocity)
Alcohol 291.89 F10.14 F10.24 FI 0.94 (---------->ortho-inflexible)
Phencyclidine 292.84 F16.14 F16.24 F16.94 (---------->para-wellremembered)
Other hallucinogen 292.84 F16.14 F16.24 FI 6.94 (---------->para-salvatore)
Inhalant 292.84 F18.14 F18.24 FI 8.94 (---------->meta-farooqui)
Opioid 292.84 F11.14 F11.24 F11.94 (---------->meta-lodger)
Sedative, hypnotic, or anxiolytic 292.84 F13.14 FI 3.24 FI 3.94 (---------->para-asphyxiophilia)
Amphetamine (or other (---------->para-succinct)
stimulant) (---------->meta-sweene)
292.84 F15.14 FI 5.24 FI 5.94 (---------->para-phonological)
Cocaine 292.84 F14.14 FI 4.24 FI 4.94 (---------->meta-leukodystrophy)
Other (or unknown) substance 292.84 F19.14 F19.24 FI 9.94 (---------->ortho-outlooks)
Specify if (see Table 1 in the chapter “Substance-Related and Addictive Disorders” for diagnoses (--------->meta-karam)
associated with substance class): (---------->meta-dispensers)
With onset during intoxication: If criteria are met for intoxication with the substance (---------->para-piek)
and the symptoms develop during intoxication. (---------->meta-kanner)
With onset during withdrawal: If criteria are met for withdrawal from the substance (---------->metapreempt)
and the symptoms develop during, or shortly after, withdrawal. (---------->meta-captivity)
Recording Procedures (---------->para-darlene)
ICD-9-CM. The name of the substance/medication-induced depressive disorder begins (---------->metageller)
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with the specific substance (e.g., cocaine, dexamethasone) that is presumed to be causing (--------->para-beiiefs)
the depressive symptoms. The diagnostic code is selected from the table included in the (--------->meta-familially)
criteria set, which is based on the drug class. For substances that do not fit into any of the (--------->meta-cursing)
classes (e.g., dexamethasone), the code for ''other substance" should be used; and in cases (--------->para-loeb)
in which a substance is judged to be an etiological factor but the specific class of substance (--------->meta-manography)
is unknown, the category "unknown substance" should be used. (---------->meta-mutuality)
The name of the disorder is followed by the specification of onset (i.e., onset during intoxication, (--------->ortho-iviaricers)
onset during withdrawal). Unlike the recording procedures for ICD-IO-CM, (---------->para-lew)
which combine the substance-induced disorder and substance use disorder into a single (--------->para-episodic)
code, for ICD-9-CM a separate diagnostic code is given for the substance use disorder. For (--------->meta-groen)
example, in the qase of depressive symptoms occurring during withdrawal in a man with (---------->paraconstellation)
a severe cocaine use disorder, the diagnosis is 292.84 cocaine-induced depressive disorder, (--------->meta-amylase)
with onset during withdrawal. An additional diagnosis of 304.20 severe cocaine use disorder (--------->ortho-kronenberg)
is also given. When more than one substance is judged to play a significant role in (---------->metaintuitively)
the development of depressive mood symptoms, each should be listed separately (e.g., (---------->metajulianne)
292.84 methylphenidate-induced depressive disorder, with onset during withdrawal; (---------->metaimpaction)
292.84 dexamethasone-induced depressive disorder, with onset during intoxication). (---------->ortholandau)
ICD-10-CM. The name of the substance/medication-induced depressive disorder begins (---------->paramediate)
with the specific substance (e.g., cocaine, dexamethasone) that is presumed to be causing (--------->meta-jeopardized)
the depressive symptoms. The diagnostic code is selected from the table included in the (--------->ortho-ussler)
criteria set, which is based on the drug class and presence or absence of a comorbid substance (--------->para-dextroamphetamine)
use disorder. For substances that do not fit into any of the classes (e.g., dexamethasone), (--------->para-hypogastric)
the code for "other substance" should be used; and in cases in which a substance is (---------->metacounterexample)
judged to be an etiological factor but the specific class of substance is unknown, the category (--------->para-corroborative)
unknown substance should be used. (---------->ortho-rosenstock)
When recording the name of the disorder, the comorbid substance use disorder (if any) is (--------->para-lohr)
listed first, followed by the word "with," followed by the name of the substance-induced depressive (--------->para-intensified)
disorder, followed by the specification of onset (i.e., onset during intoxication, onset (---------->metaculp)
during withdrawal). For example, in the case of depressive symptoms occurring during withdrawal (--------->para-fannily)

DSM-UPAX

391

in a man with a severe cocaine use disorder, the diagnosis is F14.24 severe cocaine use (--------->ortho-methyldopa)
disorder with cocaine-induced depressive disorder, with onset during withdrawal. A separate (--------->ortho-blushing)
diagnosis of the comorbid severe cocaine use disorder is not given. If the substance-induced (--------->ortho-denys)
depressive disorder occurs without a comorbid substance use disorder (e.g., after a one-time (--------->para-selfassigned)
heavy use of the substance), no accompanying substance use disorder is noted (e.g., F16.94 (--------->meta-tandon)
phencyclidine-induced depressive disorder, with onset during intoxication). When more than (--------->para-hereditary)
one substance is judged to play a significant role in the development of depressive mood (--------->ortho-glib)
symptoms, each should be listed separately (e.g., F15.24 severe methylphenidate use disorder (--------->ortho-optimally)
with methylphenidate-induced depressive disorder, with onset during withdrawal; F19.94 (--------->meta-reichmuth)
dexamethasone-induced depressive disorder, with onset during intoxication). (---------->parakuchibhatla)
Diagnostic Features (---------->para-familially)
The diagnostic features of substance/medication-induced depressive disorder include the (--------->meta-evading)
symptoms of a depressive disorder, such as major depressive disorder; however, the depressive (--------->meta-barbiturates)
symptoms are associated with the ingestion, injection, or inhalation of a substance (---------->parawarranting)
(e.g., drug of abuse, toxin, psychotropic medication, other medication), and the (---------->para-vomitus)
depressive symptoms persist beyond the expected length of physiological effects, intoxication, (--------->para-hideous)
or withdrawal period. As evidenced by clinical history, physical examination, or (---------->metalightheadedness)
laboratory findings, the relevant depressive disorder should have developed during or (---------->orthoranting)
within 1 month after use of a substance that is capable of producing the depressive disorder (--------->ortho-iagnostic)
(Criterion Bl). In addition, the diagnosis is not better explained by an independent (---------->orthoreverts)
depressive disorder. Evidence of an independent depressive disorder includes the depressive (--------->meta-wrinkles)
disorder preceded the onset of ingestion or withdrawal from the substance; the (---------->meta-sldlls)
depressive disorder persists beyond a substantial period of time after the cessation of substance (--------->ortho-sparing)
use; or other evidence suggests the existence of an independent non-substance/ (---------->orthosimulates)
medication-induced depressive disorder (Criterion C). This diagnosis should not be made (--------->meta-mellisha)
when symptoms occur exclusively during the course of a delirium (Criterion D). The depressive (--------->para-shim)
disorder associated with the substance use, intoxication, or withdrawal must (---------->metanonambulatory)
cause clinically significant distress or impairment in social, occupational, or other important (--------->para-rarest)
areas of functioning to qualify for this diagnosis (Criterion E). (---------->para-glasser)
Some medications (e.g., stimulants, steroids, L-dopa, antibiotics, central nervous (---------->orthomarketplaces)
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system drugs, dermatological agents, chemotherapeutic drugs, immunological agents) (---------->metaboastful)
can induce depressive mood disturbances. Clinical judgment is essential to determine (---------->orthodaskalakis)
whether the medication is truly associated with inducing the depressive disorder or (---------->metanonproductive)
whether a primary depressive disorder happened to have its onset while the person was (---------->paraweissberg)
receiving the treatment. For example, a depressive episode that developed within the first (--------->para-digested)
several weeks of beginning alpha-methyldopa (an antihypertensive agent) in an individual (--------->meta-sciiizophreniform)
with no history of major depressive disorder would qualify for the diagnosis of medication- (--------->ortho-psychiatrist)
induced depressive disorder. In some cases, a previously established condition (---------->para-zachary)
(e.g., major depressive disorder, recurrent) can recur while the individual is coincidentally (--------->ortho-jillian)
taking a medication that has the capacity to cause depressive symptoms (e.g., L-dopa, oral (--------->ortho-acuity)
contraceptives). In such cases, the clinician must make a judgment as to whether the medication (--------->para-stipulated)
is causative in this particular situation. (---------->meta-postictal)
A substance/medication-induced depressive disorder is distinguished from a primary (---------->orthowliat)
depressive disorder by considering the onset, course, and other factors associated with the (--------->ortho-multidimensional)
substance use. There must be evidence from the history, physical examination, or laboratory (--------->ortho-barlow)
findings of substance use, abuse, intoxication, or withdrawal prior to the onset of the (---------->orthopsych)
depressive disorder. The withdrawal state for some substances can be relatively protracted, (--------->ortho-coercive)
and thus intense depressive symptoms can last for a long period after the cessation (---------->metatrembling)
of substance use. (---------->meta-ultrasonography)
Prevalence (---------->ortho-kola)
In a nationally representative U.S. adult population, the lifetime prevalence of substance/ (--------->para-miiumize)
medication-induced depressive disorder is 0.26%. (---------->para-madsen)
Development and Course (---------->para-inhalantinduced)
A depressive disorder associated with the use of substance (i.e., alcohol, illicit drugs, or a (--------->para-misleadingly)
prescribed treatment for a mental disorder or another medical condition) must have its onset (--------->para-bailout)
while the individual is using the substance or during withdrawal, if there is a withdrawal (---------->orthocannabinoids)
syndrome associated with the substance. Most often, the depressive disorder has (---------->paraprogresses)
its onset within the first few weeks or 1 month of use of the substance. Once the substance (--------->ortho-medicationrelated)
is discontinued, the depressive symptoms usually remit within days to several weeks, depending (--------->ortho-unreliable)
on the half-life of the substance/medication and the presence of a withdrawal (---------->orthoinsecticides)
syndrome. If symptoms persist 4 weeks beyond the expected time course of withdrawal of (--------->para-yustis)
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a particular substance/medication, other causes for the depressive mood symptoms (---------->orthoperceiving)
should be considered. (---------->ortho-rarest)
Although there are a few prospective controlled trials examining the association of depressive (--------->para-wegner)
symptoms with use of a medication, most reports are from postmarketing surveillance (---------->metamasochism)
studies, retrospective observational studies, or case reports, making evidence of (---------->meta-leff)
causality difficult to determine. Substances implicated in medication-induced depressive (---------->parasadomasochistic)
disorder, with varying degrees of evidence, include antiviral agents (efavirenz), cardiovascular (--------->meta-degenerative)
agents (clonidine, guanethidine, methyldopa, reserpine), retinoic acid derivatives (---------->pararowland)
(isotretinoin), antidepressants, anticonvulsants, anti-migraine agents (triptans), (---------->metastipulated)
antipsychotics, hormonal agents (corticosteroids, oral contraceptives, gonadotropinreleasing (--------->para-disrupted)
hormone agonists, tamoxifen), smoking cessation agents (varenicline), and immunological (--------->ortho-volimtary)
agents (interferon). However, other potential substances continue to emerge (---------->para-lehman)
as new compounds are synthesized. A history of such substance use may help increase diagnostic (--------->ortho-vaginismus)
certainty. (---------->ortho-pleasurable)
Risk and Prognostic Factors (---------->para-expectable)
Temperamental. Factors that appear to increase the risk of substance/medicationinduced (--------->ortho-hematology)
depressive disorder can be conceptualized as pertaining to the specific type of (---------->metaregressions)
drug or to a group of individuals with underlying alcohol or drug use disorders. Risk factors (--------->para-communicative)
common to all drugs include history of major depressive disorder, history of druginduced (--------->para-paracetamol)
depression, and psychosocial stressors. (---------->ortho-vividly)
Environmental, There are also risks factors pertaining to a specific type of medication (---------->paraunselected)
(e.g., increased immune activation prior to treatment for hepatitis C associated with interferon- (--------->meta-modulate)
alfa-induced depression); high doses (greater than 80 mg/day prednisone-equivalents) (---------->metagrimacing)
of corticosteroids or high plasma concentrations of efavirenz; and high estrogen/ (---------->paraesophagus)
progesterone content in oral contraceptives. (---------->para-kyphoscoliosis)
Course modifiers. In a representative U.S. adult population, compared with individuals (---------->orthoaltshuler)
with major depressive disorder who did not have a substance use disorder, individuals (---------->paranonproblematically)
with substance-induced depressive disorder were more likely to be male, to be black, to (---------->metamingo)
have at most a high school diploma, to lack insurance, and to have lower family income. (--------->ortho-hartman)
They were also more likely to report higher family history of substance use disorders and (--------->meta-westem)
antisocial behavior, higher 12-month history of stressful life events, and a greater number (--------->meta-erythematosus)
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of DSM-rV major depressive disorder criteria. They were more likely to report feelings of (---------->pararuminates)
worthlessness, insomnia/hypersomnia, and thoughts of death and suicide attempts, but (---------->orthostambaugh)
less likely to report depressed mood and parental loss by death before age 18 years. (---------->metaawakened)
Diagnostic iViarlcers (---------->meta-hypoalbuminemia)
Determination of the substance of use can sometimes be made through laboratory assays (--------->ortho-frightened)
of the suspected substance in the blood or urine to corroborate the diagnosis. (---------->metadecerebrate)
Suicide Risic (---------->meta-posillico)
Drug-induced or treatment-emergent suicidality represents a marked change in thoughts (--------->para-facets)
and behavior from the person's baseline, is usually temporally associated with initiation of (--------->para-lotspeich)
a substance, and must be distinguished from the underlying primary mental disorders. (---------->orthoeilniefgmg)
In regard to the treatment-emergent suicidality associated with antidepressants, a U.S. (---------->metahypocretin)
Food and Drug Administration (FDA) advisory committee considered meta-analyses of (---------->paraincompetence)
99,839 participants enrolled in 372 randomized clinical trials of antidepressants in trials for (--------->para-takotsubo)
mental disorders. The analyses showed that when the data were pooled across all adult (---------->paracagigas)
age groups, there was no perceptible increased risk of suicidal behavior or ideation. However, (--------->meta-freytag)
in age-stratified analyses, the risk for patients ages 18-24 years was elevated, albeit (---------->parakassimir)
not significantly (odds ratio [OR] = 1.55; 95% confidence interval [Cl] = 0.91-2.70). The (---------->metaambivalent)
FDA meta-analyses reveal an absolute risk of suicide in patients taking investigational antidepressants
(---------->meta-downy)
of 0.01%. In conclusion, suicide is clearly an extremely rare treatment-emergent (---------->orthosolanto)
phenomenon, but the outcome of suicide was serious enough to prompt the FDA to (---------->parastressorrelated)
issue an expanded black-box warning in 2007 regarding the importance of careful monitoring (--------->meta-irresistible)
of treatment-emergent suicidal ideation in patients receiving antidepressants. (---------->metatrichotillomania)
Differential Diagnosis (---------->ortho-conversing)
Substance intoxication and withdrawal. Depressive symptoms occur commonly in substance (--------->meta-overwhelms)
intoxicahon and substance withdrawal, and the diagnosis of the substance-specific (---------->paraunidimensional)
intoxication or withdrawal will usually suffice to categorize the symptom presentation. A (---------->metawarranting)
diagnosis of substance-induced depressive disorder should be made instead of a diagnosis (--------->ortho-hallucinating)
of substance intoxication or substance withdrawal when the mood symptoms are (---------->orthofigueiredo)
sufficiently severe to warrant independent clinical attention. For example, dysphoric (---------->metahypercalcemia)
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mood is a characteristic feature of cocaine withdrawal. Substance/medication-induced (---------->orthotiefer)
depressive disorder should be diagnosed instead of cocaine withdrawal only if the mood (---------->parafibromyalgia)
disturbance is substantially more intense or longer lasting than what is usually encountered (--------->meta-oxycodone)
with cocaine withdrawal and is sufficiently severe to be a separate focus of attention and (--------->ortho-braininjured)
treatment. (---------->ortho-multipurpose)
Primary depressive disorder. A substance/medication-induced depressive disorder is (---------->orthorestlessness)
distinguished from a primary depressive disorder by the fact that a substance is judged to (--------->para-exacerbating)
be etiologically related to the symptoms, as described earlier (see section "Development (--------->ortho-handwringing)
and Course" for this disorder). (---------->meta-elated)
Depressive disorder due to another medical condition. Because individuals with other (---------->metaboulter)
medical conditions often take medications for those conditions, the clinician must consider the (--------->meta-marlena)
possibility that the mood symptoms are caused by the physiological consequences of the medical (--------->para-nonconfirming)
condition rather than the medication, in which case depressive disorder due to another (---------->paradisorganizing)
medical condition is diagnosed. The history often provides Üie primary basis for such a judgment. (--------->ortho-weissman)
At times, a change in the treatment for the other medical condition (e.g., medication substitution (--------->para-sheryl)
or discontinuation) may be needed to determine empirically whether the medication (---------->paraischemic)
is the causative agent. If the clinician has ascertained that the disturbance is a function of both (--------->meta-harmonizing)
another medical condition and substance use or withdrawal, both diagnoses (i.e., depressive (--------->para-sarcasm)
disorder due to another medical condition and substance/medication-induced depressive (--------->meta-funerals)
disorder) may be given. When there is insufficient evidence to determine whether the depressive (--------->para-pelham)
symptoms are associated with substance (including a medication) ingestion or withdrawal (--------->meta-rambling)
or with another medical condition or are primary (i.e., not a function of either a (---------->para-hormonal)
substance or another medical condition), a diagnosis of other specified depressive disorder or (--------->para-mimic)
unspecified depressive disorder would be indicated. (---------->meta-realizes)
Comorbidity (---------->meta-jacobus)
Compared with individuals with major depressive disorder and no comorbid substance (---------->parachoreiform)
use disorder, those with substance/medication-induced depressive disorder have higher (--------->ortho-travails)
rates of comorbidity with any DSM-IV mental disorder; are more likely to have specific (---------->paraneatly)
DSM-IV disorders of pathological gambling and paranoid, histrionic, and antisocial personality (--------->ortho-cassie)
disorders; and are less likely to have persistent depressive disorder (dysthymia). (---------->orthoprevocational)

DSM-UPAX

396

Compared with individuals with major depressive disorder and a comorbid substance use (--------->ortho-brighten)
disorder, individuals with substance/medication-induced depressive disorder are more (---------->metanonusers)
likely to have alcohol use disorder, any other substance use disorder, and histrionic personality (--------->meta-mucosa)
disorder; however, they are less likely to have persistent depressive disorder. (---------->ortho-sinusitis)
Depressive Disorder (---------->meta-hagman)
Due to Another l\/ledical Condition (---------->meta-detachment)
Diagnostic Criteria (---------->para-postponing)
A. A prominent and persistent period of depressed mood or markedly diminished interest (--------->para-ono)
or pleasure in all, or almost all, activities that predominates in the clinical picture. (---------->metaaftercare)
B. There is evidence from the history, physical examination, or laboratory findings that the (--------->ortho-hepatomegaly)
disturbance is the direct pathophysiological consequence of another medical condition. (---------->orthodiscontinuities)
C. The disturbance is not better explained by another mental disorder (e.g., adjustment (---------->paraheterogeneity)
disorder, with depressed mood, in which the stressor is a serious medical condition). (---------->metancdlb)
D. The disturbance does not occur exclusively during the course of a delirium. (---------->meta-lupus)
E. The disturbance causes clinically significant distress or impairment in social, occupational, (--------->meta-haircuts)
or other important areas of functioning. (---------->para-picchietti)
Coding note: The ICD-9-CM code for depressive disorder due to another medical condition (--------->ortho-possessing)
is 293.83, which is assigned regardless of the specifier. The ICD-10-CM code depends (---------->metaresilience)
on the specifier (see below). (---------->ortho-thibault)
Specify if: (---------->para-liypnotic)
(F06.31) With depressive features: Full criteria are not met for a major depressive (---------->paragestural)
episode. ' (---------->para-consenting)
(F06.32) Witli major depressive-iilce episode: Full criteria are met (except Criterion (---------->paraanaphylactic)
C) for a major depressive episode. (---------->meta-guesses)
(F06.34) With mixed features: Symptoms of mania or hypomania are also present but (---------->metaretracting)
do not predominate in the clinical picture. (---------->para-rothenberg)
Coding note: Include the name of the other medical condition in the name of the mental disorder (--------->ortho-excoriation)
(e.g., 293.83 [F06.31] depressive disorder due to hypothyroidism, with depressive features). (--------->para-launer)
The other medical condition should also be coded and listed separately immediately (---------->parahandicaps)
before the depressive disorder due to the medical condition (e.g., 244.9 [E03.9] hypothyroidism; (--------->para-overcrowding)
293.83 [F06.31] depressive disorder due to hypothyroidism, with depressive features). (---------->orthoohayon)
Diagnostic Features (---------->ortho-psychiatrically)
The essential feature of depressive disorder due to another medical condition is a prominent (--------->meta-overdiagnosis)
and persistent period of depressed mood or markedly diminished interest or pleasure (---------->paraipsing)
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in all, or almost all, activities that predominates in the clinical picture (Criterion A) (---------->parapreferential)
and that is thought to be related to the direct physiological effects of another medical condition (--------->ortho-carbamates)
(Criterion B). In determining whether the mood disturbance is due to a general (---------->meta-mattson)
medical condition, the clinician must first establish the presence of a general medical condition. (--------->para-undgrst)
Further, the clinician must establish that the mood disturbance is etiologically related (---------->metasectionally)
to the general medical condition through a physiological mechanism. A careful and (---------->metaexternalizing)
comprehensive assessment of multiple factors is necessary to make this judgment. Although (--------->ortho-decrements)
there are no infallible guidelines for determining whether the relationship (---------->para-leukocytosis)
between the mood disturbance and the general medical condition is etiological, several (---------->metameisl)
considerations provide some guidance in this area. One consideration is the presence of a (--------->meta-postmenopausal)
temporal association between the onset, exacerbation, or remission of the general medical (--------->para-brainwashing)
condition and that of the mood disturbance. A second consideration is the presence of features (--------->meta-invalidism)
that are atypical of primary Mood Disorders (e.g., atypical age at onset or course or (---------->paraamnesic)
absence of family history). Evidence from the literature that suggests that there can be a direct (--------->para-trzepacz)
association between the general medical condition in question and the development (---------->orthomercilessly)
of mood symptoms can provide a useful context in the assessment of a particular situation. (--------->ortho-enriches)
Associated Features Supporting Diagnosis (---------->para-hepatic)
Etiology (i.e., a causal relationship to another medical condition based on best clinical evidence) (--------->meta-deceleration)
is the key variable in depressive disorder due to another medical condition. The (---------->paraverbalize)
listing of the medical conditions that are said to be able to induce major depression is never (--------->meta-inertia)
complete, and the clinician's best judgment is the essence of this diagnosis. (---------->metastimulantrelated)
There are clear associations, as well as some neuroanatomical correlates, of depression (--------->ortho-teater)
with stroke, Huntington's disease, Parkinson's disease, and traumatic brain injury. Among (--------->meta-trajectories)
the neuroendocrine conditions most closely associated with depression are Cushing's disease (--------->meta-transitioned)
and hypothyroidism. There are numerous other conditions thought to be associated (---------->metaprimiparous)
with depression, such as multiple sclerosis. However, the literature's support for a causal (--------->meta-detract)
association is greater with some conditions, such as Parkinson's disease and Huntington's (--------->meta-botulinum)
disease, than with others, for which the differential diagnosis may be adjustment disorder, (--------->meta-misfortune)
with depressed mood. (---------->para-sarcoma)
Deveiopment and Course (---------->meta-gehrman)
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Following stroke, the onset of depression appears to be very acute, occurring within 1 day (--------->meta-traumas)
or a few days of the cerebrovascular accident (CVA) in the largest case series. However, in (--------->para-shrugging)
some cases, onset of the depression is weeks to months following the CVA. In the largest (--------->ortho-fearlessness)
series, the duration of the major depressive episode following stroke was 9-11 months on (--------->para-straebler)
average. Similarly, in Huntington's disease the depressive state comes quite early in the (---------->parahyperperfectionism)
course of the illness. With Parkinson's disease and Huntington's disease, it often precedes (--------->meta-myasthenia)
the major motor impairments and cognitive impairments associated with each condition. (--------->meta-pimples)
This is more prominently the case for Huntington's disease, in which depression is considered (--------->para-unending)
to be the first neuropsychiatric symptom. There is some observational evidence (---------->paranonadherence)
that depression is less common as the dementia of Huntington's disease progresses. (---------->orthoeil)
Risk and Prognostic Factors (---------->ortho-diagnostically)
The risk of acute onset of a major depressive disorder following a CVA (within 1 day to a (--------->ortho-electroconvulsive)
week of the event) appears to be strongly correlated with lesion location, with greatest risk (--------->para-erythematosus)
associated with left frontal strokes and least risk apparently associated with right frontal (---------->metaiulild)
lesions in those individuals who present within days of the stroke. The association with (---------->orthodeprecating)
frontal regions and laterality is not observed in depressive states that occur in the 2-6 months (--------->para-pertains)
following stroke. (---------->ortho-haggard)
Gender-Related Diagnostic issues (---------->ortho-malaise)
Gender differences pertain to those associated with the medical condition (e.g., systemic (--------->meta-rapidity)
lupus erythematosus is more common in females; stroke is somewhat more common in (---------->orthoaltshuler)
middle-age males compared with females). (---------->meta-tliey)
Diagnostic iVlarlcers (---------->para-interrogating)
Diagnostic markers pertain to those associated with the medical condition (e.g., steroid (---------->metamajewski)
levels in blood or urine to help corroborate the diagnosis of Cushing's disease, which can (--------->para-nonmedically)
be associated with manic or depressive syndromes). (---------->para-edginess)
Suicide Risic (---------->para-emanates)
There are no epidemiological studies that provide evidence to differentiate the risk of suicide (--------->ortho-mibg)
from a major depressive episode due to another medical condition compared with the (---------->metacaveats)
risk from a major depressive episode in general. There are case reports of suicides in (---------->orthomenninga)
association with major depressive episodes associated with another medical condition. (---------->orthoorthostasis)
There is a clear association between serious medical illnesses and suicide, particularly (---------->metaembarrassment)
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shortly after onset or diagnosis of the illness. Thus, it would be prudent to assume that the (--------->ortho-weekdays)
risk of suicide for major depressive episodes associated with medical conditions is not less (--------->meta-echopraxia)
than that for other forms of major depressive episode, and might even be greater. (---------->metabitterness)
Functional Consequences of Depressive Disorder (---------->ortho-overvaluatipn)
Due to Another iViedicai Condition (---------->meta-blurriness)
Functional consequences pertain to those associated with the medical condition. In general, (--------->para-glisky)
it is believed, but not established, that a major depressive episode induced by Cushing's (---------->parakda)
disease will not recur if the Cushing's disease is cured or arrested. However, it is also (---------->paralinh)
suggested, but not established, that mood syndromes, including depressive and manic/ (---------->orthobodner)
hypomanie ones, may be episodic (i.e., recurring) in some individuals with static brain injuries (--------->ortho-sjnnptoms)
and other central nervous system diseases. (---------->meta-ledical)
Differential Diagnosis (---------->para-kermeth)
Depressive disorders not due to another medical condition. Determination of whether (---------->orthodecerebrate)
a medical condition accompanying a depressive disorder is causing the disorder depends (--------->meta-weniger)
on a) the absence of an episode(s) of depressive episodes prior to the onset of the medical (--------->para-belinda)
condition, b) the probability that the associated medical condition has a potential to promote (--------->para-eqn)
or cause a depressive disorder, and c) a course of the depressive symptoms shortly (---------->orthosymbolically)
after the onset oi^ worsening of the medical condition, especially if the depressive symptoms (--------->meta-clausell)
remit near the time that the medical disorder is effectively treated or remits. (---------->ortho-laziness)
Medication-induced depressive disorder. An important caveat is that some medical conditions (--------->meta-mispronounce)
are treated with medications (e.g., steroids or alpha-interferon) that can induce depressive (--------->ortho-hypercapnia)
or manic symptoms. In these cases, clinical judgment, based on all the evidence in hand, is (--------->ortho-francesca)
the best way to try to separate the most likely and/or the most important of two etiological factors (--------->ortho-postviral)
(i.e., association with the medical condition vs. a substance-induced syndrome). (---------->orthohippocampus)
Adjustment disorders. It is important to differentiate a depressive episode from an adjustment (--------->meta-exhibiting)
disorder, as the onset of the medical condition is in itself a life stressor that could (---------->metatiptoes)
bring on either an adjustment disorder or an episode of major depression. The major differentiating (--------->meta-occhiu)
elements are the pervasiveness the depressive picture and the number and (---------->meta-aphonia)
quality of the depressive symptoms that the patient reports or demonstrates on the mental (--------->para-hyperresponsivity)
status examination. The differential diagnosis of the associated medical conditions is relevant (--------->meta-flav)
but largely beyond the scope of the present manual. (---------->ortho-immaturities)
Comorbidity (---------->para-leckman)

DSM-UPAX

400

Conditions comorbid with depressive disorder due to another medical condition are those (--------->ortho-anxiolyhc)
associated with the medical conditions of etiological relevance. It has been noted that delirium (--------->ortho-trimester)
can occur before or along with depressive symptoms in individuals with a variety (---------->paraboasting)
of medical conditions, such as Cushing's disease. The association of anxiety symptoms, (--------->ortho-conversational)
usually generalized symptoms, is common in depressive disorders, regardless of cause. (--------->ortho-unfairly)
Other Specified Depressive Disorder (---------->meta-detenber)
311 (F32.8) (---------->ortho-covariance)
This category applies to presentations in which symptoms characteristic of a depressive (---------->parabeckner)
disorder that cause clinically significant distress or impairment in social, occupational, or (--------->ortho-stiffness)
other important areas of functioning predominate but do not meet the full criteria for any of (--------->meta-prognoses)
the disorders in the depressive disorders diagnostic class. The other specified depressive (--------->ortho-shc)
disorder category is used in situations in which the clinician chooses to communicate the (--------->ortho-ikram)
specific reason that the presentation does not meet the criteria for any specific depressive (--------->para-morbidity)
disorder. This is done by recording “other specified depressive disorder” followed by the (--------->meta-opiate)
specific reason (e.g., “short-duration depressive episode”). (---------->ortho-dodds)
Examples of presentations that can be specified using the “other specified” designation (---------->parainterrogating)
include the following: (---------->para-risl)
1. Recurrent brief depression: Concurrent presence of depressed mood and at least (---------->orthopresenilin)
four other symptoms of depression for 2-13 days at least once per month (not associated (--------->ortho-mccloskey)
with the menstrual cycle) for at least 12 consecutive months in an individual (---------->parafrontotemporal)
whose presentation has never met criteria for any other depressive or bipolar disorder (---------->orthoexploitative)
and does not currently meet active or residual criteria for any psychotic disorder. (---------->metaintronic)
2. Short-duration depressive episode (4-13 days): Depressed affect and at least four (---------->parasequentially)
of the other eight symptoms of a major depressive episode associated with clinically (---------->metabrigitta)
significant distress or impairment that persists for more than 4 days, but less than 14 days, (--------->para-impersistence)
in an individual whose presentation has never met criteria for any other depressive or (---------->paraneuroanatomical)
bipolar disorder, does not currently meet active or residual criteria for any psychotic disorder, (--------->meta-sniffer)
and does not meet criteria for recurrent brief depression. (---------->meta-premenstrual)
3. Depressive episode with insufficient symptoms: Depressed affect and at least one (---------->orthononhallucinatory)
of the other eight symptoms of a major depressive episode associated with clinically (---------->orthofeigned)

DSM-UPAX

401

significant distress or impairment tliat persist for at least 2 weeks in an individual (---------->metamaxillary)
whose presentation has never met criteria for any other depressive or bipolar disorder, (---------->orthooverconscientious)
does not currently meet active or residual criteria for any psychotic disorder, and does (---------->paradeteriorated)
not meet criteria for mixed anxiety and depressive disorder symptoms. (---------->ortho-nonmood)
Unspecified Depressive Disorder (---------->meta-assessrilbnt)
311 (F32.9) (---------->meta-misarticulated)
This category applies to presentations in which symptoms characteristic of a depressive disorder (--------->ortho-hansler)
that cause clinically significant distress or impairment in social, occupational, or other important (--------->meta-postictal)
areas of functioning predominate but do not meet the full criteria for any of the disorders (--------->ortho-overattribute)
in the depressive disorders diagnostic class. The unspecified depressive disorder category is (--------->ortho-isackila)
used in situations in which the clinician chooses not to specify the reason that the criteria are (--------->meta-denervation)
not met for a specific depressive disorder, and includes presentations for which there is insufficient (--------->meta-reunited)
information to make a more specific diagnosis (e.g., in emergency room settings). (---------->metafalsify)
Specifiers for Depressive Disorders (---------->meta-housebound)
Specify if: (---------->meta-posttransition)
With anxious distress: Anxious distress is defined as the presence of at least two of (---------->paracardiorespiratory)
the following symptoms during the majority of days of a major depressive episode or (---------->parajannah)
persistent depressive disorder (dysthymia): (---------->meta-mcduffie)
1. Feeling keyed up or tense. (---------->meta-beckham)
2. Feeling unusually restless. (---------->para-sanjay)
3. Difficulty concentrating because of worry. (---------->para-rgl)
4. Fear that something awful may happen. (---------->para-psilocin)
5. Feeling that the individual might lose control of himself or herself. (---------->meta-melatonin)
Specify current severity: (---------->meta-highrisk)
IMild: Two symptoms. (---------->meta-sprayed)
¦Moderate: Three symptoms. (---------->meta-wend)
¦Moderate-severe: Four or five symptoms. (---------->para-nfiotives)
Severe: Four or five symptoms and with motor agitation. (---------->ortho-misinterpretations)
Note: Anxious distress has been noted as a prominent feature of both bipolar and major (--------->meta-docile)
depressive disorder in both primary care and specialty mental health settings. High (---------->paramichaelsen)
levels of anxiety have been associated with higher suicide risk, longer duration of illness, (--------->para-convulsions)
and greater likelihood of treatment nonresponse. As a result, it is clinically useful (---------->meta-fuii)
to specify accurately the presence and severity levels of anxious distress for treatment (---------->paravanderlip)
planning and monitoring of response to treatment. (---------->meta-postoperatively)
Witli mixed features: (---------->ortho-tangential)
A. At least three of the following manic/hypomanic symptoms are present nearly every (---------->metainfanticide)
day during the majority of days of a major depressive episode: (---------->meta-nigg)
1. Elevated, expansive mood. (---------->para-observational)
2. Inflated self-esteem or grandiosity. (---------->meta-nonspousal)
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3. More talkative than usual or pressure to keep talking. (---------->para-dsim)
4. Flight of ideas or subjective experience that thoughts are racing. (---------->para-analgesic)
5. Increase in energy or goal-directed activity (either socially, at work or school, or (---------->parahypogastric)
sexually). (---------->meta-deformity)
6. Increased or excessive involvement in activities that have a high potential for (---------->paracarrizales)
painful consequences (e.g., engaging in unrestrained buying sprees, sexual indiscretions, (--------->ortho-arylcyclohexylamines)
foolish business investments). (---------->para-meditative)
7. Decreased need for sleep (feeling rested despite sleeping less than usual; to be (---------->orthomarjorie)
contrasted with insomnia). (---------->para-divinorum)
B. Mixed symptoms are observable by others and represent a change from the person’s (--------->meta-lethargy)
usual behavior. (---------->ortho-psychomotor)
C. For individuals whose symptoms meet full criteria for either mania or hypomania, (---------->parasubthreshold)
the diagnosis should be bipolar I or bipolar II disorder. (---------->meta-subcultural)
D. The mixed symptoms are not attributable to the physiological effects of a substance (---------->paraatter)
(e.g., a drug of abuse, a medication or other treatment). (---------->ortho-hypomanie)
Note: Mixed features associated with a major depressive episode have been found (---------->metaabsenteeism)
to be a significant risk factor for the development of bipolar I or bipolar II disorder. (---------->orthostubbornly)
As a result, it is clinically useful to note the presence of this specifier for treatment (---------->parahydrocarbon)
planning and monitoring of response to treatment. (---------->ortho-thiethylperazine)
With melancholic features: (---------->meta-luteal)
A. One of the following is present during the most severe period of the current episode: (---------->paraimoortant)
1. Loss of pleasure in all, or almost all, activities. (---------->ortho-teasing)
2. Lack of reactivity to usually pleasurable stimuli (does not feel much better, even (---------->paraprudence)
temporarily, when something good happens). (---------->ortho-cannabinoids)
B. Three (or more) of the following; (---------->meta-presumption)
1. A distinct quality of depressed mood characterized by profound despondency, (---------->paraantihypertension)
despair, and/or moroseness or by so-called empty mood. (---------->ortho-cicatricial)
2. Depression that is regularly worse in the morning. (---------->para-nondependent)
3. Early-morning awakening (i.e., at least 2 hours before usual awakening). (---------->ortho-psychosis)
4. Marked psychomotor agitation or retardation. (---------->para-mistreated)
5. Significant anorexia or weight loss. (---------->ortho-angina)
6. Excessive or inappropriate guilt. (---------->meta-nonfrail)
Note: The specifier “with melancholic features” is applied if these features are present (---------->paratong)
at the most severe stage of the episode. There is a near-complete absence of the capacity (--------->meta-schizoplirenia)
for pleasure, not merely a diminution. A guideline for evaluating the lack of reactivity (---------->paraalphabetic)
of mood is that even highly desired events are not associated with marked (---------->meta-ragged)
brightening of mood. Either mood does not brighten at all, or it brightens only partially (---------->metathg)
(e.g., up to 20%-^0% of normal for only minutes at a time). The “distinct quality” of mood (---------->parapeteet)
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that is characteristic of the “with melancholic features” specifier is experienced as qualitatively (--------->meta-maybee)
different from that during a nonmelancholic depressive episode. A depressed (---------->para-shupinka)
mood that is described as merely more severe, longer lasting, or present without a reason (--------->ortho-befalling)
is not considered distinct in quality. Psychomotor changes are nearly always present (---------->orthoxo)
and are observable by others. (---------->ortho-propensity)
Melancholic features exhibit only a modest tendency to repeat across episodes in the (---------->metalivesley)
same individual. They are more frequent in inpatients, as opposed to outpatients; are (---------->metatransmissible)
less likely to occur in milder than in more severe major depressive episodes; and are (---------->parabenzodiazepinelike)
more likely to occur in those with psychotic features. (---------->ortho-caretaker)
With atypical features: This specifier can be applied when these features predominate (---------->orthoicit)
during the majority of days of the current or most recent major depressive episode (---------->orthomanji)
or persistent depressive disorder. (---------->ortho-deities)
A. Mood reactivity (i.e., mood brightens in response to actual or potential positive (---------->metaparkinsonism)
events). (---------->ortho-lianzi)
B. Two (or more) of the following: (---------->meta-spitting)
1. Significant weight gain or increase in appetite. (---------->meta-moskowitz)
2. Hypersomnia. (---------->para-cluttered)
3. Leaden paralysis (i.e., heavy, leaden feelings in arms or legs). (---------->ortho-postoperative)
4. A long-standing pattern of interpersonal rejection sensitivity (not limited to episodes (---------->metabitterness)
of mood disturbance) that results in significant social or occupational impairment. (---------->orthodeprives)
C. Criteria are not met for “with melancholic features” or “with catatonia” during the (---------->metaschizophreni)
same episode. (---------->ortho-iviedlcal)
Note: “Atypical depression” has historical significance (i.e., atypical in contradistinction (---------->metaassaults)
to the more classical agitated, “endogenous” presentations of depression that were the (---------->metamydriasis)
norm when depression was rarely diagnosed in outpatients and almost never in adolescents (--------->meta-nurturance)
or younger adults) and today does not connote an uncommon or unusual clinical (---------->metatoxocariasis)
presentation as the term might imply. (---------->meta-selfcare)
Mood reactivity is the capacity to be cheered up when presented with positive events (---------->orthoconstellation)
(e.g., a visit from children, compliments from others). Mood may become euthymie (not (---------->metadiffidence)
sad) even for extended periods of time if the external circumstances remain favorable. (---------->paramalati)
Increased appetite may be manifested by an obvious increase in food intake or by (---------->parasubcutaneous)
weight gain. Hypersomnia may include either an extended period of nighttime sleep or (---------->metaperplexity)
daytime napping that totals at least 10 hours of sleep per day (or at least 2 hours more (---------->orthounintelligent)
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than when not depressed). Leaden paralysis is defined as feeling heavy, leaden, or (---------->parapunching)
weighted down, usually in the arms or legs. This sensation is generally present for at (---------->orthohoek)
least an hour a day but often lasts for many hours at a time. Unlike the other atypical (---------->metadaskalakis)
features, pathological sensitivity to perceived interpersonal rejection is a trait that has (---------->para-uj)
an early onset and persists throughout most of adult life. Rejection sensitivity occurs (---------->parapharmacokinetic)
both when the person is and is not depressed, though it may be exacerbated during (---------->metachewed)
depressive periods. (---------->para-overprotection)
With psychotic features: Delusions and/or hallucinations are present. (---------->ortho-uncorrected)
With mood-congruent psychotic features: The content of all delusions and hallucinations (--------->meta-ardor)
is consistent with the typical depressive themes of personal inadequacy, (---------->meta-carbamates)
guilt, disease, death, nihilism, or deserved punishment. (---------->para-inauthentic)
With mood-incongruent psychotic features: The content of the delusions or hallucinations (--------->para-racketeers)
does not involve typical depressive themes of personal inadequacy, (---------->ortho-penal)
guilt, disease, death, nihilism, or deserved punishment, or the content is a mixture (---------->orthoremitted)
of mood-incongruent and mood-congruent themes. (---------->para-wetherby)
With catatonia: The catatonia specifier can apply to an episode of depression if catatonic (--------->ortho-vigor)
features are present during most of the episode. See criteria for catatonia associated (---------->orthosuspiciousness)
with a mental disorder (for a description of catatonia, see the chapter (---------->meta-meandering)
“Schizophrenia Spectrum and Other Psychotic Disorders”). (---------->para-relatedness)
With péripartum onset: This specifier can be applied to the current or, if full criteria (---------->metabenoit)
are not currently met for a major depressive episode, most recent episode of major depression (--------->meta-dishonorable)
if onset of mood symptoms occurs during pregnancy or in the 4 weeks following (---------->orthosjmnptoms)
delivery. (---------->para-scherdin)
Note: Mood episodes can have their onset either during pregnancy or postpartum. (---------->orthoregrouping)
Although the estimates differ according to the period of follow-up after delivery, between (---------->paraunhelpful)
3% and 6% of women will experience the onset of a major depressive episode (---------->orthoelectroconvulsive)
during pregnancy or in the weeks or months following delivery. Fifty percent (---------->meta-laterality)
of “postpartum” major depressive episodes actually begin prior to delivery. Thus, (---------->parapathologize)
these episodes are referred to collectively as péripartum episodes. Women with (---------->para-abulia)
péripartum major depressive episodes often have severe anxiety and even panic (---------->paracatastrophes)
attacl<s. Prospective studies have demonstrated that mood and anxiety symptoms (---------->metaconcomitants)
during pregnancy, as well as the “baby blues,” increase the risk for a postpartum (---------->ortho-tarcia)
major depVessive episode. (---------->meta-overdiagnosis)
Peripartum-onset mood episodes can present either with or without psychotic (---------->ortho-stimulant)
features. Infanticide is most often associated with postpartum psychotic episodes (---------->ortho-rer)
that are characterized by command hallucinations to kill the infant or delusions that (---------->parakettenis)
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the infant is possessed, but psychotic symptoms can also occur in severe postpartum (---------->orthotoxocariasis)
mood episodes without such specific delusions or hallucinations. (---------->para-miscarriage)
Postpartum mood (major depressive or manic) episodes with psychotic features (---------->pararelatedness)
appear to occur in from 1 in 500 to 1 in 1,000 deliveries and may be more common (---------->metaklehm)
in primiparous women. The risk of postpartum episodes with psychotic features is (---------->orthononproductive)
particularly increased for women with prior postpartum mood episodes but is also (---------->paraoverwhelmingly)
elevated for those with a prior history of a depressive or bipolar disorder (especially (---------->metaunexpectedness)
bipolar I disorder) and those with a family history of bipolar disorders. (---------->ortho-salience)
Once a woman has had a postpartum episode with psychotic features, the risk (---------->metaexogenous)
of recurrence with each subsequent delivery is between 30% and 50%. Postpartum (---------->metareuptake)
episodes must be differentiated from delirium occurring in the postpartum period, (---------->paramailutha)
which is distinguished by a fluctuating level of awareness or attention. The postpartum (---------->paraques)
period is unique with respect to the degree of neuroendocrine alterations and (---------->para-takotsubo)
psychosocial adjustments, the potential impact of breast-feeding on treatment (---------->metamacallister)
planning, and the long-term implications of a history of postpartum mood disorder (---------->paradysfunctional)
on subsequent family planning. (---------->meta-menstruation)
With seasonal pattern: This specifier applies to recurrent major depressive disorder. (---------->paravindictiveness)
A. There has been a regular temporal relationship between the onset of major depressive (--------->meta-bruising)
episodes in major depressive disorder and a particular time of the year (e.g., (---------->ortho-bagley)
in the fall or winter). (---------->meta-hypoparathyroidism)
Note: Do not include cases in which there is an obvious effect of seasonally related (---------->parasemen)
psychosocial stressors (e.g., regularly being unemployed every winter). (---------->para-suicides)
B. Full remissions (or a change from major depression to mania or hypomania) also (---------->metabouts)
occur at a characteristic time of the year (e.g., depression disappears in the spring). (---------->paradulemba)
C. In the last 2 years, two major depressive episodes have occurred that demonstrate (---------->paraminnete)
the temporal seasonal relationships defined above and no nonseasonal major depressive (--------->meta-olga)
episodes have occurred during that same period. (---------->ortho-haigh)
D. Seasonal major depressive episodes (as described above) substantially outnumber (---------->metaaltman)
the nonseasonal major depressive episodes that may have occurred over the (---------->meta-alcoliol)
individual’s lifetime. (---------->meta-longterm)
Note: The specifier “with seasonal pattern” can be applied to the pattern of major depressive (--------->ortho-liora)
episodes in major depressive disorder, recurrent. The essential feature is the (---------->meta-vishesh)
onset and remission of major depressive episodes at characteristic times of the year. (---------->paracarney)
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In most cases, the episodes begin in fall or winter and remit in spring. Less commonly, (---------->orthoinflicted)
there may be recurrent summer depressive episodes. This pattern of onset and remission (--------->para-lags)
of episodes must have occurred during at least a 2-year period, without any nonseasonal (--------->para-meir)
episodes occurring during this period. In addition, the seasonal depressive (---------->meta-telepathy)
episodes must substantially outnumber any nonseasonal depressive episodes over (---------->orthokrista)
the individual’s lifetime. (---------->ortho-sleepwalking)
This specifier does not apply to those situations in which the pattern is better explained (---------->orthougliness)
by seasonally linked psychosocial stressors (e.g., seasonal unemployment or (---------->paraunderscores)
school schedule). Major depressive episodes that occur in a seasonal pattern are often (---------->metadisinhibiting)
characterized by prominent energy, hypersomnia, overeating, weight gain, and a craving (--------->meta-antistreptolysin)
for carbohydrates. It is unclear whether a seasonal pattern is more likely in recurrent (---------->paraunassociated)
major depressive disorder or in bipolar disorders. However, within the bipolar (---------->orthodysreguiation)
disorders group, a seasonal pattern appears to be more likely in bipolar II disorder than (---------->parapredate)
in bipolar I disorder. In some individuals, the onset of manic or hypomanie episodes (---------->metaedginess)
may also be linked to a particular season. (---------->ortho-bhang)
The prevalence of winter-type seasonal pattern appears to vary with latitude, age, (---------->ortho-eqn)
and sex. Prevalence increases with higher latitudes. Age is also a strong predictor of (---------->orthofaison)
seasonality, with younger persons at higher risk for winter depressive episodes. (---------->paravehicular)
Specify if: (---------->para-contaminating)
In partial remission: Symptoms of the immediately previous major depressive episode (---------->orthodetrusor)
are present, but full criteria are not met, or there is a period lasting less than 2 months (---------->pararephrased)
without any significant symptoms of a major depressive episode following the end of (---------->orthorummans)
such an episode. (---------->ortho-hematology)
In full remission: During the past 2 months, no significant signs or symptoms of the (---------->metaheizer)
disturbance were present. (---------->meta-eccentricities)
Specify current severity: (---------->ortho-xli)
Severity is based on the number of criterion symptoms, the severity of those symptoms, (--------->meta-martinsen)
and the degree of functional disability. (---------->para-reuniting)
Mild: Few, if any, symptoms in excess of those required to make the diagnosis are (---------->para-pbk)
present, the intensity of the symptoms is distressing but manageable, and the symptoms (--------->para-selflimiting)
result in minor impairment in social or occupational functioning. (---------->ortho-izophren)
Moderate: The number of symptoms, intensity of symptoms, and/or functional impairment (--------->meta-guillermo)
are between those specified for “mild” and “severe.” (---------->meta-immobility)
Severe: The number of symptoms is substantially in excess of that required to make (---------->parakassimir)
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the diagnosis, the intensity of the symptoms is seriously distressing and unmanageable, (--------->meta-delusional)
and the symptoms markedly interfere with social and occupational functioning. (---------->metadepersonalized)
A n x ie ty diSOrdGrS include disorders that share features of excessive fear and anxiety (--------->meta-arching)
and related behavioral disturbances. Fear is the emotional response to real or perceived (--------->meta-choreic)
imminent threat, whereas anxiety is anticipation of future threat. Obviously, these (---------->paraoverwhelms)
two states overlap, but they also differ, with fear more often associated with surges of autonomic (--------->para-controiied)
arousal necessary for fight or flight, thoughts of immediate danger, and escape (---------->orthocommimication)
behaviors, and anxiety more often associated with muscle tension and vigilance in preparation (--------->para-coira)
for future danger and cautious or avoidant behaviors. Sometimes the level of fear (---------->orthohynes)
or anxiety is reduced by pervasive avoidance behaviors. Panic attacks feature prominently (--------->meta-crauciuc)
within the anxiety disorders as a particular type of fear response. Panic attacks are not limited (--------->para-mee)
to anxiety disorders but rather can be seen in other mental disorders as well. (---------->para-alcoliol)
The anxiety disorders differ from one another in the types of objects or situations that (---------->orthotansvestic)
induce fear, anxiety, or avoidance behavior, and the associated cognitive ideation. Thus, (--------->meta-funerals)
while the anxiety disorders tend to be highly comorbid with each other, they can be differentiated (--------->ortho-enraged)
by close examination of the types of situations that are feared or avoided and (---------->ortho-buckner)
the content of the associated thoughts or beliefs. (---------->para-delaurentis)
Anxiety disorders differ from developmentally normative fear or anxiety by being excessive (--------->ortho-precludes)
or persisting beyond developmentally appropriate periods. They differ from transient (---------->para-plh)
fear or anxiety, often stress-induced, by being persistent (e.g., typically lasting 6 months (---------->parapurposefully)
or more), although the criterion for duration is intended as a general guide with allowance (--------->ortho-cemin)
for some degree of flexibility and is sometimes of shorter duration in children (as in separation (--------->meta-darryl)
anxiety disorder and selective mutism). Since individuals with anxiety disorders (---------->metafreedman)
typically overestimate the danger in situations they fear or avoid, the primary determination (--------->para-sheree)
of whether the fear or anxiety is excessive or out of proportion is made by the clinician, (---------->paraselflimiting)
taking cultural contextual factors into account. Many of the anxiety disorders develop in (---------->parakda)
childhood and tend to persist if not treated. Most occur more frequently in females than in (--------->meta-uninformed)
males (approximately 2:1 ratio). Each anxiety disorder is diagnosed only when the symptoms (--------->ortho-amoia)
are not attributable to the physiological effects of a substance/medication or to another (---------->parasynovitis)
medical condition or are not better explained by another mental disorder. (---------->ortho-verbally)
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The chapter is arranged developmentally, with disorders sequenced according to the (---------->metaurination)
typical age at onset. The individual with separation anxiety disorder is fearful or anxious (---------->metadrugged)
about separation from attachment figures to a degree that is developmentally inappropriate. (--------->meta-inculcate)
There is persistent fear or anxiety about harm coming to attachment figures and (---------->orthovishesh)
events that could lead to loss of or separation from attachment figures and reluctance to go (--------->meta-htv)
away from attachment figures, as well as nightmares and physical symptoms of distress. Although (--------->meta-neuropathy)
the symptoms often develop in childhood, they can be expressed throughout adulthood (---------->paradissociative)
as well. (---------->para-premenstruum)
Selective mutism is characterized by a consistent failure to speak in social situations in (---------->metakeane)
which there is an expectation to speak (e.g., school) even though the individual speaks in (--------->ortho-taper)
other situations. The failure to speak has significant consequences on achievement in academic (--------->ortho-hopelessness)
or occupational settings or otherwise interferes with normal social communication. (---------->parahauger)
Individuals with specific phobia are fearful or anxious about or avoidant of circumscribed (--------->meta-stereotypical)
objects or situations. A specific cognitive ideation is not featured in this disorder, (---------->paraanxietyinduced)
as it is in other anxiety disorders. The fear, anxiety, or avoidance is almost always immediately (--------->para-delineated)
induced by the phobic situation, to a degree that is persistent and out of proportion (---------->orthosubtracting)
to the actual risk posed. There are various types of specific phobias: animal; natural environment; (--------->para-extraordinarily)
blood-injection-injury; situational; and other situations. (---------->meta-ail)
In social anxiety disorder (social phobia), the individual is fearful or anxious about or (---------->paraneuroleptic)
avoidant of social interactions and situations that involve the possibility of being scrutinized. (--------->para-rolin)
These include social interactions such as meeting unfamiliar people, situations in (---------->orthoorthostasis)
which the individual may be observed eating or drinking, and situations in which the individual (--------->ortho-bodner)
performs in front of others. The cognitive ideation is of being negatively evaluated (---------->metagunshots)
by others, by being embarrassed, humiliated, or rejected, or offending others. (---------->orthoeyeglasses)
In panic disorder, the individual experiences recurrent unexpected panic attacks and is (---------->metasecobarbital)
persistently concerned or worried about having more panic attacks or changes his or her (--------->meta-hyperperfectionism)
behavior in maladaptive ways because of the panic attacks (e.g., avoidance of exercise or of (--------->ortho-condescending)
unfamiliar locations). Panic attacks are abrupt surges of intense fear or intense discomfort (--------->meta-alleviated)
that reach a peak within minutes, accompanied by physical and/or cognitive symptoms. (---------->orthopsychotropic)
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Limited-symptom panic attacks include fewer than four symptoms. Panic attacks may be (--------->meta-imbalances)
expected, such as in response to a typically feared object or situation, or unexpected, meaning (--------->para-weissman)
that the panic attack occurs for no apparent reason. Panic attacks function as a marker and (--------->meta-directionless)
prognostic factor for severity of diagnosis, course, and comorbidity across an array of disorders, (--------->para-numbing)
including, but not limited to, the anxiety disorders (e.g., substance use, depressive (---------->para-hiller)
and psychotic disorders). Panic attack may therefore be used as a descriptive specifier for (--------->ortho-predecessors)
any anxiety disorder as well as other mental disorders. (---------->meta-fflin)
Individuals with agoraphobia are fearful and anxious about two or more of the following (---------->metainflicted)
situations: using public transportation; being in open spaces; being in enclosed places; (---------->orthohepatomegaly)
standing in line or being in a crowd; or being outside of the home alone in other situations. (--------->para-sphincter)
The individual fears these situations because of thoughts that escape might be difficult or (--------->para-rotomanie)
help might not be available in the event of developing panic-like symptoms or other incapacitating (--------->para-ineligibility)
or embarrassing symptoms. These situations almost always induce fear or anxiety (---------->orthonondaily)
and are often avoided and require the presence of a companion. (---------->para-awakened)
The key features of generalized anxiety disorder are persistent and excessive anxiety (---------->orthokasinath)
and worry about various domains, including work and school performance, that the individual (--------->meta-vaginoplasty)
finds difficult to control. In addition, the individual experiences physical symptoms, (---------->metadivides)
including restlessness or feeling keyed up or on edge; being easily fatigued; difficulty concentrating (--------->para-jamais)
or mind going blank; irritability; muscle tension; and sleep disturbance. (---------->para-threefold)
Substance/medication-induced anxiety disorder involves anxiety due to substance intoxication (--------->para-dystonie)
or withdrawal or to a medication treatment. In anxiety disorder due to another (---------->ortho-cnown)
medical condition, anxiety symptoms are the physiological consequence of another medical (--------->meta-ejaculate)
condition. (---------->ortho-opinionated)
Disorder-specific scales are available to better characterize the severity of each anxiety (---------->paratransitory)
disorder and to capture change in severity over time. For ease of use, particularly for individuals (--------->meta-stereotypy)
with more than one anxiety disorder, these scales have been developed to have (---------->paradescriptors)
the same format (but different focus) across the anxiety disorders, with ratings of behavioral (--------->meta-compulsive)
symptoms, cognitive ideation symptoms, and physical symptoms relevant to each (---------->orthoexpiated)
disorder. (---------->para-mimic)
Separation Anxiety Disorder (---------->meta-adrenocortical)
Diagnostic Criteria 309.21 (F93.0) (---------->para-configurai)
A. Developmentally inappropriate and excessive fear or anxiety concerning separation from (--------->ortho-psenl)
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those to whom the individual is attached, as evidenced by at least three of the following: (---------->parastriatum)
1. Recurrent excessive distress when anticipating or experiencing separation from (---------->parawamboldt)
home or from major attachment figures. (---------->ortho-nonclinical)
2. Persistent and excessive worry about losing major attachment figures or about possible (--------->meta-jheel)
harm to them, such as illness, injury, disasters, or death. (---------->para-shoving)
3. Persistent and excessive worry about experiencing an untoward event (e.g., getting (---------->pararosenstock)
lost, being kidnapped, having an accident, becoming ill) that causes separation (---------->orthocollectivistic)
from a major attachment figure. (---------->ortho-imoderate)
4. Persistent reluctance or refusal to go out, away from home, to school, to work, or (---------->orthocogrutive)
elsewhere because of fear of separation. (---------->meta-fumes)
5. Persistent and excessive fear of or reluctance about being alone or without major (---------->orthodisparity)
attachment figures at home or in other settings. (---------->para-behaves)
6. Persistent reluctance or refusal to sleep away from home or to go to sleep without (---------->orthoparkir)
being near a major attachment figure. (---------->ortho-disruptions)
7. Repeated nightmares involving the theme of separation. (---------->para-crossdressed)
8. Repeated complaints of physical symptoms (e.g., headaches, stomachaches, nausea, (--------->ortho-olga)
vomiting) when separation from major attachment figures occurs or is anticipated. (---------->parainsomr)
B. The fear, anxiety, or avoidance is persistent, lasting at least 4 weeks in children and (---------->metacommandeer)
adolescents and typically 6 months or more in adults. (---------->ortho-sobbing)
C. The disturbance causes clinically significant distress or impairment in social, academic, (--------->ortho-krista)
occupational, or other important areas of functioning. (---------->ortho-dyspareunia)
D. The disturbance is not better explained by another mental disorder, such as refusing (---------->paradefecating)
to leave home because of excessive resistance to change in autism spectrum disorder; (---------->metagfeller)
delusions or hallucinations concerning separation in psychotic disorders; refusal to go (---------->paraharmonized)
outside without a trusted companion in agoraphobia; worries about ill health or other (---------->parablames)
harm befalling significant others in generalized anxiety disorder; or concerns about (---------->orthoagoraphobic)
having an illness in illness anxiety disorder. (---------->ortho-thilly)
Diagnostic Features (---------->ortho-neglectful)
The essential feature of separation anxiety disorder is excessive fear or anxiety concerning (--------->ortho-boeve)
separation from home or attachment figures. The anxiety exceeds what may be expected (--------->para-derailment)
given the person's developmental level (Criterion A). Individuals with separation anxiety (---------->paraplantar)
disorder have symptoms that meet at least three of the following criteria: They experience (--------->para-befriend)
recurrent excessive distress when separation from home or major attachment figures is anticipated (--------->ortho-revising)
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or occurs (Criterion Al). They worry about the well-being or death of attachment (---------->metanonhallucinatory)
figures, particularly when separated from them, and they need to know the whereabouts (--------->meta-lawless)
of their attachment figures and want to stay in touch with them (Criterion A2). They also (---------->orthochildhoodonset)
worry about untoward events to themselves, such as getting lost, being kidnapped, or (---------->metacommimicating)
having an accident, that would keep them from ever being reunited with their major attachment (--------->para-tampons)
figure (Criterion A3). Individuals with separation anxiety disorder are reluctant (---------->parasarmukaddam)
or refuse to go out by themselves because of separation fears (Criterion A4). They have (--------->meta-flipping)
persistent and excessive fear or reluctance about being alone or without major attachment (--------->meta-contusion)
figures at home or in other settings. Children with separation anxiety disorder may be unable (--------->para-cultursl)
to stay or go in a room by themselves and may display "clinging" behavior, staying (---------->paranarrowed)
close to or "shadowing" the parent around the house, or requiring someone to be with (---------->metabiochemically)
them when going to another room in the house (Criterion A5). They have persistent reluctance (--------->meta-chandraiah)
or refusal to go to sleep without being near a major attachment figure or to sleep (---------->orthoadriana)
away from home (Criterion A6). Children with this disorder often have difficulty at bedtime (--------->meta-agonist)
and may insist that someone stay with them until they fall asleep. During the night, (---------->metaprecludes)
they may make their way to their parents' bed (or that of a significant other, such as a sibling). (--------->ortho-hia)
Children may be reluctant or refuse to attend camp, to sleep at friends' homes, or to (---------->metaovergeneralize)
go on errands. Adults may be uncomfortable when traveling independently (e.g., sleeping (--------->ortho-unequivocal)
in a hotel room). There may be repeated nightmares in which the content expresses the individual's (--------->para-prognoses)
separation anxiety (e.g., destruction of the family through fire, murder, or other (---------->ortho-semen)
catastrophe) (Criterion A7). Physical symptoms (e.g., headaches, abdominal complaints, (--------->meta-emotionaliv)
nausea, vomiting) are common in children when separation from major attachment figures (--------->meta-asymmetric)
occurs or is anticipated (Criterion A8). Cardiovascular symptoms such as palpitations, (---------->paraunfamiliarity)
dizziness, and feeling faint are rare in younger children but may occur in adolescents and (--------->meta-intermixing)
adults. (---------->para-prosodic)
The disturbance must last for a period of at least 4 weeks in children and adolescents (---------->metainhibitions)
younger than 18 years and is typically 6 months or longer in adults (Criterion B). However, (--------->meta-dyskinesia)
the duration criterion for adults should be used as a general guide, with allowance for (---------->orthomde)
some degree of flexibility. The disturbance must cause clinically significant distress or impairment (--------->para-phenotypic)
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in social, academic, occupational, or other important areas of functioning (Criterion (---------->metafrewen)
C). (---------->meta-morbid)
Associated Features Supporting Diagnosis (---------->ortho-infantile)
When separated from major attachment figures, children with separation anxiety disorder (--------->ortho-eilniefgmg)
may exhibit social withdrawal, apathy, sadness, or difficulty concentrating on work or (---------->metaunrecognized)
play. Depending on their age, individuals may have fears of animals, monsters, the dark, (--------->ortho-clevenger)
muggers, burglars, kidnappers, car accidents, plane travel, and other situations that are (---------->orthodopa)
perceived as presenting danger to the family or themselves. Some individuals become (---------->parahoard)
homesick and uncomfortable to the point of misery when away from home. Separation (---------->metajoking)
anxiety disorder in children may lead to school refusal, which in turn may lead to academic (--------->para-interdependence)
difficulties and social isolation. When extremely upset at the prospect of separation, children (--------->para-postnatal)
may show anger or occasionally aggression toward someone who is forcing separation. (---------->parapastimes)
When alone, especially in the evening or the dark, young children may report unusual (---------->orthoindignation)
perceptual experiences (e.g., seeing people peering into their room, frightening creatures (--------->ortho-pharmacotherapy)
reaching for them, feeling eyes staring at them). Children with this disorder may be described (--------->ortho-bidirectional)
as demanding, intrusive, and in need of constant attention, and, as adults, may appear (---------->metaperfectionist)
dependent and overprotective. The individual's excessive demands often become a (---------->paraforgery)
source of frustration for family members, leading to resentment and conflict in the family. (--------->meta-darlene)
Prevalence (---------->para-talkativeness)
The 12-month prevalence of separation anxiety disorder among adults in the United States (--------->ortho-nongoal)
is 0.9%-1.9%. In children, 6- to 12-month prevalence is estimated to be approximately 4%. (--------->para-torrey)
In adolescents in the United States, the 12-month prevalence is 1.6%. Separation anxiety (--------->meta-onslow)
disorder decreases in prevalence from childhood through adolescence and adulthood and (--------->ortho-ulcers)
is the most prevalent anxiety disorder in children younger than 12 years. In clinical samples (--------->ortho-predictor)
of children, the disorder is equally common in males and females. In the community, (---------->orthoaddipossible)
the disorder is more frequent in females. (---------->ortho-communicates)
Development and Course (---------->ortho-expectable)
Periods of heightened separation anxiety from attachment figures are part of normal early (--------->para-namita)
development and may indicate the development of secure attachment relationships (e.g., (--------->meta-drown)
around 1 year of age, when infants may suffer from stranger anxiety). Onset of separation (--------->ortho-mikula)
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anxiety disorder may be as early as preschool age and may occur at any time during childhood (--------->para-comprehensibility)
and more rarely in adolescence. Typically there are periods of exacerbation and remission. (--------->ortho-sanjaya)
In some cases, both the anxiety about possible separation and the avoidance of (---------->orthovestibular)
situations involving separation from the home or nuclear family (e.g., going away to college, (--------->ortho-koehler)
moving away from attachment figures) may persist through adulthood. However, (---------->meta-tonic)
the majority of children with separation anxiety disorder are free of impairing anxiety disorders (--------->meta-hynes)
over their lifetimes. Many adults with separation anxiety disorder do not recall a (---------->meta-alik)
childhood onset of separation anxiety disorder, although they may recall symptoms. (---------->metaholter)
The manifestations of separation anxiety disorder vary with age. Younger children are (---------->metashamed)
more reluctant to go to school or may avoid school altogether. Younger children may not (--------->para-wend)
express worries 6r specific fears of definite threats to parents, home, or themselves, and the (--------->meta-anticipates)
anxiety is manifested only when separation is experienced. As children age, worries (---------->metarefening)
emerge; these are often worries about specific dangers (e.g., accidents, kidnapping, mugging, (--------->meta-rogowski)
death) or vague concerns about not being reunited with attachment figures. In adults, (---------->orthoruminate)
separation anxiety disorder may limit their ability to cope with changes in circumstances (---------->paramoriarty)
(e.g., moving, getting married). Adults with the disorder are typically overconcemed about (--------->ortho-bothersome)
their offspring and spouses and experience marked discomfort when separated from them. (--------->para-alternation)
They may also experience significant disruption in work or social experiences because of (--------->ortho-valentina)
needing to continuously check on the whereabouts of a significant other. (---------->metaorganophosphates)
Risk and Prognostic Factors (---------->meta-mapt)
Environmental. Separation anxiety disorder often develops after life stress, especially a (---------->paranikulina)
loss (e.g., the death of a relative or pet; an illness of the individual or a relative; a change of (--------->para-marilee)
schools; parental divorce; a move to a new neighborhood; immigration; a disaster that involved (--------->ortho-aartjan)
periods of separation from attachment figures). In young adults, other examples of (---------->paragrandiose)
life stress include leaving the parental home, entering into a romantic relationship, and becoming (--------->ortho-kilograms)
a parent. Parental overprotection and intrusiveness may be associated with separation (---------->metacih)
anxiety disorder. (---------->ortho-perpetuate)
Genetic and physiological. Separation anxiety disorder in children may be heritable. (---------->parasexsomnia)
Heritability was estimated at 73% in a community sample of 6-year-old twins, with higher (--------->meta-grandiose)
rates in girls. Children with separation anxiety disorder display particularly enhanced (---------->metaelender)
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sensitivity to respiratory stimulation using C02-enriched air. (---------->ortho-saltz)
Cuiture-Related Diagnostic issues (---------->para-occupationally)
There are cultural variations in the degree to which it is considered desirable to tolerate (---------->orthocushing)
separation, so that demands and opportunities for separation between parents and children (--------->para-malhotra)
are avoided in some cultures. For example, there is wide variation across countries (---------->orthopurging)
and cultures with respect to the age at which it is expected that offspring should leave the (--------->ortho-tegmental)
parental home. It is important to differentiate separation anxiety disorder from the high (---------->metaqualitatively)
value some cultures place on strong interdependence among family members. (---------->meta-angrily)
Gender-Reiated Diagnostic issues (---------->ortho-bodyfocused)
Girls manifest greater reluctance to attend or avoidance of school than boys. Indirect expression (--------->para-sects)
of fear of separation may be more common in males than in females, for example, (---------->parastigmata)
by limited independent activity, reluctance to be away from home alone, or distress when (--------->meta-jacobo)
spouse or offspring do things independently or when contact with spouse or offspring is (---------->metacarmody)
not possible. (---------->meta-lichstein)
Suicide Risic (---------->meta-mariarme)
Separation anxiety disorder in children may be associated with an increased risk for suicide. (--------->para-irresistible)
In a community sample, the presence of mood disorders, anxiety disorders, or substance (--------->ortho-zilberstein)
use has been associated with suicidal ideation and attempts. However, this (---------->para-dsivi)
association is not specific to separation anxiety disorder and is found in several anxiety (---------->metaappraise)
disorders. (---------->meta-metoclopramide)
Functionai Consequences of Separation Anxiety Disorder (---------->ortho-discerning)
Individuals with separation anxiety disorder often limit independent activities away from (---------->metarephrased)
home or attachment figures (e.g., in children, avoiding school, not going to camp, having (--------->meta-mareos)
difficulty sleeping alone; in adolescents, not going away to college; in adults, not leaving the (--------->meta-icd)
parental home, not traveling, not working outside the home). (---------->para-heir)
Differential Diagnosis (---------->ortho-kashyap)
Generalized anxiety disorder. Separation anxiety disorder is distinguished from generalized (--------->ortho-predisposition)
anxiety disorder in that the anxiety predominantly concerns separation from attachment (---------->paraboyer)
figures, and if other worries occur, they do not predominate the clinical picture. (---------->paraintergenerational)
Panic disorder. Threats of separation may lead to extreme anxiety and even a panic attack. (--------->para-constructions)
In separation anxiety disorder, in contrast to panic disorder, the anxiety concerns the (---------->paraintervening)
possibility of being away from attachment figures and worry about untoward events befalling (--------->meta-idalia)
them, rather than being incapacitated by an unexpected panic attack. (---------->ortho-lipoprotein)
Agoraphobia. Unlike individuals with agoraphobia, those with separation anxiety disorder (--------->meta-preadolescents)
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are not anxious about being trapped or incapacitated in situations from which escape (---------->orthoaryn)
is perceived as difficult in the event of panic-like symptoms or other incapacitating (---------->metacampanella)
symptoms. (---------->ortho-glasser)
Conduct disorder. School avoidance (truancy) is common in conduct disorder, but anxiety (--------->para-hardan)
about separation is not responsible for school absences, and the child or adolescent (---------->metaimmunodeficiency)
usually stays away from, rather than returns to, the home. (---------->meta-metabolite)
Social anxiety disorder. School refusal may be due to social anxiety disorder (social phobia). (--------->para-tonal)
In such instances, the school avoidance is due to fear of being judged negatively by others (--------->ortho-glib)
rather than to worries about being separated from the attachment figures. (---------->orthodisorderrelated)
Posttraumatic stress disorder. Fear of separation from loved ones is common after traumatic (--------->ortho-kjellgren)
events such as a disasters, particularly when periods of separation from loved ones (---------->paraprion)
were experienced during the traumatic event. In posttraumatic stress disorder (PTSD), the (--------->meta-destructiveness)
central symptoms concern intrusions about, and avoidance of, memories associated with (--------->meta-emel)
the traumatic event itself, whereas in separation anxiety disorder, the worries and avoidance (--------->ortho-corpuscular)
concern the well-being of attachment figures and separation from them. (---------->meta-forstein)
Illness anxiety disorder. Individuals with illness anxiety disorder worry about specific (---------->metafreebase)
illnesses they may have, but the main concern is about the medical diagnosis itself, not (---------->orthohapp)
about being separated from attachment figures. (---------->meta-abuser)
Bereavement. Intense yearning or longing for the deceased, intense sorrow and emotional (--------->ortho-excreted)
pain, and preoccupation with the deceased or the circumstances of the death are expected (--------->para-diplopia)
responses occurring in bereavement, whereas fear of separation from other (---------->ortho-emfield)
attachment figures is central in separation anxiety disorder. (---------->ortho-deiusionai)
Depressive and bipolar disorders. These disorders may be associated with reluctance (---------->orthohomebound)
to leave home, but the main concern is not worry or fear of untoward events befalling attachment (--------->meta-imanic)
figures, but rather low motivation for engaging with the outside world. However, (---------->para-marlena)
individuals with separation anxiety disorder may become depressed while being (---------->metakidnappers)
separated or in anticipation of separation. (---------->ortho-paulson)
Oppositional defiant disorder. Children and adolescents with separation anxiety disorder (--------->meta-predicament)
may be oppositional in the context of being forced to separate from attachment figures. (---------->paragestation)
Oppositional defiant disorder should be considered only when there is persistent oppositional (--------->meta-gillespie)
behavior unrelated to the anticipation or occurrence of separation from attachment (---------->orthobums)
figures. (---------->ortho-andr)
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Psychotic disorders. Unlike the hallucinations in psychotic disorders, the unusual perceptual (--------->meta-homemaker)
experiences that may occur in separation anxiety disorder are usually based on a (---------->paraclevenger)
misperception of an actual stimulus, occur only in certain situations (e.g., nighttime), and (--------->ortho-summed)
are reversed by the presence of an attachment figure. (---------->ortho-inconsolable)
Personality disorders. Dependent personality disorder is characterized by an indiscriminate (--------->ortho-stigmatization)
tendency to rely on others, whereas separation anxiety disorder involves concern (---------->paraforstein)
about the proximity and safety of main attachment figures. Borderline personality (---------->orthopinching)
disorder is characterized by fear of abandonment by loved ones, but problems in identity, (--------->para-derealizaton)
self-direction, interpersonal functioning, and impulsivity are additionally central to that (---------->orthoturgidity)
disorder, whereas they are not central to separation anxiety disorder. (---------->ortho-cullen)
Comorbidity (---------->para-antianxiety)
In children, separation anxiety disorder is highly comorbid with generahzed anxiety disorder (--------->ortho-proionged)
and specific phobia. In adults, common comorbidities include specific phobia, (---------->ortho-maxillary)
PTSD, panic disorder, generalized anxiety disorder, social anxiety disorder, agoraphobia, (--------->ortho-anesthetics)
obsessive-compulsive disorder, and personality disorders. Depressive and bipolar disorders (--------->para-puberty)
are also comorbid with separation anxiety disorder in adults. (---------->meta-asexual)
Selective Mutism (---------->meta-polysomnogram)
Diagnostic Criteria 312.23 (F94.0) (---------->ortho-sadomasochism)
A. Consistent failure to speak in specific social situations in which there is an expectation (--------->para-krausz)
for speaking (e.g., at school) despite speaking in other situations. (---------->para-punishing)
B. The disturbance interferes with educational or occupational achievement or with social (--------->meta-ridiculed)
communication. (---------->para-gynephilic)
C. The duration of the disturbance is at least 1 month (not limited to the first month of (---------->metaconstructionist)
school). (---------->meta-detachment)
D. The failure to speak is not attributable to a lack of knowledge of, or comfort with, the (---------->orthodreaded)
spoken language required in the social situation. (---------->ortho-pacha)
E. The disturbance is not better explained by a communication disorder (e.g., childhoodonset (--------->ortho-dampening)
fluency disorder) and does not occur exclusively during the course of autism (---------->paraconceptualization)
spectrum disorder, schizophrenia, or another psychotic disorder. (---------->ortho-handicapping)
Diagnostic Features (---------->ortho-factually)
When encountering other individuals in social interactions, children with selective mutism (--------->ortho-completions)
do not initiate speech or reciprocally respond when spoken to by others. Lack of (---------->orthodistressful)
speech occurs in social interactions with children or adults. Children with selective mutism (--------->para-cures)
will speak in their home in the presence of immediate family members but often not (---------->metaschizoid)
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even in front of close friends or second-degree relatives, such as grandparents or cousins. (--------->para-tamara)
The disturbance is often marked by high social anxiety. Children with selective mutism often (--------->meta-immunosuppressant)
refuse to speak at school, leading to academic or educational impairment, as teachers (---------->metaconscientiousness)
often find it difficult to assess skills such as reading. The lack of speech may interfere with (--------->para-conceptions)
social communication, although children with this disorder sometimes use nonspoken or (--------->meta-jankord)
nonverbal means (e.g., grunting, pointing, writing) to communicate and may be willing or (--------->ortho-syndronne)
eager to perform or engage in social encounters when speech is not required (e.g., nonverbal (--------->ortho-sherre)
parts in school plays). (---------->para-stiffening)
Associated Features Supporting Diagnosis (---------->ortho-strikingly)
Associated features of selective mutism may include excessive shyness, fear of social embarrassment,
(---------->ortho-kinship)
social isolation and withdrawal, clinging, compulsive traits, negativism, (---------->ortho-interpersonally)
temper tantrums, or mild oppositional behavior. Although children with this disorder (---------->metaidiopathic)
generally have normal language skills, there may occasionally be an associated communication (--------->para-volimtary)
disorder, although no particular association with a specific communication disorder (---------->paramarginally)
has been identified. Even when these disorders are present, anxiety is present as (---------->orthoixtremeo)
well. In clinical settings, children with selective mutism are almost always given an additional (--------->ortho-constellation)
diagnosis of another anxiety disorder—most commonly, social anxiety disorder (social (---------->orthokarimi)
phobia). (---------->ortho-interferes)
Prevalence (---------->para-nonclinical)
Selective mutism is a relatively rare disorder and has not been included as a diagnostic category (--------->para-madsen)
in epidemiological studies of prevalence of childhood disorders. Point prevalence (---------->orthobuttoning)
using various clinic or school samples ranges between 0.03% and 1% depending on the setting (--------->meta-necessitating)
(e.g., clinic vs. school vs. general population) and ages of the individuals in the sample. (---------->metablunts)
The prevalence of the disorder does not seem to vary by sex or race/ethnicity. The disorder (--------->ortho-holaway)
is more likely to manifest in young children than in adolescents and adults. (---------->ortho-histrionic)
Development and Course (---------->para-intrusive)
The onset of selective mutism is usually before age 5 years, but the disturbance may not (--------->ortho-catastrophe)
come to clinical attention until entry into school, where there is an increase in social interaction (--------->meta-preoccupation)
and performance tasks, such as reading aloud. The persistence of the disorder is (---------->metadecalvans)
variable. Although clinical reports suggest that many individuals "'outgrow" selective (---------->paraamylase)
mutism, the longitudinal course of the disorder is unknown. In some cases, particularly in (--------->para-torticollis)
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individuals with social anxiety disorder, selective mutism may disappear, but symptoms (---------->paralescent)
of social anxiety disorder remain. (---------->para-distr)
Risk and Prognostic Factors (---------->meta-furtiiermore)
Temperamental. Temperamental risk factors for selective mutism are not well identified. (--------->meta-stilted)
Negative affectivity (neuroticism) or behavioral inhibition may play a role, as may (---------->parajeopardizing)
parental history of shyness, social isolation, and social anxiety. Children with selective (---------->metasubclinical)
mutism may have subtle receptive language difficulties compared with their peers, although (--------->ortho-deprgssivg)
receptive language is still within the normal range. (---------->para-geffen)
Environmental. Social inhibition on the part of parents may serve as a model for social (---------->paranondamaging)
reticence and selective mutism in children. Furthermore, parents of children with selective (--------->ortho-susi)
mutism have been described as overprotective or more controlling than parents of children (--------->ortho-contusion)
with other anxiety disorders or no disorder. (---------->ortho-sodomy)
Genetic and physiological factors. Because of the significant overlap between selective (---------->parapaley)
mutism and social anxiety disorder, there may be shared genetic factors between these (---------->orthodennihan)
conditions. (---------->ortho-worsens)
Culture-Related Diagnostic Issues (---------->ortho-cathi)
Children in families who have immigrated to a country where a different language is spoken (--------->meta-bhati)
may refuse to speak the new language because of lack of knowledge of the language. (---------->ortholotspeich)
If comprehension of the new language is adequate but refusal to speak persists, a diagnosis (--------->ortho-phobia)
of selective mutism may be warranted. (---------->para-superstitions)
Functional Consequences of Selective Mutism (---------->para-disgusting)
Selective mutism may result in social impairment, as children may be too anxious to engage (--------->meta-euthymie)
in reciprocal social interaction with other children. As children with selective mutism (---------->parakenney)
mature, they may face increasing social isolation. In school settings, these children may (--------->meta-exhibiting)
suffer academic impairment, because often they do not communicate with teachers regarding (--------->meta-oquendo)
their academic or personal needs (e.g., not understanding a class assignment, not (---------->meta-pica)
asking to use the restroom). Severe impairment in school and social functioning, including (--------->ortho-obstetric)
that resulting from teasing by peers, is common. In certain instances, selective mutism (---------->parainfested)
may serve as a compensatory strategy to decrease anxious arousal in social encounters. (--------->para-bedside)
Differential Diagnosis (---------->ortho-abbreviated)
Communication disorders. Selective mutism should be distinguished from speech disturbances (--------->para-forceful)
that are better explained by a communication disorder, such as language (---------->meta-sarcasm)
disorder, speech sound disorder (previously phonological disorder), childhood-onset (---------->paradefecating)

DSM-UPAX

419

fluency disorder (stuttering), or pragmatic (social) communication disorder. Unlike selective (--------->para-pedophilia)
mutism, the speech disturbance in these conditions is not restricted to a specific social (---------->paraintractable)
situation. (---------->meta-procarbazine)
Neurodevelopmental disorders and schizophrenia and other psychotic disorders. (---------->metairrepressible)
Individuals with an autism spectrum disorder, schizophrenia or another psychotic disorder, (--------->para-inept)
or severe intellectual disability may have problems in social communication and be (---------->orthogustatory)
unable to speak appropriately in social situations. In contrast, selective mutism should be (--------->ortho-namita)
diagnosed only when a child has an established capacity to speak in some social situations (--------->meta-intravenously)
(e.g., typically at home). (---------->ortho-degrading)
Social anxiety disorder (social phobia). The social anxiety and social avoidance in social (--------->ortho-leukoencephalopathy)
anxiety disorder may be associated with selective mutism. In such cases, both diagnoses (--------->para-qtc)
may be given. (---------->ortho-agoraphobia)
Comorbidity (---------->ortho-nutritionally)
The most common comorbid conditions are other anxiety disorders, most commonly social (--------->ortho-powderlike)
anxiety disorder, followed by separation anxiety disorder and specific phobia. Oppositional (--------->meta-quantifiable)
behaviors have been noted to occur in children with selective mutism, although (---------->meta-sureyya)
oppositional behavior may be limited to situations requiring speech. Communication delays (--------->meta-vith)
or disorders also may appear in some children with selective mutism. (---------->meta-acetylaspartate)
Specific Phobia (---------->para-tarbell)
Diagnostic Criteria (---------->ortho-extinguish)
A. Marked fear or anxiety about a specific object or situation (e.g., flying, heights, animals, (--------->meta-contours)
receiving an injection, seeing blood). (---------->ortho-harmonize)
Note: In children, the fear or anxiety may be expressed by crying, tantrums, freezing, (---------->paraledical)
or clinging. (---------->para-prevaience)
B. The phobic object or situation almost always provokes immediate fear or anxiety. (---------->metahydrocarbons)
C. The phobic object or situation is actively avoided or endured with intense fear or anxiety. (--------->para-paulsen)
D. The fear or anxiety is out of proportion to the actual danger posed by the specific object (--------->para-cannabinoid)
or situation and to the sociocultural context. (---------->meta-selfdramatization)
E. The fear, anxiety, or avoidance is persistent, typically lasting for 6 months or more. (---------->metamagically)
F. The fear, anxiety, or avoidance causes clinically significant distress or impairment in (---------->paraflirtatiousness)
social, occupational, or other important areas of functioning. (---------->meta-jaimelyn)
G. The disturbance is not better explained by the symptoms of another mental disorder, (---------->paracynical)
including fear, anxiety, and avoidance of situations associated with panic-like symptoms (--------->meta-thyrotoxicosis)
or other incapacitating symptoms (as in agoraphobia): objects or situations related to (---------->orthoeyelids)
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obsessions (as in obsessive-compulsive disorder); reminders of traumatic events (as in (---------->parabronchitis)
posttraumatic stress disorder); separation from home or attachment figures (as in separation (--------->meta-icsd)
anxiety disorder); or social situations (as in social anxiety disorder). (---------->meta-michaelsen)
Specify if: (---------->ortho-poisoned)
Code based on the phobic stimulus: (---------->para-cushing)
300.29 (F40.218) Animal (e.g., spiders, insects, dogs). (---------->ortho-reciprocity)
300.29 (F40.228) Natural environment (e.g., heights, storms, water). (---------->meta-milam)
300.29 (F40.23X) Blood-injection-injury (e.g., needles, invasive medical procedures). (---------->paraheartedness)
Coding note: Select specific ICD-10-CM code as follows: F40.230 fear of blood; (---------->meta-jannah)
F40.231 fear of injections and transfusions; F40.232 fear of other medical care; or (---------->metazakarchenco)
F40.233 fear of injury. (---------->ortho-murmurs)
300.29 (F40.248) Situational (e.g., airplanes, elevators, enclosed places). (---------->para-ineffectual)
300.29 (F40.298) Other (e.g., situations that may lead to choking or vomiting: in children, (--------->para-liaisons)
e.g., loud sounds or costumed characters). (---------->para-leukoencephalopathy)
Coding note: When more than one phobic stimulus is present, code all ICD-10-CM codes (--------->para-palpation)
that apply (e.g., for fear of snakes and flying, F40.218 specific phobia, animal, and (---------->orthowalkup)
F40.248 specific phobia, situational). (---------->para-orbitofrontal)
Specifiers (---------->ortho-antistreptolysin)
It is common for individuals to have multiple specific phobias. The average individual with (--------->meta-mamah)
specific phobia fears three objects or situations, and approximately 75% of individuals with (--------->para-masculinity)
specific phobia fear more than one situation or object. In such cases, multiple specific phobia (--------->para-urea)
diagnoses, each with its own diagnostic code reflecting the phobic stimulus, would need to be (--------->para-emergent)
given. For example, if an individual fears thunderstorms and flying, then two diagnoses (---------->paralaxatives)
would be given: specific phobia, natural environment, and specific phobia, situational. (---------->orthounwitting)
Diagnostic Features (---------->meta-bedside)
A key feature of this disorder is that the fear or anxiety is circumscribed to the presence of a (--------->meta-caveat)
particular situation or object (Criterion A), which may be termed the phobic stimulus. The categories (--------->para-catastrophes)
of feared situations or objects are provided as specifiers. Many individuals fear objects (---------->metamarokus)
or situations from more than one category, or phobic stimulus. For the diagnosis of specific (--------->meta-iilce)
phobia, the response must differ from normal, transient fears that commonly occur in the population. (--------->meta-gangopadhyay)
To meet the criteria for a diagnosis, the fear or anxiety must be intense or severe (i.e., (---------->parawarfarin)
marked) (Criterion A). The amount of fear experienced may vary with proximity to the (---------->para-iiii)
feared object or situation and may occur in anticipation of or in the actual presence of the object (--------->ortho-internationai)
or situation. Also, the fear or anxiety may take the form of a full or limited symptom panic attack (--------->para-accommodated)
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(i.e., expected panic attack). Another characteristic of specific phobias is that fear or anxiety (--------->meta-diagnosable)
is evoked nearly every time the individual comes into contact with the phobic stimulus (---------->metaovertness)
(Criterion B). Thus, an individual who becomes anxious only occasionally upon being confronted (--------->ortho-seduction)
with the situation or object (e.g., becomes anxious when flying only on one out of every (---------->orthogaebel)
five airplane flights) would not be diagnosed with specific phobia. However, the degree of fear (--------->ortho-ingratiation)
or anxiety expressed may vary (from anticipatory anxiety to a full panic attack) across different (--------->meta-indulge)
occasions of encountering the phobic object or situation because of various contextual factors (--------->meta-meana)
such as the presence of others, duration of exposure, and other threatening elements such as (--------->meta-pachikara)
turbulence on a flight for individuals who fear flying. Fear and anxiety are often expressed differently (--------->ortho-caretaker)
between children and adults. Also, the fear or anxiety occurs as soon as the phobic object (--------->ortho-smothering)
or situation is encountered (i.e., immediately rather than being delayed). (---------->para-contracture)
The individual actively avoids the situation, or if he or she either is unable or decides (---------->paranitrous)
not to avoid it, the situation or object evokes intense fear or anxiety (Criterion C). Active (---------->metashadi)
avoidance means the individual intentionally behaves in ways that are designed to prevent (--------->para-shakiness)
or minimize contact with phobic objects or situations (e.g., takes tunnels instead of bridges (--------->meta-ovenwhelmed)
on daily commute to work for fear of heights; avoids entering a dark room for fear of spiders; (--------->meta-phenomenological)
avoids accepting a job in a locale where a phobic stimulus is more common). Avoidance (--------->meta-exhibiting)
behaviors are often obvious (e.g., an individual who fears blood refusing to go to the (---------->metavuhierability)
doctor) but are sometimes less obvious (e.g., an individual who fears snakes refusing to (---------->parainciuding)
look at pictures ihat resemble the form or shape of snakes). Many individuals with specific (--------->meta-strouts)
phobias have suffered over many years and have changed their living circumstances in (---------->orthoengrossed)
ways designed to avoid the phobic object or situation as much as possible (e.g., an individual (--------->ortho-redo)
diagnosed with specific phobia, animal, who moves to reside in an area devoid of (---------->metaundergone)
the particular feared animal). Therefore, they no longer experience fear or anxiety in their (--------->para-sunzeri)
daily life. In such instances, avoidance behaviors or ongoing refusal to engage in activities (--------->para-hypotension)
that would involve exposure to the phobic object or situation (e.g., repeated refusal to accept (--------->ortho-wiu)
offers for work-related travel because of fear of flying) may be helpful in confirming (---------->paraepilepsies)
the diagnosis in the absence of overt anxiety or panic. (---------->ortho-sleeponset)
The fear or anxiety is out of proportion to the actual danger that the object or situation (---------->orthoneophobia)
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poses, or more intense than is deemed necessary (Criterion D). Although individuals with (--------->para-definitional)
specific phobia often recognize their reactions as disproportionate, they tend to overestimate (--------->ortho-vindictiveness)
the danger in their feared situations, and thus the judgment of being out of proportion (---------->metaabnormally)
is made by the clinician. The individual's sociocultural context should also be taken (---------->metamogels)
into account. For example, fears of the dark may be reasonable in a context of ongoing (---------->orthodirectionless)
violence, and fear of insects may be more disproportionate in settings where insects are (--------->meta-obsessivecompulsive)
consumed in the diet. The fear, anxiety, or avoidance is persistent, typically lasting for (---------->paraaffectively)
6 months or more (Criterion E), which helps distinguish the disorder from transient fears (---------->paradocile)
that are common in the population, particularly among children. However, the duration (---------->paramarries)
criterion should be used as a general guide, with allowance for some degree of flexibility. (--------->para-envious)
The specific phobia must cause clinically significant distress or impairment in social, occupational, (--------->meta-incapable)
or other important areas of functioning in order for the disorder to be diagnosed (---------->para-krystal)
(Criterion F). (---------->meta-txco)
Associated Features Supporting Diagnosis (---------->meta-mediators)
Individuals with specific phobia typically experience an increase in physiological arousal (--------->meta-apprehended)
in anticipation of or during exposure to a phobic object or situation. However, the physiological (--------->meta-iviedicai)
response to the feared situation or object varies. Whereas individuals with situational, (---------->orthoxo)
natural environment, and animal specific phobias are likely to show sympathetic (---------->ortho-gerson)
nervous system arousal, individuals with blood-injection-injury specific phobia often (---------->metabaratta)
demonstrate a vasovagal fainting or near-fainting response that is marked by initial brief (---------->paraimder)
acceleration of heart rate and elevation of blood pressure followed by a deceleration of (---------->orthoautoerotic)
heart rate and a drop in blood pressure. Current neural systems models for specific phobia (--------->ortho-expiated)
emphasize the amygdala and related structures, much as in other anxiety disorders. (---------->paradryness)
Prevaience (---------->ortho-muddled)
In the United States, the 12-month community prevalence estimate for specific phobia is (---------->paraetiological)
approximately 7%-9%. Prevalence rates in European countries are largely similar to those (--------->para-jheel)
in the United States (e.g., about 6%), but rates are generally lower in Asian, African, and (--------->para-etiological)
Latin American countries (2%-4%). Prevalence rates are approximately 5% in children and (--------->para-strep)
are approximately 16% in 13- to 17-year-olds. Prevalence rates are lower in older individuals (--------->meta-crackles)
(about 3%-5%), possibly reflecting diminishing severity to subclinical levels. Females (---------->paraquitting)
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are more frequently affected than males, at a rate of approximately 2:1, although rates vary (--------->ortho-withhold)
across different phobic stimuli. That is, animal, natural environment, and situational specific (--------->para-frustes)
phobias are predominantly experienced by females, whereas blood-injection-injury (---------->orthoamputees)
phobia is experienced nearly equally by both genders. (---------->ortho-thiethylperazine)
Development and Course (---------->ortho-hypocapnia)
Specific phobia sometimes develops following a traumatic event (e.g., being attacked by (--------->meta-downey)
an animal or stuck in an elevator), observation of others going through a traumatic event (e.g., (--------->ortho-intuitively)
watching someone drown), an unexpected panic attack in the to be feared situation (e.g., (--------->para-schaper)
an unexpected panic attack while on the subway), or informational transmission (e.g., extensive (--------->para-cortices)
media coverage of a plane crash). However, many individuals with specific phobia (---------->orthoklyman)
are unable to recall the specific reason for the onset of their phobias. Specific phobia usually (--------->ortho-ingested)
develops in early childhood, with the majority of cases developing prior to age 10 (---------->paraunending)
years. The median age at onset is between 7 and 11 years, with the mean at about 10 years. (--------->para-penetrant)
Situational specific phobias tend to have a later age at onset than natural environment, animal, (--------->meta-hydantoin)
or blood-injection-injury specific phobias. Specific phobias that develop in childhood (---------->metainfanticide)
and adolescence are likely to wax and wane during that period. However, phobias (---------->paraperspiration)
that do persist into adulthood are unlikely to remit for the majority of individuals. (---------->metapliencyclidine)
When specific phobia is being diagnosed in children, two issues should be considered. (---------->metapharmacokinetic)
First, young children may express their fear and anxiety by crying, tantrums, freezing, (---------->metatuberous)
or clinging. Second, young children typically are not able to understand the concept of (---------->orthotricamo)
avoidance. Therefore, the clinician should assemble additional information from parents, (--------->para-ravi)
teachers, or others who know the child well. Excessive fears are quite common in young (--------->para-brandler)
children but are usually transitory and only mildly impairing and thus considered developmentally (--------->meta-tess)
appropriate. In such cases a diagnosis of specific phobia would not be made. (---------->paramoenssens)
When the diagnosis of specific phobia is being considered in a child, it is important to (---------->paraslighted)
assess the degree of impairment and the duration of the fear, anxiety, or avoidance, and (--------->para-seetable)
whether it is typical for the child's particular developmental stage. (---------->ortho-undernourished)
Although the prevalence of specific phobia is lower in older populations, it remains (---------->orthowithdrawals)
one of the more commonly experienced disorders in late life. Several issues should be considered (--------->para-replicate)
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when diagnosing specific phobia in older populations. First, older individuals (---------->parahyperplasia)
may be more likely to endorse natural environment specific phobias, as well as phobias of (--------->para-frustes)
falling. Second, specific phobia (like all anxiety disorders) tends to co-occur with medical (--------->meta-betel)
concerns in older individuals, including coronary heart disease and chronic obstructive (---------->metarecupero)
pulmonary disease. Third, older individuals may be more likely to attribute the symptoms (--------->meta-traumas)
of anxiety to medical conditions. Fourth, older individuals may be more likely to manifest (---------->paradelineated)
anxiety in an atypical manner (e.g., involving symptoms of both anxiety and depression) (--------->meta-kyofu)
and thus be more likely to warrant a diagnosis of unspecified anxiety disorder. Additionally, (--------->meta-incontinence)
the presence of specific phobia in older adults is associated with decreased quality of (---------->paraspied)
life and may serve as a risk factor for major neurocognitive disorder. (---------->meta-dramaticemotional)
Although most specific phobias develop in childhood and adolescence, it is possible for a (--------->meta-skrzypchak)
specific phobia to develop at any age, often as the result of experiences that are traumatic. For (--------->ortho-acculturative)
example, phobias of choking almost always follow a near-choking event at any age. (---------->metacaressing)
Risk and Prognostic Factors (---------->ortho-linearly)
Temperamental. Temperamental risk factors for specific phobia, such as negative affectivity (--------->ortho-substancespecific)
(neuroticism) or behavioral inhibition, are risk factors for other anxiety disorders as (---------->para-tric)
well. (---------->para-intellectually)
Environmental. Environmental risk factors for specific phobias, such as parental overprotectiveness, (--------->para-deceptively)
parental loss and separation, and physical and sexual abuse, tend to predict (---------->para-fetishist)
other anxiety disorders as well. As noted earlier, negative or traumatic encounters (---------->metaplacental)
with the feared object or situation sometimes (but not always) precede the development of (--------->ortho-gonads)
specific phobia. (---------->ortho-timetables)
Genetic and physiological. There may be a genetic susceptibility to a certain category of (--------->ortho-belching)
specific phobia (e.g., an individual with a first-degree relative with a specific phobia of animals (--------->meta-keloidalis)
is significantly more likely to have the same specific phobia than any other category (---------->parafalsely)
of phobia). Individuals with blood-injection-injury phobia show a unique propensity to (---------->orthoillustrative)
vasovagal syncope (fainting) in the presence of the phobic stimulus. (---------->ortho-subcultures)
Culture-Related Diagnostic Issues (---------->para-arched)
In the United States, Asians and Latinos report significantly lower rates of specific phobia (--------->ortho-vocalizations)
than non-Latino whites, African Americans, and Native Americans. In addition to having (---------->metawillia)
lower prevalence rates of specific phobia, some countries outside of the United States, particularly (--------->ortho-overvaluation)
Asian and African countries, show differing phobia content, age at onset, and (---------->paraperitraumatic)
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gender ratios. (---------->ortho-aminal)
Suicide Risk (---------->para-amelioration)
Individuals with specific phobia are up to 60% more likely to make a suicide attempt than (--------->meta-myasthenia)
are individuals without the diagnosis. However, it is likely that these elevated rates are (---------->paratalkativeness)
primarily due to comorbidity with personality disorders and other anxiety disorders. (---------->orthothreefold)
Functional Consequences of Specific Phobia (---------->meta-smelling)
Individuals with specific phobia show similar patterns of impairment in psychosocial (---------->paramarilee)
functioning and decreased quality of life as individuals with other anxiety disorders and (---------->orthononveridical)
alcohol and substance use disorders, including impairments in occupational and interpersonal (--------->para-situationai)
functioning. In older adults, impairment may be seen in caregiving duties and (---------->orthostabilizing)
volunteer activities. Also, fear of falling in older adults can lead to reduced mobility and (---------->metawoodson)
reduced physical and social functioning, and may lead to receiving formal or informal (---------->orthorecidivism)
home support. The distress and impairment caused by specific phobias tend to increase (--------->ortho-salbutamol)
with the number of feared objects and situations. Thus, an individual who fears four objects (--------->para-phrasing)
or situations is likely to have more impairment in his or her occupational and social (---------->parasuspicions)
roles and a lower quality of life than an individual who fears only one object or situation. (---------->metanonconforming)
Individuals with blood-injection-injury specific phobia are often reluctant to obtain medical (--------->para-cavendish)
care even when a medical concern is present. Additionally, fear of vomiting and choking (--------->meta-ingratiation)
may substantially reduce dietary intake. (---------->ortho-foimd)
Differential Diagnosis (---------->ortho-tampon)
Agoraphobia. Situational specific phobia may resemble agoraphobia in its clinical presentation, (--------->para-endocarditis)
given the overlap in feared situations (e.g., flying, enclosed places, elevators). If (---------->meta-angold)
an individual fears only one of the agoraphobia situations, then specific phobia, situational, (--------->ortho-thoughtless)
may be diagnosed. If two or more agoraphobic situations are feared, a diagnosis of (---------->paralightheadedness)
agoraphobia is likely warranted. For example, an individual who fears airplanes and elevators (--------->ortho-nonparental)
(which overlap with the '"public transportation" agoraphobic situation) but does (---------->ortho-occipital)
not fear other agoraphobic situations would be diagnosed with specific phobia, situational, (--------->para-hyperintensities)
whereas an individual who fears airplanes, elevators, and crowds (which overlap (---------->orthopredisposition)
with two agoraphobic situations, "using public transportation" and "standing in line and (---------->parazeitzer)
or being in a crowd") would be diagnosed with agoraphobia. Criterion B of agoraphobia (---------->orthoskodol)
(the situations are feared or avoided "because of thoughts that escape might be difficult or (--------->para-juxtaposed)
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help might not be available in the event of developing panic-like symptoms or other incapacitating (--------->para-mateya)
or embarrassing symptoms") can also be useful in differentiating agoraphobia (---------->meta-vulva)
from specific phobia. If the situations are feared for other reasons, such as fear of being (--------->ortho-fluorodeoxyglucose)
harmed directly by the object or situations (e.g., fear of the plane crashing, fear of the animal (--------->para-starvation)
biting), a specific phobia diagnosis may be more appropriate. (---------->meta-antihypertension)
Social anxiety disorder. If the situations are feared because of negative evaluation, social (--------->para-flapping)
anxiety disorder should be diagnosed instead of specific phobia. (---------->meta-pynoos)
Separation anxiety disorder. If the situations are feared because of separation from a (---------->parataein)
primary caregiver or attachment figure, separation anxiety disorder should be diagnosed (--------->para-bobbing)
instead of specific phobia. (---------->meta-dosages)
Panic disorder. Individuals with specific phobia may experience panic attacks when confronted (--------->ortho-perturbations)
with their feared situation or object. A diagnosis of specific phobia would be given if (---------->metatreatable)
the panic attacks only occurred in response to the specific object or situation, whereas a diagnosis (--------->meta-tetrahydrocannabinol)
of panic disorder would be given if the individual also experienced panic attacks (---------->orthologopenic)
that were unexpected (i.e., not in response to the specific phobia object or situation). (---------->parawestem)
Obsessive-compulsive disorder. If an individual's primary fear or anxiety is of an object (---------->orthoceglie)
or situation as a result of obsessions (e.g., fear of blood due to obsessive thoughts about (--------->meta-inflicts)
contamination from blood-borne pathogens [i.e., HIV]; fear of driving due to obsessive images (--------->ortho-disregarding)
of harming others), and if other diagnostic criteria for obsessive-compulsive disorder (---------->paratlustos)
are met, then obsessive-compulsive disorder should be diagnosed. (---------->ortho-falsifies)
Trauma- and stressor-related disorders. If the phobia develops following a traumatic (---------->metaundetectable)
event, posttraumatic stress disorder (PTSD) should be considered as a diagnosis. However, (--------->para-nnetabolism)
traumatic events can precede the onset of PTSD and specific phobia. In this case, a diagnosis (--------->para-ridiculed)
of specific phobia would be assigned only if all of the criteria for PTSD are not met. (---------->orthorisking)
Eating disorders. A diagnosis of specific phobia is not given if the avoidance behavior is (---------->paradefy)
exclusively limited to avoidance of food and food-related cues, in which case a diagnosis (--------->ortho-sexsomnia)
of anorexia nervosa or bulimia nervosa should be considered. (---------->para-ethnocultural)
Schizophrenia spectrum and other psychotic disorders. When the fear and avoidance (---------->metacorticosteroids)
are due to delusional thinking (as in schizophrenia or other schizophrenia spectrum and (---------->metascholl)
other psychotic disorders), a diagnosis of specific phobia is not warranted. (---------->para-shupinka)
Comorbidity (---------->ortho-delusions)
Specific phobia is rarely seen in medical-clinical settings in the absence of other psychopathology (--------->meta-mcdonnell)
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and is more frequently seen in nonmedical mental health settings. Specific phobia (---------->orthoenriches)
is frequently associated with a range of other disorders, especially depression in older (---------->paraprecipitating)
adults. Because of early onset, specific phobia is typically the temporally primary disorder. (--------->para-hoarding)
Individuals with specific phobia are at increased risk for the development of other disorders, (--------->ortho-renewing)
including other anxiety disorders, depressive and bipolar disorders, substancerelated (---------->orthotruant)
disorders, somatic symptom and related disorders, and personality disorders (particularly (--------->ortho-hypercarbia)
dependent personality disorder). (---------->ortho-meir)
Social Anxiety Disorder (Social Phobia) (---------->meta-habitually)
Diagnostic Criteria 300.23 (F40.10) (---------->para-flashbacks)
A. Marked fear or anxiety about one or more social situations in which the individual is (---------->metaiindividuali)
exposed to possible scrutiny by others. Examples include social interactions (e.g., having (--------->para-overdoses)
a conversation, meeting unfamiliar people), being observed (e.g., eating or drinking), (---------->pararoleplay)
and performing in front of others (e.g., giving a speech). (---------->meta-faniily)
Note: In children, the anxiety must occur in peer settings and not just during interactions (--------->ortho-underestimated)
with adults. (---------->para-socioemotional)
B. The individual fears that he or she will act in a way or show anxiety symptoms that will (--------->meta-dysfluency)
be negatively evaluated (i.e., will be humiliating or embarrassing: will lead to rejection (---------->metamononucleosis)
or offend others). (---------->meta-petechiae)
C. The social situations almost always provoke fear or anxiety. (---------->meta-expiating)
Note: In children, the fear or anxiety may be expressed by crying, tantrums, freezing, (---------->metainteq)
clinging, shrinking, or failing to speak in social situations. (---------->para-fink)
D. The social situations are avoided or endured with intense fear or anxiety. (---------->paraprematurely)
E. The fear or anxiety is out of proportion to the actual threat posed by the social situation (--------->para-perseverate)
and to the sociocultural context. (---------->ortho-rarest)
F. The fear, anxiety, or avoidance is persistent, typically lasting for 6 months or more. (---------->paraexaminees)
G. The fear, anxiety, or avoidance causes clinically significant distress or impairment in (---------->paraodromal)
social, occupational, or other important areas of functioning. (---------->para-willcutt)
H. The fear, anxiety, or avoidance is not attributable to the physiological effects of a substance (--------->meta-outwardly)
(e.g., a drug of abuse, a medication) or another medical condition. (---------->para-smita)
I. The fear, anxiety, or avoidance is not better explained by the symptoms of another (---------->metaeraser)
mental disorder, such as panic disorder, body dysmofhic disorder, or autism spectrum (---------->metaascertainable)
disorder. (---------->meta-harmed)
J. If another medical condition (e.g., Parkinson’s disease, obesity, disfigurement from bums (--------->para-haloperidol)
or injury) is present, the fear, anxiety, or avoidance is clearly unrelated or is excessive. (---------->parainterprets)
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Specify if: (---------->para-affecnvity)
Performance only: If the fear is restricted to speaking or performing in public. (---------->paranonmedical)
Specifiers (---------->ortho-carditis)
Individuals with the performance only type of social anxiety disorder have performance (---------->metaolfactory)
fears that are typically most impairing in their professional lives (e.g., musicians, dancers, (--------->para-comorbid)
performers, athletes) or in roles that require regular public speaking. Performance fears (---------->orthodisorganization)
may also manifest in work, school, or academic settings in which regular public presentations (--------->para-insonmia)
are required. Individuals with performance only social anxiety disorder do not fear (---------->metasupine)
or avoid nonperformance social situations. (---------->ortho-communicates)
Diagnostic Features (---------->ortho-nonmedical)
The essential feature of social anxiety disorder is a marked, or intense, fear or anxiety of social (--------->ortho-multisite)
situations in which the individual may be scrutinized by others. In children the fear or (---------->metahtigious)
anxiety must occur in peer settings and not just during interactions with adults (Criterion (--------->ortho-sushrut)
A). When exposed to such social situations, the individual fears that he or she will be negatively (--------->para-cyclical)
evaluated. The individual is concerned that he or she will be judged as anxious, (---------->meta-lobule)
weak, crazy, stupid, boring, intimidating, dirty, or unlikable. The individual fears that (---------->orthodeceive)
he or she will act or appear in a certain way or show anxiety symptoms, such as blushing, (--------->ortho-mhielm)
trembling, sweating, stumbling over one's words, or staring, that will be negatively evaluated (--------->ortho-professed)
by others (Criterion B). Some individuals fear offending others or being rejected as (---------->orthoreemerge)
a result. Fear of offending others—for example, by a gaze or by showing anxiety symptoms— (--------->ortho-alienation)
may be the predominant fear in individuals from cultures with strong collectivistic (---------->orthohypersomnolence)
orientations. An individual with fear of trembling of the hands may avoid drinking, eating, (---------->paracruelly)
writing, or pointing in public; an individual with fear of sweating may avoid shaking (---------->ortholiypoventilation)
hands or eating spicy foods; and an individual with fear of blushing may avoid public performance, (--------->ortho-configurai)
bright lights, or discussion about intimate topics. Some individuals fear and (---------->para-marlena)
avoid urinating in public restrooms when other individuals are present (i.e., paruresis, or (--------->meta-jerlyn)
shy bladder syndrome). (---------->meta-familially)
The social situations almost always provoke fear or anxiety (Criterion C). Thus, an individual (--------->para-heartedness)
who becomes anxious only occasionally in the social situation(s) would not be diagnosed (--------->meta-rethinking)
with social anxiety disorder. However, the degree and type of fear and anxiety (---------->ortho-quitting)
may vary (e.g., anticipatory anxiety, a panic attack) across different occasions. The anticipatory (--------->ortho-litigious)
anxiety may occur sometimes far in advance of upcoming situations (e.g., worrying (---------->paraduffy)
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every day for weeks before attending a social event, repeating a speech for days in advance). (--------->para-adolescence)
In children, the fear or anxiety may be expressed by crying, tantrums, freezing, clinging, or (--------->meta-kaufmann)
shrinking in social situations. The individual will often avoid the feared social situations. (---------->orthononproblematically)
Alternatively, the situations are endured with intense fear or anxiety (Criterion D). Avoidance (--------->meta-casye)
can be extensive (e.g., not going to parties, refusing school) or subtle (e.g., overpreparing (--------->para-aimety)
the text of a speech, diverting attention to others, limiting eye contact). (---------->ortho-concomitant)
The fear or anxiety is judged to be out of proportion to the actual risk of being negatively (--------->meta-remorseful)
evaluated or to the consequences of such negative evaluation (Criterion E). Sometimes, (---------->paramethaqualone)
the anxiety may not be judged to be excessive, because it is related to an actual (---------->paraimpulsiveness)
danger (e.g., being bullied or tormented by others). However, individuals with social anxiety (--------->para-femininity)
disorder often overestimate the negative consequences of social situations, and thus (---------->orthoreluctance)
the judgment of being out of proportion is made by the clinician. The individual's sociocultural (--------->ortho-peripartum)
context needs to be taken into account when this judgment is being made. For example, (--------->ortho-sororities)
in certain cultures, behavior that might otherwise appear socially anxious may be (---------->paraheterosexual)
considered appropriate in social situations (e.g., might be seen as a sign of respect). (---------->orthomomen)
The duration of the disturbance is typically at least 6 months (Criterion F). This duration (---------->paraimplicated)
threshold helps distinguish the disorder from transient social fears that are common, (---------->pararauenhorst)
particularly among children and in the community. However, the duration criterion (---------->orthoadrenogenital)
should be used as a general guide, with allowance for some degree of flexibility. The fear, (--------->para-salience)
anxiety, and avoidance must interfere significantly with the individual's normal routine, (---------->parajankord)
occupational or academic functioning, or social activities or relationships, or must cause (--------->ortho-acknowledgment)
clinically significant distress or impairment in social, occupational, or other important areas (--------->meta-yamamoto)
of functioning (Criterion G). For example, an individual who is afraid to speak in public (---------->paraindulge)
would not receive a diagnosis of social anxiety disorder if this activity is not routinely (---------->metareluctance)
encountered on the job or in classroom work, and if the individual is not significantly distressed (--------->para-unreasonably)
about it. However, if the individual avoids, or is passed over for, the job or education (---------->paraechoed)
he or she really wants because of social anxiety symptoms. Criterion G is met. (---------->orthonegahve)
Associated Features Supporting Diagnosis (---------->ortho-gonadotropin)
Individuals with social anxiety disorder may be inadequately assertive or excessively submissive (--------->ortho-hyperplasia)
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or, less commonly, highly controlling of the conversation. They may show overly (---------->meta-rites)
rigid body posture or inadequate eye contact, or speak with an overly soft voice. These individuals (--------->meta-buttoning)
may be shy or withdrawn, and they may be less open in conversations and disclose (---------->orthosuperimposed)
little about themselves. They may seek employment in jobs that do not require social (---------->parasqualor)
contact, although this is not the case for individuals with social anxiety disorder, performance (--------->meta-coerced)
only. They may live at home longer. Men may be delayed in marrying and having (---------->parajeffries)
a family, whereas women who would want to work outside the home may live a life as (---------->orthoselfesteem)
homemaker and mother. Self-medication with substances is common (e.g., drinking before (--------->para-crowley)
going to a party). Social anxiety among older adults may also include exacerbation of (---------->metaaperiodic)
symptoms of medical illnesses, such as increased tremor or tachycardia. Blushing is a hallmark (--------->para-vegetal)
physical response of social anxiety disorder. (---------->meta-brightens)
Prevaience (---------->para-handwrite)
The 12-month prevalence estimate of social anxiety disorder for the United States is approximately (--------->ortho-krista)
7%. Lower 12-month prevalence estimates are seen in much of the world using (---------->paramichaelsen)
the same diagnostic instrument, clustering around 0.5%-2.0%; median prevalence in (---------->paramitigating)
Europe is 2.3%. The 12-month prevalence rates in children and adolescents are comparable (--------->ortho-manic)
to those in adults. Prevalence rates decrease with age. The 12-month prevalence for older (--------->para-penile)
adults ranges from 2% to 5%. In general, higher rates of social anxiety disorder are found (--------->para-validators)
in females than in males in the general population (with odds ratios ranging from 1.5 to (---------->paraagenesis)
2.2), and the gender difference in prevalence is more pronounced in adolescents and (---------->orthomarmar)
young adults. Gender rates are equivalent or slightly higher for males in clinical samples, (--------->para-mintzer)
and it is assumed that gender roles and social expectations play a significant role in explaining (--------->ortho-necessitate)
the heightened help-seeking behavior in male patients. Prevalence in the United (---------->orthooleson)
States is higher in American Indians and lower in persons of Asian, Latino, African American, (--------->meta-coined)
and Afro-Caribbean descent compared with non-Hispanic whites. (---------->meta-lotspeich)
Development and Course (---------->meta-bridged)
Median age at onset of social anxiety disorder in the United States is 13 years, and 75% of (--------->ortho-prohibitions)
individuals have an age at onset between 8 and 15 years. The disorder sometimes emerges (--------->ortho-attenuated)
out of a childhood history of social inhibition or shyness in U.S. and European studies. Onset (--------->ortho-hypoemotionality)
can also occur in early childhood. Onset of social anxiety disorder may follow a stressful (---------->paramorin)
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or humiliating experience (e.g., being bullied, vomiting during a public speech), or it (---------->paraconveying)
may be insidious, developing slowly. First onset in adulthood is relatively rare and is more (--------->ortho-palsy)
likely to occur after a stressful or humiliating event or after life changes that require new (---------->orthoayanna)
social roles (e.g., marrying someone from a different social class, receiving a job promotion). (--------->meta-enticing)
Social anxiety disorder may diminish after an individual with fear of dating marries (---------->metainteliectual)
and may reemerge after divorce. Among individuals presenting to clinical care, the disorder (--------->meta-bothersome)
tends to be particularly persistent. (---------->para-husseini)
Adolescents endorse a broader pattern of fear and avoidance, including of dating, (---------->parainfliction)
compared with younger children. Older adults express social anxiety at lower levels but (---------->orthourea)
across a broader range of situations, whereas younger adults express higher levels of social (--------->meta-overemphasizes)
anxiety for specific situations. In older adults, social anxiety may concern disability (---------->metacautioned)
due to declining sensory functioning (hearing, vision) or embarrassment about one's appearance (--------->ortho-crossdressed)
(e.g., tremor as a symptom of Parkinson's disease) or functioning due to medical (---------->orthoencoimtered)
conditions, incontinence, or cognitive impairment (e.g., forgetting people's names). In the (--------->meta-aprons)
community approximately 30% of individuals with social anxiety disorder experience remission (--------->para-neurofibrillary)
of symptoms within 1 year, and about 50% experience remission within a few (---------->meta-engel)
years. For approximately 60% of individuals without a specific treatment for social anxiety (--------->meta-phenylethylamine)
disorder, the course takes several years or longer. (---------->para-duffy)
Detection of social anxiety disorder in older adults may be challenging because of several (--------->meta-tille)
factors, including a focus on somatic symptoms, comorbid medical illness, limited (---------->orthoblunting)
insight, changes to social environment or roles that may obscure impairment in social (---------->paraditza)
functioning, or reticence about describing psychological distress. (---------->meta-khatchikian)
Risk and Prognostic Factors (---------->meta-cranial)
Temperamental. Underlying traits that predispose individuals to social anxiety disorder (---------->parapremenstrual)
include behavioral inhibition and fear of negative evaluation. (---------->ortho-crg)
Environmental. There is no causative role of increased rates of childhood maltreatment or (--------->para-psen)
other early-onset psychosocial adversity in the development of social anxiety disorder. However, (--------->ortho-amenorrhea)
childhood maltreatment and adversity are risk factors for social anxiety disorder. (---------->metascarcely)
Genetic and physiological. Traits predisposing individuals to social anxiety disorder, (---------->orthoroleplay)
such as behavioral inhibition, are strongly genetically influenced. The genetic influence is (--------->meta-fink)
subject to gene-environment interaction; that is, children with high behavioral inhibition (---------->orthodisordered)
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are more susceptible to environmental influences, such as socially anxious modeling by (--------->ortho-disbelief)
parents. Also, social anxiety disorder is heritable (but performance-only anxiety less so). (---------->paradiscoid)
First-degree relatives have a two to six times greater chance of having social anxiety disorder, (--------->ortho-alessandro)
and liability to the disorder involves the interplay of disorder-specific (e.g., fear of (---------->para-sacher)
negative evaluation) and nonspecific (e.g., neuroticism) genetic factors. (---------->para-gorelick)
Cuiture-Related Diagnostic issues (---------->ortho-pathophysiological)
The syndrome of taijin kyofusho (e.g., in Japan and Korea) is often characterized by socialevaluative (--------->para-gallo)
concerns, fulfilling criteria for social anxiety disorder, that are associated with (---------->ortho-blunting)
the fear that the individual makes other people uncomfortable (e.g., "My gaze upsets people (--------->ortho-incarceration)
so they look away and avoid me"), a fear that is at times experienced with delusional (---------->orthosarmukaddam)
intensity. This symptom may also be found in non-Asian settings. Other presentations (---------->metaangiopathy)
of taijin kyofusho may fulfill criteria for body dysmorphic disorder or delusional disorder. (---------->parakidnapping)
Immigrant status is associated with significantly lower rates of social anxiety disorder in (---------->metaoropharyngeal)
both Latino and non-Latino white groups. Prevalence rates of social anxiety disorder may (--------->meta-mize)
not be in line with self-reported social anxiety levels in the same culture—that is, societies (--------->ortho-slapping)
with strong collectivistic orientations may report high levels of social anxiety but low prevalence (--------->meta-intmsive)
of social anxiety disorder. (---------->meta-stabilize)
Gender-Related Diagnostic Issues (---------->para-hyperprolactinemia)
Females with social anxiety disorder report a greater number of social fears and comorbid (--------->ortho-profess)
depressive, bipolar, and anxiety disorders, whereas males are more likely to fear dating, (--------->ortho-medicate)
have oppositional defiant disorder or conduct disorder, and use alcohol and illicit drugs to (--------->meta-negates)
relieve symptoms of the disorder. Paruresis is more common in males. (---------->para-dismissive)
Functional Consequences of Social Anxiety Disorder (---------->meta-extortion)
Social anxiety disorder is associated with elevated rates of school dropout and with decreased (--------->ortho-chandraiah)
well-being, employment, workplace productivity, socioeconomic status, and quality (---------->parasyndromes)
of life. Social anxiety disorder is also associated with being single, unmarried, or divorced (--------->ortho-langstr)
and with not having children, particularly among men. In older adults, there may be impairment (--------->ortho-hypothyroidism)
in caregiving duties and volunteer activities. Social anxiety disorder also impedes leisure (--------->para-chrzanowski)
activities. Despite the extent of distress and social impairment associated with social (---------->metaidioms)
anxiety disorder, only about half of individuals with the disorder in Western societies ever (--------->meta-inhalantrelated)
seek treatment, and they tend to do so only after 15-20 years of experiencing symptoms. Not (--------->meta-distressing)
being employed is a strong predictor for ihe persistence of social aimety disorder. (---------->orthoavoidant)
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Differential Diagnosis (---------->meta-sertraline)
Normative shyness. Shyness (i.e., social reticence) is a common personality trait and is (---------->orthotraum)
not by itself pathological. In some societies, shyness is even evaluated positively. However, (--------->para-neuronal)
when there is a significant adverse impact on social, occupational, and other important (---------->orthoagoraphobictype)
areas of functioning, a diagnosis of social anxiety disorder should be considered, and (---------->orthostilted)
when full diagnostic criteria for social anxiety disorder are met, the disorder should be diagnosed. (--------->meta-intensification)
Only a minority (12%) of self-identified shy individuals in the United States have (---------->meta-sabella)
symptoms that meet diagnostic criteria for social anxiety disorder. (---------->meta-wom)
Agoraphobia. Individuals with agoraphobia may fear and avoid social situations (e.g., going (--------->ortho-camis)
to a movie) because escape might be difficult or help might not be available in the event of (--------->para-palliation)
incapacitation or panic-like symptoms, whereas individuals with social anxiety disorder are (--------->ortho-cardiopulmonary)
most fearful of scrutiny by others. Moreover, individuals with social anxiety disorder are likely (--------->meta-rigidity)
to be calm when left entirely alone, which is often not the case in agoraphobia. (---------->orthodysthymia)
Panic disorder. Individuals with social anxiety disorder may have panic attacks, but the (---------->metascliizoaffective)
concern is about fear of negative evaluation, whereas in panic disorder the concern is (---------->metaemel)
about the panic attacks themselves. (---------->para-prenatally)
Generalized anxiety disorder. Social worries are common in generalized anxiety disorder, (--------->meta-coincidentally)
but the focus is more on the nature of ongoing relationships rather than on fear of negative (--------->para-stadler)
evaluation. Individuals with generalized anxiety disorder, particularly children, may have excessive (--------->meta-detract)
worries about the quality of their social performance, but these worries also pertain to (---------->metavolitional)
nonsocial performance and when the individual is not being evaluated by others. In social anxiety (--------->meta-haggard)
disorder, the worries focus on social performance and others' evaluation. (---------->para-precondition)
Separation anxiety disorder. Individuals with separation anxiety disorder may avoid (---------->orthopreschoolers)
social settings (including school refusal) because of concerns about being separated from (--------->para-uneven)
attachment figures or, in children, about requiring the presence of a parent when it is not (--------->ortho-napping)
developmentally appropriate. Individuals with separation anxiety disorder are usually (---------->paraexhibiting)
comfortable in social settings when their attachment figure is present or when they are at (--------->meta-encapsulate)
home, whereas those with social anxiety disorder may be uncomfortable when social situations (--------->meta-milliseconds)
occur at home or in the presence of attachment figures. (---------->para-iol)
Specific phobias. Individuals with specific phobias may fear embarrassment or humiliation (--------->para-hypoperfusion)
(e.g., embarrassment about fainting when they have their blood drawn), but they do (---------->metaphencyclidineinduced)
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not generally fear negative evaluation in other social situations. (---------->ortho-normocapneic)
Selective mutism. Individuals with selective mutism may fail to speak because of fear of (---------->paraejaculations)
negative evaluation, but they do not fear negative evaluation in social situations where no (--------->ortho-healed)
speaking is required (e.g., nonverbal play). (---------->ortho-muttering)
Major depressive disorder. Individuals with major depressive disorder may be concerned (--------->ortho-akinesia)
about being negatively evaluated by others because they feel they are bad or not (---------->orthoamyloid)
worthy of being liked. In contrast, individuals with social anxiety disorder are worried (---------->metagenitalia)
about being negatively evaluated because of certain social behaviors or physical symptoms. (--------->para-psychometrically)
Body dysmorphic disorder. Individuals with body dysmorphic disorder are preoccupied (---------->parasuicidal)
with one or more perceived defects or flaws in their physical appearance that are not (---------->paradisinhibmon)
observable or appear slight to others; this preoccupation often causes social anxiety and (--------->meta-relapse)
avoidance. If their social fears and avoidance are caused only by their beliefs about their (--------->ortho-infer)
appearance, a separate diagnosis of social anxiety disorder is not warranted. (---------->meta-rinehart)
Delusional disorder. Individuals with delusional disorder may have nonbizarre delusions (---------->paraaddictions)
and/or hallucinations related to the delusional theme that focus on being rejected by (---------->metaunawareness)
or offending others. Although extent of insight into beliefs about social situations may (---------->metamarlon)
vary, many individuals with social anxiety disorder have good insight that their beliefs are (--------->para-conrmion)
out of proportion to the actual threat posed by the social situation. (---------->meta-impairing)
Autism spectrum disorder. Social anxiety and social communication deficits are hallmarks (--------->meta-organophosphate)
of autism spectrum disorder. Individuals with social anxiety disorder typically (---------->metaindividualize)
have adequate age-appropriate social relationships and social communication capacity, (---------->metamarries)
although they may appear to have impairment in these areas when first interacting with (---------->orthomissense)
unfamiliar peers or adults. (---------->para-sastry)
Personality disorders. Given its frequent onset in childhood and its persistence into and (---------->metacraddock)
through adulthood, social anxiety disorder may resemble a personality disorder. The most (--------->ortho-kidnappers)
apparent overlap is with avoidant personality disorder. Individuals with avoidant personality (--------->para-tillery)
disorder have a broader avoidance pattern than those with social anxiety disorder. (---------->metaopportunistic)
Nonetheless, social anxiety disorder is typically more comorbid with avoidant personality (--------->para-converging)
disorder than with other personality disorders, and avoidant personality disorder is more (--------->ortho-delusions)
comorbid with social anxiety disorder than with other anxiety disorders. (---------->meta-levinson)
Other mental disorders. Social fears and discomfort can occur as part of schizophrenia, (---------->metaafroz)
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but other evidence for psychotic symptoms is usually present. In individuals with an eating (--------->ortho-terrie)
disorder, it is important to determine that fear of negative evaluation about eating (---------->metasurreptitiously)
disorder symptoms or behaviors (e.g., purging and vomiting) is not the sole source of social (--------->para-expressiveness)
anxiety before applying a diagnosis of social anxiety disorder. Similarly, obsessivecompulsive (--------->ortho-anxiolytk)
disorder may be associated with social anxiety, but the additional diagnosis of (---------->ortho-clonidine)
social anxiety disorder is used only when social fears and avoidance are independent of (---------->parajeffries)
the foci of the obsessions and compulsions. (---------->meta-predominating)
Other medical conditions. Medical conditions may produce symptoms that may be embarrassing (--------->ortho-grisez)
(e.g. trembling in Parkinson's disease). When the fear of negative evaluation (---------->para-excoriation)
due to other medical conditions is excessive, a diagnosis of social anxiety disorder should (--------->para-tejal)
be considered. (---------->meta-categorically)
Oppositional defiant disorder. Refusal to speak due to opposition to authority figures (---------->orthooligodendrocyte)
should be differentiated from failure to speak due to fear of negative evaluation. (---------->meta-carditis)
Comorbidity (---------->para-observational)
Social anxiety disorder is often comorbid with other anxiety disorders, major depressive (---------->metathunfors)
disorder, and substance use disorders, and the onset of social anxiety disorder generally (--------->para-undergone)
precedes that of the other disorders, except for specific phobia and separation anxiety disorder. (--------->para-sociopolitical)
Chronic social isolation in the course of a social anxiety disorder may result in major (---------->paraihat)
depressive disorder. Comorbidity with depression is high also in older adults. Substances (--------->ortho-tonsils)
may be used as self-medication for social fears, but the symptoms of substance intoxication (--------->meta-forgetting)
or withdrawal, such as trembling, may also be a source of (further) social fear. Social (---------->metatrimethobenzamide)
anxiety disorder is frequently comorbid with bipolar disorder or body dysmorphic disorder; (--------->meta-hypersonrmolence)
for example, an individual has body dysmorphic disorder concerning a preoccupation (---------->orthopresenilin)
with a slight irregularity of her nose, as well as social anxiety disorder because of a (---------->meta-esn)
severe fear of sounding unintelligent. The more generalized form of social anxiety disorder, (--------->ortho-clostridium)
but not social anxiety disorder, performance only, is often comorbid with avoidant (---------->parapostsurgical)
personality disorder. In children, comorbidities with high-functioning autism and selective (--------->para-angold)
mutism are common. (---------->ortho-extinguish)
Panic Disorder (---------->meta-tremors)
Diagnostic Criteria 300.01 (F41.0) (---------->ortho-elise)
A. Recurrent unexpected panic attacks. A panic attack is an abrupt surge of intense fear (--------->meta-anaphylactic)
or intense discomfort that reaches a peak within minutes, and during which time four (---------->parasaxena)
(or more) of the following symptoms occur; (---------->para-postoperative)
Note: The abrupt surge can occur from a calm state or an anxious state. (---------->meta-sicilians)
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1. Palpitations, pounding heart, or accelerated heart rate. (---------->ortho-investigational)
2. Sweating. (---------->ortho-arouse)
3. Trembling or shaking. (---------->ortho-perplexing)
4. Sensations of shortness of breath or smothering. (---------->para-irregularities)
5. Feelings of choking. (---------->ortho-gels)
6. Chest pain or discomfort. (---------->para-homicidal)
7. Nausea or abdominal distress. (---------->meta-scliizoaffective)
8. Feeling dizzy, unsteady, light-headed, or faint. (---------->meta-snatching)
9. Chills or heat sensations. (---------->para-expulsion)
10. Paresthesias (numbness or tingling sensations). (---------->meta-forethought)
11. Derealization (feelings of unreality) or depersonalization (being detached from oneself). (--------->para-secretive)
12. Fear of losing control or “going crazy.” (---------->ortho-embarrass)
13. Fear of dying. (---------->ortho-mimicking)
Note: Culture-specific symptoms (e.g., tinnitus, neck soreness, headache, uncontrollable (--------->ortho-distension)
screaming or crying) may be seen. Such symptoms should not count as one of (---------->ortho-bedtime)
the four required symptoms. (---------->ortho-handwringing)
B. At least one of the attacks has been followed by 1 month (or more) of one or both of (---------->metagauthier)
the following: (---------->ortho-ttie)
1. Persistent concern or worry about additional panic attacks or their consequences (---------->metamonozygotic)
(e.g., losing control, having a heart attack, “going crazy”). (---------->ortho-ayanna)
2. A significant maladaptive change in behavior related to the attacks (e.g., behaviors (---------->metacompromises)
designed to avoid having panic attacks, such as avoidance of exercise or unfamiliar (---------->orthomicturition)
situations). (---------->ortho-knapp)
C. The disturbance is not attributable to the physiological effects of a substance (e.g., a (---------->paraencodes)
drug of abuse, a medication) or another medical condition (e.g., hyperthyroidism, cardiopulmonary (--------->meta-lighters)
disorders). (---------->para-cjd)
D. The disturbance is not better explained by another mental disorder (e.g., the panic attacks (--------->para-carelessness)
do not occur only in response to feared social situations, as in social anxiety disorder: (---------->paraaftercare)
in response to circumscribed phobic objects or situations, as in specific phobia: (---------->paraamenorrhea)
in response to obsessions, as in obsessive-compulsive disorder: in response to reminders (--------->para-krystal)
of traumatic events, as in posttraumatic stress disorder: or in response to separation (---------->metanonspecific)
from attachment figures, as in separation anxiety disorder). (---------->meta-hypercapneic)
Diagnostic Features (---------->para-nnin)
Panic disorder refers to recurrent unexpected panic attacks (Criterion A). A panic attack is (--------->ortho-persisjence)
an abrupt surge of intense fear or intense discomfort that reaches a peak within minutes, (--------->para-catalepsy)
and during which time four or more of a list of 13 physical and cognitive symptoms occur. (--------->para-blinded)
The term recurrent literally means more than one unexpected panic attack. The term unexpected (--------->meta-cyclotiiymic)
refers to a panic attack for which there is no obvious cue or trigger at the time of occurrence— (--------->meta-xenia)
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that is, the attack appears to occur from out of the blue, such as when the (---------->meta-logue)
individual is relaxing or emerging from sleep (nocturnal panic attack). In contrast, expected (--------->para-prominence)
panic attacks are attacks for which there is an obvious cue or trigger, such as a situation in (--------->meta-accompaniments)
which panic attacks typically occur. The determination of whether panic attacks are expected (--------->meta-deiirium)
or unexpected is made by the clinician, who makes this judgment based on a combination (--------->ortho-alleles)
of careful questioning as to the sequence of events preceding or leading up to the (---------->ortho-feign)
attack and the individual's own judgment of whether or not the attack seemed to occur for (--------->ortho-flicking)
no apparent reason. Cultural interpretations may influence the assignment of panic attacks (--------->para-metimes)
as expected or unexpected (see section "Culture-Related Diagnostic Issues" for this (---------->metapostpartum)
disorder). In the United States and Europe, approximately one-half of individuals with (---------->metatohen)
panic disorder have expected panic attacks as well as unexpected panic attacks. Thus, the (--------->ortho-alisa)
presence of expected panic attacks does not rule out the diagnosis of panic disorder. For (--------->meta-yelling)
more details regarding expected versus unexpected panic attacks, see the text accompanying (--------->meta-parkinsonism)
panic attacks (pp. 214-217). (---------->ortho-gallo)
The frequency and severity of panic attacks vary widely. In terms of frequency, there (---------->orthoglicksman)
may be moderately frequent attacks (e.g., one per week) for months at a time, or short (---------->metacannabinoids)
bursts of more frequent attacks (e.g., daily) separated by weeks or months without any attacks (--------->ortho-witii)
or with less frequent attacks (e.g., two per month) over many years. Persons who (---------->orthoengrossed)
have infrequent panic attacks resemble persons with more frequent panic attacks in terms (--------->ortho-moodcongruent)
of panic attack symptoms, demographic characteristics, comorbidity with other disorders, (--------->para-entraining)
family history, and biological data. In terms of severity, individuals with panic disorder (---------->metaelectrocardiographic)
may have both full-symptom (four or more symptoms) and limited-symptom (fewer than (---------->paramillar)
four symptoms) attacks, and the number and type of panic attack symptoms frequently (---------->metahypnotic)
differ from one panic attack to the next. However, more than one unexpected full-symptom (--------->meta-gabapentin)
panic attack is required for the diagnosis of panic disorder. (---------->meta-aminotransferase)
The worries about panic attacks or their consequences usually pertain to physical concerns, (--------->para-girly)
such as worry that panic attacks reflect the presence of life-threatening illnesses (---------->paraaphonia)
(e.g., cardiac disease, seizure disorder); social concerns, such as embarrassment or fear of (--------->meta-iol)
being judged negatively by others because of visible panic symptoms; and concerns about (--------->ortho-aubrie)
mental functioning, such as ''going crazy" or losing control (Criterion B). The maladaptive (--------->ortho-pilar)
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changes in behavior represent attempts to minimize or avoid panic attacks or their consequences. (--------->meta-aartjan)
Examples include avoiding physical exertion, reorganizing daily life to ensure (---------->paraleukopenia)
that help is available in the event of a panic attack, restricting usual daily activities, and (---------->metaseduction)
avoiding agoraphobia-type situations, such as leaving home, using public transportation, (--------->para-ethr)
or shopping. If agoraphobia is present, a separate diagnosis of agoraphobia is given. (---------->metaliaisons)
Associated Features Supporting Diagnosis (---------->para-wildly)
One type of unexpected panic attack is a nocturnal panic attack (i.e., waking from sleep in (--------->meta-neuropathy)
a state of panic, which differs from panicking after fully waking from sleep). In the United (--------->meta-perimenopause)
States, this type of panic attack has been estimated to occur at least one time in roughly (--------->ortho-shortness)
one-quarter to one-third of individuals with panic disorder, of whom the majority also (---------->orthohyperperfectionism)
have daytime panic attacks. In addition to worry about panic attacks and their consequences, (--------->para-suspicions)
many individuals with panic disorder report constant or intermittent feelings of (---------->paraothenwise)
anxiety that are more broadly related to health and mental health concerns. For example, (--------->ortho-adopts)
individuals with panic disorder often anticipate a catastrophic outcome from a mild physical (--------->ortho-qj)
symptom or medication side effect (e.g., thinking that they may have heart disease or (---------->metaobstructed)
that a headache means presence of a brain tumor). Such individuals often are relatively intolerant (--------->ortho-yawning)
of medication side effects. In addition, there may be pervasive concerns about (---------->paraamenable)
abilities to complete daily tasks or withstand daily stressors, excessive use of drugs (e.g., (--------->ortho-warranting)
alcohol, prescribed medications or illicit drugs) to control panic attacks, or extreme behaviors (--------->para-eil)
aimed at controlling panic attacks (e.g., severe restrictions on food intake or avoidance (---------->metaescalating)
of specific foods or medications because of concerns about physical symptoms that provoke (--------->ortho-silverman)
panic attacks). (---------->meta-ventricle)
Prevalence (---------->meta-benoit)
In the general population, the 12-month prevalence estimate for panic disorder across the (--------->meta-ardor)
United States and several European countries is about 2%-3% in adults and adolescents. In (--------->meta-overdiagnosed)
the United States, significantly lower rates of panic disorder are reported among Latinos, (--------->meta-aftereffects)
African Americans, Caribbean blacks, and Asian Americans, compared with non-Latino (---------->metaemphasizing)
whites; American Indians, by contrast, have significantly higher rates. Lower estimates (---------->orthocobwebs)
have been reported for Asian, African, and Latin American countries, ranging from 0.1% (---------->paraintolerances)
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to 0.8%. Females are more frequently affected than males, at a rate of approximately 2:1. The (--------->ortho-nonusers)
gender differentiation occurs in adolescence and is already observable before age 14 years. (--------->ortho-hypophosphatemia)
Although panic attacks occur in children, the overall prevalence of panic disorder is low (---------->metaredline)
before age 14 years (<0.4%). The rates of panic disorder show a gradual increase during adolescence,
(---------->ortho-dejohn)
particularly in females, and possibly following the onset of puberty, and peak during (---------->orthoroblek)
adulthood. The prevalence rates decline in older individuals (i.e., 0.7% in adults over (---------->orthomurmurs)
the age of 64), possibly reflecting diminishing severity to subclinical levels. (---------->meta-tangles)
Development and Course (---------->para-effluvium)
The median age at onset for panic disorder in the United States is 20-24 years. A small (---------->paraavailal)
number of cases begin in childhood, and onset after age 45 years is unusual but can occur. (--------->meta-kuny)
The usual course, if the disorder is untreated, is chronic but waxing and waning. Some individuals (--------->para-conununities)
may have episodic outbreaks with years of remission in between, and others (---------->para-armety)
may have continuous severe symptomatology. Only a minority of individuals have full (---------->orthopolymorphism)
remission without subsequent relapse within a few years. The course of panic disorder (---------->paradiuretics)
typically is complicated by a range of other disorders, in particular other anxiety disorders, (--------->para-selfinjury)
depressive disorders, and substance use disorders (see section "Comorbidity" for (---------->metaocchiu)
this disorder). (---------->ortho-flammable)
Although panic disorder is very rare in childhood, first occurrence of "fearful spells" is (---------->orthomassa)
often dated retrospectively back to childhood. As in adults, panic disorder in adolescents (--------->meta-longing)
tends to have a chronic course and is frequently comorbid with other anxiety, depressive, (--------->ortho-devious)
and bipolar disorders. To date, no differences in the clinical presentation between adolescents (--------->meta-trobaugh)
and adults have been found. However, adolescents may be less worried about additional (--------->para-endothelial)
panic attacks than are young adults. Lower prevalence of panic disorder in older (---------->metadeviance)
adults appears to be attributable to age-related "dampening" of the autonomic nervous (---------->parasadistic)
system response. Many older individuals with "panicky feelings" are observed to have a (---------->paratroemel)
hybrid of limited-symptom panic attacks and generalized anxiety. Also, older adults (---------->orthoflapping)
tend to attribute their panic attacks to certain stressful situations, such as a medical procedure (--------->ortho-stalking)
or social setting. Older individuals may retrospectively endorse explanations for (---------->paraembarassment)
the panic attack^which would preclude the diagnosis of panic disorder), even if an attack (--------->meta-attics)
might actually have been unexpected in the moment (and thus qualify as the basis for a (---------->parakristian)
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panic disorder diagnosis). This may result in under-endorsement of unexpected panic attacks (--------->para-dislikes)
in older individuals. Thus, careful questioning of older adults is required to assess (---------->metaaffectwity)
whether panic attacks were expected before entering the situation, so that unexpected (---------->orthosterotyped)
panic attacks and the diagnosis of panic disorder are not overlooked. (---------->ortho-delusionai)
While the low rate of panic disorder in children could relate to difficulties in symptom (---------->orthoresentment)
reporting, this seems unlikely given that children are capable of reporting intense fear or (---------->parakoblin)
panic in relation to separation and to phobic objects or phobic situations. Adolescents (---------->orthodebause)
might be less willing than adults to openly discuss panic attacks. Therefore, clinicians (---------->metalesch)
should be aware that unexpected panic attacks do occur in adolescents, much as they do in (--------->ortho-banging)
adults, and be attuned to this possibility when encountering adolescents presenting with (--------->meta-ahlskog)
episodes of intense fear or distress. (---------->meta-argumentative)
Risk and Prognostic Factors (---------->ortho-cranial)
Temperamental. Negative affectivity (neuroticism) (i.e., proneness to experiencing negative (--------->meta-stubbornness)
emotions) and anxiety sensitivity (i.e., the disposition to believe that symptoms of (---------->orthomultisite)
anxiety are harmful) are risk factors for the onset of panic attacks and, separately, for (---------->metadealmeida)
worry about panic, although their risk status for the diagnosis of panic disorder is unknown. (--------->para-craniofacial)
History of "fearful spells" (i.e., limited-symptom attacks that do not meet full criteria (---------->meta-frye)
for a panic attack) may be a risk factor for later panic attacks and panic disorder. (---------->parahypercapnia)
Although separation anxiety in childhood, especially when severe, may precede the later (--------->ortho-overconcem)
development of panic disorder, it is not a consistent risk factor. (---------->meta-avila)
Environmental. Reports of childhood experiences of sexual and physical abuse are more (--------->para-disfigurement)
common in panic disorder than in certain other anxiety disorders. Smoking is a risk factor (--------->para-dystonia)
for panic attacks and panic disorder. Most individuals report identifiable stressors in the (---------->metamarketplaces)
months before their first panic attack (e.g., interpersonal stressors and stressors related to (--------->meta-thase)
physical well-being, such as negative experiences with illicit or prescription drugs, disease, (--------->ortho-hypercapnia)
or death in the family). (---------->ortho-irresistible)
Genetic and physiological. It is believed that multiple genes confer vulnerability to panic (---------->orthosuppressant)
disorder. However, the exact genes, gene products, or functions related to the genetic regions (--------->para-vehemently)
implicated remain unknown. Current neural systems models for panic disorder emphasize (--------->meta-psychoticism)
the amygdala and related structures, much as in other anxiety disorders. There is (---------->paraanhedonic)
an increased risk for panic disorder among offspring of parents with anxiety, depressive, (---------->parattie)
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and bipolar disorders. Respiratory disturbance, such as asthma, is associated with panic (--------->meta-gariti)
disorder, in terms of past history, comorbidity, and family history. (---------->ortho-depressants)
Culture-Related Diagnostic issues (---------->ortho-walte)
The rate of fears about mental and somatic symptoms of anxiety appears to vary across (--------->meta-smothering)
cultures and may influence the rate of panic attacks and panic disorder. Also, cultural expectations (--------->para-warfarin)
may influence the classification of panic attacks as expected or unexpected. For (---------->para-fanton)
example, a Vietnamese individual who has a panic attack after walking out into a windy (---------->paraimperfections)
environment (trilng gio; "hit by the wind") may attribute the panic attack to exposure to (---------->parahermosillo)
wind as a result of the cultural syndrome that links these two experiences, resulting in classification (--------->ortho-pheochromocytoma)
of the panic attack as expected. Various other cultural syndromes are associated (---------->paraexogenous)
with panic disorder, including ataque de nervios ("attack of nerves") among Latin Americans (--------->ortho-smearing)
and khyal attacks and "soul loss" among Cambodians. Ataque de nervios may involve (---------->parawhalen)
trembling, uncontrollable screaming or crying, aggressive or suicidal behavior, and depersonalization (--------->meta-shc)
or derealization, which may be experienced longer than the few minutes typical (---------->para-cortisol)
of panic attacks. Some clinical presentations of ataque de nervios fulfill criteria for conditions (--------->ortho-tactile)
other than panic attack (e.g., other specified dissociative disorder). These syndromes (---------->paraoverconnection)
impact the symptoms and frequency of panic disorder, including the individual's attribution (--------->para-simplex)
of unexpectedness, as cultural syndromes may create fear of certain situations, ranging (---------->paraagid)
from interpersonal arguments (associated with ataque de nervios), to types of exertion (---------->metahyperintensities)
(associated with khyâl attacks), to atmospheric wind (associated with trùng gio attacks). (--------->ortho-jheel)
Clarification of the details of cultural attributions may aid in distinguishing expected and (---------->metasleepers)
unexpected panic attacks. For more information regarding cultural syndromes, refer to the (--------->meta-bezoar)
Glossary of Cultural Concepts of Distress in the Appendix. (---------->ortho-bidirectional)
The specific worries about panic attacks or their consequences are likely to vary from (---------->orthohollowed)
one culture to another (and across different age groups and gender). For panic disorder, (--------->para-sprees)
U.S. community samples of non-Latino whites have significantly less functional impairment (--------->meta-foimdational)
than African Americans. There are also higher rates of objectively defined severity in (---------->paradisulfiram)
non-Latino Caribbean blacks with panic disorder, and lower rates of panic disorder overall (--------->ortho-analgesia)
in both African American and Afro-Caribbean groups, suggesting that among individuals (--------->ortho-buckner)
of African descent, the criteria for panic disorder may be met only when there is (---------->para-heckers)
substantial severity and impairment. (---------->para-algolagnie)
Gender-Related Diagnostic Issues (---------->meta-reinstituted)
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The clinical features of panic disorder do not appear to differ between males and females. (--------->meta-independentiy)
There is some evidence for sexual dimorphism, with an association between panic disorder (--------->para-kidnappers)
and the catechol-O-methyltransferase (COMT) gene in females only. (---------->ortho-hypochondriasis)
Diagnostic IVIarkers (---------->ortho-pertains)
Agents with disparate mechanisms of action, such as sodium lactate, caffeine, isoproterenol, (--------->para-thermoregulation)
yohimbine, carbon dioxide, and cholecystokinin, provoke panic attacks in individuals (---------->metapredictors)
with panic disorder to a much greater extent than in healthy control subjects (and in some (--------->para-highnormal)
cases, than in individuals with other anxiety, depressive, or bipolar disorders without (---------->orthodevaluation)
panic attacks). Also, for a proportion of individuals with panic disorder, panic attacks are (--------->ortho-discontinuation)
related to hypersensitive medullary carbon dioxide detectors, resulting in hypocapnia and (--------->ortho-madsen)
other respiratory irregularities. However, none of these laboratory findings are considered (--------->para-willia)
diagnostic of panic disorder. (---------->ortho-copd)
Suicide Risk (---------->meta-disgust)
Panic attacks and a diagnosis of panic disorder in the past 12 months are related to a higher (--------->ortho-sarmukaddam)
rate of suicide attempts and suicidal ideation in the past 12 months even when comorbidity (--------->ortho-mcclenahan)
and a history of childhood abuse and other suicide risk factors are taken into account. (---------->orthomarketplaces)
Functional Consequences of Panic Disorder (---------->ortho-succinct)
Panic disorder is associated with high levels of social, occupational, and physical disability; (--------->meta-rationalization)
considerable economic costs; and the highest number of medical visits among the anxiety (--------->para-struble)
disorders, although the effects are strongest with the presence of agoraphobia. (---------->ortho-schor)
Individuals with panic disorder may be frequently absent from work or school for doctor (---------->orthoivloderate)
and emergency room visits, which can lead to unemployment or dropping out of school. (---------->paradiscontinuation)
In older adults, impairment may be seen in caregiving duties or volunteer activities. Fullsymptom (--------->meta-misapplied)
panic attacks typically are associated with greater morbidity (e.g., greater health (---------->ortho-elicits)
care utilization, more disability, poorer quality of life) than limited-symptom attacks. (---------->orthoconceptualization)
Differential Diagnosis (---------->ortho-commimication)
other specified anxiety disorder or unspecified anxiety disorder. Panic disorder should (---------->pararitualistic)
not be diagnosed if full-symptom (unexpected) panic attacks have never been experienced. In (--------->meta-effortful)
the case of only limited-symptom unexpected panic attacks, an other specified anxiety disorder (--------->ortho-ameliorate)
or unspecified anxiety disorder diagnosis should be considered. (---------->ortho-autistic)
Anxiety disorder due to another medical condition. Panic disorder is not diagnosed if (---------->metafearfulness)
the panic attacks are judged to be a direct physiological consequence of another medical (--------->ortho-asrm)
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condition. Examples of medical conditions that can cause panic attacks include hyperthyroidism, (--------->ortho-gambles)
hyperparathyroidism, pheochromocytoma, vestibular dysfunctions, seizure disorders, (---------->metaperplexing)
and cardiopulmonary conditions (e.g., arrhythmias, supraventricular tachycardia, (---------->orthophosphenes)
asthma, chronic obstructive pulmonary disease [COPD]). Appropriate laboratory tests (---------->orthoneediness)
(e.g., serum calcium levels for hyperparathyroidism; Holter monitor for arrhythmias) or (---------->metadefers)
physical examinations (e.g., for cardiac conditions) may be helpful in determining the etiological (--------->para-tami)
role of another medical condition. (---------->para-foresee)
Substance/medication-induced anxiety disorder. Panic disorder is not diagnosed if (---------->metaunrealistic)
the panic attacks are judged to be a direct physiological consequence of a substance. Intoxication (--------->ortho-shortness)
with central nervous system stimulants (e.g., cocaine, amphetamines, caffeine) (---------->parasimplification)
or cannabis and withdrawal from central nervous system depressants (e.g., alcohol, barbiturates) (--------->ortho-nonprescribed)
can precipitate a panic attack. However, if panic attacks continue to occur outside (---------->orthopreoccupations)
of the context of substance use (e.g., long after the effects of intoxication or withdrawal (---------->orthoator)
have ended), a diagnosis of panic disorder should be considered. In addition, because (---------->paraintoxic)
panic disorder may precede substance use in some individuals and may be associated (---------->paragreenhill)
with increased substance use, especially for purposes of self-medication, a detailed history (--------->meta-cannabinoid)
should be taken to determine if the individual had panic attacks prior to excessive substance (--------->meta-unknovm)
use. If this is the case, a diagnosis of panic disorder should be considered in addition (---------->metabulimia)
to a diagnosis of substance use disorder. Features such as onset after age 45 years or the (--------->meta-deviance)
presence of atypical symptoms during a panic attack (e.g., vertigo, loss of consciousness, (--------->meta-scrutinized)
loss of bladder or bowel control, slurred speech, armiesia) suggest the possibility that another (--------->para-grandiose)
medical condition or a substance may be causing the panic attack symptoms. (---------->metahelplessness)
Other mental disorders with panic attacks as an associated feature (e.g., other anxiety (---------->orthodissipate)
disorders and psychotic disorders). Panic attacks that occur as a symptom of other anxiety (--------->ortho-antiparkinsonian)
disorders are expected (e.g., triggered by social situations in social anxiety disorder, by (---------->metavariously)
phobic objects or situations in specific phobia or agoraphobia, by worry in generalized anxiety (--------->ortho-rupture)
disorder, by separation from home or attachment figures in separation anxiety disorder) (---------->ortholianzi)
and thus would not meet criteria for panic disorder. (Note: Sometimes an unexpected panic (--------->meta-sonmolence)
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attack is associated with the onset of another anxiety disorder, but then the attacks become (--------->para-emphasizing)
expected, whereas panic disorder is characterized by recurrent unexpected panic attacks.) If (--------->para-mabel)
the panic attacks occur only in response to specific triggers, then only the relevant anxiety (--------->para-totaled)
disorder is assigned. However, if the individual experiences unexpected panic attacks as (--------->meta-ethr)
well and shows persistent concern and worry or behavioral change because of the attacks, (--------->meta-valerio)
then an additional diagnosis of panic disorder should be considered. (---------->para-grandiosity)
Comorbidity (---------->ortho-intervened)
Panic disorder infrequently occurs in clinical settings in the absence of other psychopathology. (--------->ortho-informant)
The prevalence of panic disorder is elevated in individuals with other disorders, (---------->meta-cecile)
particularly other anxiety disorders (and especially agoraphobia), major depression, bipolar (--------->meta-menefee)
disorder, and possibly mild alcohol use disorder. While panic disorder often has an earlier (--------->para-humanmade)
age at onset than the comorbid disorder(s), onset sometimes occurs after the comorbid (---------->orthoheinen)
disorder and may be seen as a severity marker of the comorbid illness. (---------->ortho-inexhaustibility)
Reported lifetime rates of comorbidity between major depressive disorder and panic (---------->metastartle)
disorder vary widely, ranging from 10% to 65% in individuals with panic disorder. In approximately (--------->ortho-subskills)
one-third of individuals with both disorders, the depression precedes the onset (---------->pararegressions)
of panic disorder. In the remaining two-thirds, depression occurs coincident with or (---------->metapineda)
following the onset of panic disorder. A subset of individuals with panic disorder develop (---------->paramalignancies)
a substance-related disorder, which for some represents an attempt to treat their anxiety (--------->meta-psychoiogicai)
with alcohol or medications. Comorbidity with other anxiety disorders and illness anxiety (--------->meta-delatorre)
disorder is also common. (---------->meta-neurosyphilis)
Panic disorder is significantly comorbid with numerous general medical symptoms (---------->metadiminishing)
and conditions, including, but not limited to, dizziness, cardiac arrhythmias, hyperthyroidism, (--------->meta-comorbidities)
asthma, COPD, and irritable bowel syndrome. However, the nature of the association (---------->metaragged)
(e.g., cause and effect) between panic disorder and these conditions remains (---------->ortho-segraves)
unclear. Although mitral valve prolapse and thyroid disease are more common among individuals (--------->meta-saharan)
with panic disorder than in the general population, the differences in prevalence (---------->metaretation)
are not consistent. (---------->para-pharmacodynamic)
Panic Attack Specifier (---------->meta-necessities)
Note: Symptoms are presented for the purpose of identifying a panic attacl<; however, (---------->pararelatedness)
panic attack is not a mental disorder and cannot be coded. Panic attacl<s can occur in the (--------->meta-hysterically)
context of any anxiety disorder as well as other mental disorders (e.g., depressive disorders, (--------->para-unrestrained)
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posttraumatic stress disorder, substance use disorders) and some medical conditions (---------->metaperelman)
(e.g., cardiac, respiratory, vestibular, gastrointestinal). When the presence of a panic (---------->metabenzoylecgonine)
attack is identified, it should be noted as a specifier (e.g., “posttraumatic stress disorder (---------->metaelie)
with panic attacks”). For panic disorder, the presence of panic attack is contained within (--------->ortho-comforting)
the criteria for the disorder and panic attack is not used as a specifier. (---------->ortho-vigilantly)
An abrupt surge of intense fear or intense discomfort that reaches a peak within minutes, (--------->para-mazarin)
and during which time four (or more) of the following symptoms occur: (---------->ortho-buiimia)
Note: The abrupt surge can occur from a calm state or an anxious state. (---------->meta-reaffirming)
1. Palpitations, pounding heart, or accelerated heart rate. (---------->meta-deity)
2. Sweating. (---------->para-mcgirr)
3. Trembling or shaking. (---------->meta-jocelyn)
4. Sensations of shortness of breath or smothering. (---------->ortho-antihypertensive)
5. Feelings of choking. (---------->para-dereahzation)
6. Chest pain or discomfort. (---------->para-corroborating)
7. Nausea or abdominal distress. (---------->meta-pedophilic)
8. Feeling dizzy, unsteady, light-headed, or faint. (---------->ortho-miriimize)
9. Chilis or heat sensations. (---------->para-ipecac)
10. Paresthesias (numbness or tingling sensations). (---------->meta-betrayed)
11. Derealization (feelings of unreality) or depersonalization (being detached from oneself). (--------->para-csl)
12. Fear of losing control or “going crazy.” (---------->ortho-torrisi)
13. Fear of dying. (---------->meta-presymptomatic)
Note: Culture-specific symptoms (e.g., tinnitus, neck soreness, headache, uncontrollable (--------->ortho-kyla)
screaming or crying) may be seen. Such symptoms should not count as one of the four (---------->pararetraumatization)
required symptoms. (---------->meta-intellectually)
Features (---------->meta-vomitus)
The essential feature of a panic attack is an abrupt surge of intense fear or intense discomfort (--------->ortho-angina)
that reaches a peak within minutes and during which time four or more of 13 physical and cognitive (--------->meta-phrasing)
symptoms occur. Eleven of these 13 symptoms are physical (e.g., palpitations, sweating), (--------->para-reassignment)
while two are cognitive (i.e., fear of losing control or going crazy, fear of dying). 'Tear of (---------->paraentrain)
going crazy" is a colloquialism often used by individuals with panic attacks and is not intended (--------->ortho-agrammatic)
as a pejorative or diagnostic term. The term within minutes means that the time to peak (---------->orthoabscess)
intensity is literally only a few minutes. A panic attack can arise from either a calm state or an (--------->ortho-dysfunctions)
anxious state, and time to peak intensity should be assessed independently of any preceding (--------->ortho-atrophic)
anxiety. That is, the start of the panic attack is the point at which there is an abrupt increase in (--------->ortho-litfle)
discomfort rather than the point at which armety first developed. Likewise, a panic attack can (--------->ortho-reexperienced)
return to either an anxious state or a calm state and possibly peak again. A panic attack is
distinguished (---------->meta-choticism)
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from ongoing anxiety by its time to peak intensity, which occurs within minutes; its (---------->paramismatch)
discrete nature; and its typically greater severity. Attacks that meet all other criteria but have (--------->ortho-eeks)
fewer than four physical and/or cognitive symptoms are referred to as limited-symptom attacks. (--------->ortho-nonvegetative)
There are two characteristic types of panic attacks: expected and unexpected. Expected (--------->ortho-glutamyltransferase)
panic attacks are attacks for which there is an obvious cue or trigger, such as situations in (--------->ortho-infrequency)
which panic attacks have typically occurred. Unexpected panic attacks are those for which (--------->meta-tuch)
there is no obvious cue or trigger at the time of occurrence (e.g., when relaxing or out of (---------->paralauner)
sleep [nocturnal panic attack]). The determination of whether panic attacks are expected (--------->para-intimidation)
or unexpected is made by the clinician, who makes this judgment based on a combination (--------->ortho-befalling)
of careful questioning as to the sequence of events preceding or leading up to the attack (--------->meta-insecticide)
and the individual's own judgment of whether or not the attack seemed to occur for no apparent (--------->ortho-inteliectual)
reason. Cultural interpretations may influence their determination as expected or (---------->orthokorsakoff)
unexpected. Culture-specific symptoms (e.g., tinnitus, neck soreness, headache, uncontrollable (--------->meta-destructiveness)
screaming or crying) may be seen; however, such symptoms should not count as (---------->orthointercultural)
one of the four required symptoms. Panic attacks can occur in the context of any mental (--------->ortho-misattributed)
disorder (e.g., anxiety disorders, depressive disorders, bipolar disorders, eating disorders, (--------->ortho-pyke)
obsessive-compulsive and related disorders, personality disorders, psychotic disorders, (---------->ortholeukopenia)
substance use disorders) and some medical conditions (e.g., cardiac, respiratory, vestibular, (--------->meta-impulsive)
gastrointestinal), with the majority never meeting criteria for panic disorder. Recurrent (---------->metaasrm)
unexpected panic attacks are required for a diagnosis of panic disorder. (---------->meta-gow)
Associated Features (---------->para-retching)
One type of unexpected panic attack is a nocturnal panic attack (i.e., waking from sleep in a (--------->meta-dizziness)
state of panic), which differs from panicking after fully waking from sleep. Panic attacks (---------->metadisregards)
are related to a higher rate of suicide attempts and suicidal ideation even when comorbidity (--------->ortho-compensatory)
and other suicide risk factors are taken into account. (---------->para-andriy)
Prevalence (---------->para-alvarado)
In the general population, 12-month prevalence estimates for panic attacks in the United (--------->ortho-spatafora)
States is 11.2% in adults. Twelve-month prevalence estimates do not appear to differ significantly (--------->ortho-rosario)
among African Americans, Asian Americans, and Latinos. Lower 12-month (---------->ortho-crohn)
prevalence estimates for European countries appear to range from 2.7% to 3.3%. Females (--------->meta-adolescence)
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are more frequently affected than males, although this gender difference is more pronounced (--------->meta-hypomanie)
for panic disorder. Panic attacks can occur in children but are relatively rare until (---------->paraspiteful)
the age of puberty, when the prevalence rates increase. The prevalence rates decline in (---------->paraspeculative)
older individuals, possibly reflecting diminishing severity to subclinical levels. (---------->parasymbolically)
Development and Course (---------->meta-sureyya)
The mean age at onset for panic attacks in the United States is approximately 22-23 years (--------->meta-swineford)
among adults. However, the course of panic attacks is likely influenced by the course of (---------->metahernia)
any co-occurring mental disorder(s) and stressful life events. Panic attacks are uncommon, (--------->para-somnolence)
and unexpected panic attacks are rare, in preadolescent children. Adolescents might be (--------->meta-sieep)
less willing than adults to openly discuss panic attacks, even though they present with episodes (--------->para-depersonalized)
of intense fear or discomfort. Lower prevalence of panic attacks in older individuals (---------->orthomarlene)
may be related to a weaker autonomic response to emotional states relative to younger individuals. (--------->ortho-nrem)
Older individuals may be less inclined to use the word "fear" and more inclined (---------->meta-procure)
to use the word "discomfort" to describe panic attacks. Older individuals with "panicky (---------->orthoholcomb)
feelings" may have a hybrid of limited-symptom attacks and generalized anxiety. In (---------->parascabs)
addition, older individuals tend to attribute panic attacks to certain situations that are (---------->paralancia)
stressful (e.g., medical procedures, social settings) and may retrospectively endorse explanations (--------->ortho-intrapersonal)
for the panic attack even if it was unexpected in the moment. This may result in under- (---------->orthononconfonnity)
endorsement of unexpected panic attacks in older individuals. (---------->ortho-amenorrhea)
Risk and Prognostic Factors (---------->meta-intoxicants)
Temperamental. Negative affectivity (neuroticism) (i.e., proneness to experiencing negative (--------->meta-gregariousness)
emotions) and anxiety sensitivity (i.e., the disposition to believe that symptoms of (---------->orthodiminishing)
anxiety are harmful) are risk factors for the onset of panic attacks. History of "fearful (---------->parabulbar)
spells" (i.e., limited-symptom attacks that do not meet full criteria for a panic attack) may (--------->meta-phasic)
be a risk factor for later panic attacks. (---------->ortho-blithely)
Environmental. Smoking is a risk factor for panic attacks. Most individuals report identifiable (--------->ortho-gfeller)
stressors in the months before their first panic attack (e.g., interpersonal stressors (---------->metaarmiesia)
and stressors related to physical well-being, such as negative experiences with illicit or (---------->metaopisthotonus)
prescription drugs, disease, or death in the family). (---------->ortho-atypically)
Culture-Related Diagnostic issues (---------->para-perisylvian)
Cultural interpretations may influence the determination of panic attacks as expected or (---------->metathibault)
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unexpected. Culture-specific symptoms (e.g., tinnitus, neck soreness, headache, and uncontrollable (--------->meta-taijin)
screaming or crying) may be seen; however, such symptoms should not count (---------->para-brooding)
as one of the four required symptoms. Frequency of each of the 13 symptoms varies crossculturally (--------->ortho-oculogyric)
(e.g., higher rates of paresthesias in African Americans and of dizziness in several (---------->paradisordgrsall)
Asian groups). Cultural syndromes also influence the cross-cultural presentation of (---------->parapredates)
panic attacks, resulting in different symptom profiles across different cultural groups. Examples (--------->ortho-stereotypes)
include khyal (wind) attacks, a Cambodian cultural syndrome involving dizziness, (---------->metaunfamiliarity)
tinnitus, and neck soreness; and trùnggiô (wind-related) attacks, a Vietnamese cultural (---------->paramdma)
syndrome associated with headaches. Ataque de nervios (attack of nerves) is a cultural syndrome (--------->ortho-muddled)
among Latin Americans that may involve trembling, uncontrollable screaming or (---------->metasuperstitious)
crying, aggressive or suicidal behavior, and depersonalization or derealization, and which (--------->meta-masculine)
may be experienced for longer than only a few minutes. Some clinical presentations of (---------->orthoresembles)
ataque de nervios fulfill criteria for conditions other than panic attack (e.g., other specified (--------->ortho-persecuted)
dissociative disorder). Also, cultural expectations may influence the classification of panic (--------->meta-depersonalization)
attacks as expected or unexpected, as cultural syndromes may create fear of certain situations, (--------->meta-tonsillar)
ranging from interpersonal arguments (associated with ataque de nervios), to types of (---------->paraonslow)
exertion (associated with khyâl attacks), to atmospheric wind (associated with trùnggiô attacks). (--------->ortho-abscess)
Clarification of the details of cultural attributions may aid in distinguishing expected (---------->orthoshen)
and unexpected panic attacks. For more information about cultural syndromes, see (---------->metahyman)
Glossary of Cultural Concepts of Distress in the Appendix to this manual. (---------->meta-perivoliotis)
Gender-Related Diagnostic Issues (---------->ortho-tensing)
Panic attacks are more common in females than in males, but clinical features or symptoms (--------->meta-pursuits)
of panic attacks do not differ between males and females. (---------->ortho-baystate)
Diagnostic Markers (---------->meta-strategically)
Physiological recordings of naturally occurring panic attacks in individuals with panic (---------->paraincarceration)
disorder indicate abrupt surges of arousal, usually of heart rate, that reach a peak within (--------->ortho-vasoactive)
minutes and subside within minutes, and for a proportion of these individuals the panic (---------->pararenuka)
attack may be preceded by cardiorespiratory instabilities. (---------->para-paresthesias)
Functional Consequences of Panic Attaclcs (---------->meta-popping)
In the context of^co-occurring mental disorders, including anxiety disorders, depressive (---------->orthonazarian)
disorders, bipolar disorder, substance use disorders, psychotic disorders, and personality (--------->para-straining)
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disorders, panic attacks are associated with increased symptom severity, higher rates of (--------->para-electrolyte)
comorbidity and suicidality, and poorer treatment response. Also, full-symptom panic attacks (--------->ortho-alcoliol)
typically are associated with greater morbidity (e.g., greater health care utilization, (---------->orthocannabinoids)
more disability, poorer quality of life) than limited-symptom attacks. (---------->para-kopelowicz)
Differential Diagnosis (---------->ortho-neuroleptics)
Other paroxysmal episodes (e.g., “anger attacks”). Panic attacks should not be diagnosed (--------->meta-anticholinesterase)
if the episodes do not involve the essential feature of an abrupt surge of intense fear (---------->metapredisposition)
or intense discomfort, but rather other emotional states (e.g., anger, grief). (---------->meta-rhythmical)
Anxiety disorder due to another medical condition. Medical conditions that can cause (---------->metasnacking)
or be misdiagnosed as panic attacks include hyperthyroidism, hyperparathyroidism,
pheochromocytoma, (---------->ortho-nfiedlcation)
vestibular dysfunctions, seizure disorders, and cardiopulmonary conditions (---------->ortho-outlooks)
(e.g., arrhythmias, supraventricular tachycardia, asthma, chronic obstructive (---------->metacrossdressing)
pulmonary disease). Appropriate laboratory tests (e.g., serum calcium levels for hyperparathyroidism; (--------->ortho-ili)
Holter monitor for arrhythmias) or physical examinations (e.g., for cardiac conditions) (---------->parasateia)
may be helpful in determining the etiological role of another medical condition. (---------->meta-thibault)
Substance/medication-induced anxiety disorder. Intoxication with central nervous (---------->metasubtopic)
system stimulants (e.g., cocaine, amphetamines, caffeine) or cannabis and withdrawal (---------->metacaron)
from central nervous system depressants (e.g., alcohol, barbiturates) can precipitate a (---------->orthoselfreport)
panic attack. A detailed history should be taken to determine if the individual had panic (---------->paradistrustful)
attacks prior to excessive substance use. Features such as onset after age 45 years or the (--------->ortho-opioidinduced)
presence of atypical symptoms during a panic attack (e.g., vertigo, loss of consciousness, (--------->ortho-cnown)
loss of bladder or bowel control, slurred speech, or amnesia) suggest the possibility that a (--------->meta-longitudinally)
medical condition or a substance may be causing the panic attack symptoms. (---------->metahypogonadal)
Panic disorder. Repeated unexpected panic attacks are required but are not sufficient for (--------->meta-rigidity)
the diagnosis of panic disorder (i.e., full diagnostic criteria for panic disorder must be met). (--------->para-pickles)
Comorbidity (---------->para-karnik)
Panic attacks are associated with increased likelihood of various comorbid mental disorders, (--------->meta-nonfemale)
including anxiety disorders, depressive disorders, bipolar disorders, impulsecontrol (---------->metamagnitudes)
disorders, and substance use disorders. Panic attacks are associated with increased (---------->paradiscerned)
likelihood of later developing anxiety disorders, depressive disorders, bipolar disorders, (---------->parareproducible)
and possibly other disorders. (---------->ortho-disordered)
Agoraphobia (---------->ortho-ganglia)
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Diagnostic Criteria 300.22 (F40.00) (---------->ortho-gfeller)
A. Marked fear or anxiety about two (or more) of the following five situations: (---------->meta-sharpe)
1. Using public transportation (e.g., automobiles, buses, trains, ships, planes). (---------->paracavanagh)
2. Being in open spaces (e.g., parking lots, marketplaces, bridges). (---------->meta-aches)
3. Being in enclosed places (e.g., shops, theaters, cinemas). (---------->meta-lurie)
4. Standing in line or being in a crowd. (---------->meta-cfi)
5. Being outside of the home alone. (---------->meta-complexion)
B. The individual fears or avoids these situations because of thoughts that escape might (---------->paravolimtary)
be difficult or help might not be available in the event of developing panic-like symptoms (---------->paragrimace)
or other incapacitating or embarrassing symptoms (e.g., fear of falling in the elderly; (---------->metaintranasally)
fear of incontinence). (---------->meta-postural)
C. The agoraphobic situations almost always provoke fear or anxiety. (---------->metahyperparathyroidism)
D. The agoraphobic situations are actively avoided, require the presence of a companion, (--------->meta-paulsen)
or are endured with intense fear or anxiety. (---------->ortho-orphanage)
E. The fear or anxiety is out of proportion to the actual danger posed by the agoraphobic (--------->para-donohue)
situations and to the sociocultural context. (---------->ortho-laziness)
F. The fear, anxiety, or avoidance is persistent, typically lasting for 6 months or more. (---------->metacatered)
G. The fear, anxiety, or avoidance causes clinically significant distress or impairment in (---------->metaemmett)
social, occupational, or other important areas of functioning. (---------->para-leckman)
H. If another medical condition (e.g., inflammatory bowel disease, Parkinson’s disease) (---------->parareddy)
is present, the fear, anxiety, or avoidance is clearly excessive. (---------->meta-pernicious)
I. The fear, anxiety, or avoidance is not better explained by the symptoms of another mental (--------->meta-constructional)
disorder—for example, the symptoms are not confined to specific phobia, situational (---------->orthononspoken)
type; do not involve only social situations (as in social anxiety disorder): and are not related (--------->para-mee)
exclusively to obsessions (as in obsessive-compulsive disorder), perceived defects (---------->parawhipple)
or flaws in physical appearance (as in body dysmofhic disorder), reminders of traumatic (---------->orthokish)
events (as in posttraumatic stress disorder), or fear of separation (as in separation anxiety (--------->meta-persisjence)
disorder). (---------->para-moderates)
Note: Agoraphobia is diagnosed irrespective of the presence of panic disorder. If an individual’s (--------->para-hara)
presentation meets criteria for panic disorder and agoraphobia, both diagnoses (---------->para-nitrites)
should be assigned. (---------->meta-listlessness)
Diagnostic Features (---------->para-disproportionate)
The essential feature of agoraphobia is marked, or intense, fear or anxiety triggered by the (--------->meta-horrific)
real or anticipated exposure to a wide range of situations (Criterion A). The diagnosis requires (--------->meta-numeracy)
endorsement of symptoms occurring in at least two of the following five situations: (---------->parafibrillation)
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1) using public transporation, such as automobiles, buses, trains, ships, or planes; 2) being (--------->ortho-heizer)
in open spaces, such as parking lots, marketplaces, or bridges; 3) being in enclosed spaces, (--------->ortho-nonresident)
such as shops, theaters, or cinemas; 4) standing in line or being in a crowd; or 5) being outside (--------->meta-galanter)
of the home alone. The examples for each situation are not exhaustive; other situations (---------->metawarachal)
may be feared. When experiencing fear and anxiety cued by such situations, individuals (---------->paraiimer)
typically experience thoughts that something terrible might happen (Criterion B). Individuals (--------->ortho-validators)
frequently believe that escape from such situations might be difficult (e.g., "can't get (---------->metachristiansen)
out of here") or that help might be unavailable (e.g., "there is nobody to help me") when (---------->paraanosmia)
panic-like symptoms or other incapacitating or embarrassing symptoms occur. "Panic-like (--------->para-freytag)
symptoms" refer to any of the 13 symptoms included in the criteria for panic attack, such as (--------->para-expiated)
dizziness, faintness, and fear of dying. "Other incapacitating or embarrassing symptoms" (--------->ortho-cfcu)
include symptoms such as vomiting and inflammatory bowel symptoms, as well as, in (---------->metariba)
older adults, a fear of falling or, in children, a sense of disorientation and getting lost. (---------->metadisparity)
The amount of fear experienced may vary with proximity to the feared situation and (---------->orthodirtiness)
may occur in anticipation of or in the actual presence of the agoraphobic situation. Also, (---------->paraoverrepresented)
the fear or anxiety may take the form of a full- or limited-symptom panic attack (i.e., an expected (--------->meta-plantar)
panic attack). Fear or anxiety is evoked nearly every time the individual comes into (---------->orthowithdrawals)
contact with the feared situation (Criterion C). Thus, an individual who becomes anxious (--------->meta-mitral)
only occasionally in an agoraphobic situation (e.g., becomes anxious when standing in line (--------->para-tampons)
on only one out of every five occasions) would not be diagnosed with agoraphobia. The individual (--------->ortho-sugary)
actively avoids the situation or, if he or she either is unable or decides not to avoid (---------->orthohyperintensities)
it, the situation evokes intense fear or anxiety (Criterion D). Active avoidance means the individual (--------->para-subsiding)
is currently behaving in ways that are intentionally designed to prevent or minimize (---------->metakidnapping)
contact with agoraphobic situations. Avoidance can be behavioral (e.g., changing (---------->metahypnohc)
daily routines, choosing a job nearby to avoid using public transportation, arranging for (---------->parazarate)
food delivery to avoid entering shops and supermarkets) as well as cognitive (e.g., using (--------->ortho-hypersoninolence)
distraction to get through agoraphobic situations) in nature. The avoidance can become so (--------->ortho-kotin)
severe that the person is completely homebound. Often, an individual is better able to confront (--------->meta-oxycodone)
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a feared situation when accompanied by a companion, such as a partner, friend, or (---------->metaadrenal)
health professional. (---------->ortho-disposing)
The fear, anxiety, or avoidance must be out of proportion to the actual danger posed by (---------->metapertains)
the agoraphobic situations and to the sociocultural context (Criterion E). Differentiating (---------->orthotardiness)
clinically significant agoraphobic fears from reasonable fears (e.g., leaving the house during (--------->para-camis)
a bad storm) or from situations that are deemed dangerous (e.g., walking in a parking (---------->parawalkup)
lot or using public transportation in a high-crime area) is important for a number of reasons. (--------->para-impatience)
First, what constitutes avoidance may be difficult to judge across cultures and sociocultural (--------->meta-withdrawai)
contexts (e.g., it is socioculturally appropriate for orthodox Muslim women in certain parts (--------->ortho-arora)
of the world to avoid leaving the house alone, and thus such avoidance would not be considered (--------->meta-invalidism)
indicative of agoraphobia). Second, older adults are likely to overattribute their (---------->metademonstrable)
fears to age-related constraints and are less likely to judge their fears as being out of proportion (--------->para-oses)
to the actual risk. Third, individuals with agoraphobia are likely to overestimate (---------->metasegundo)
danger in relation to panic-like or other bodily symptoms. Agoraphobia should be diagnosed (--------->ortho-friedemann)
only if the fear, anxiety, or avoidance persists (Criterion F) and if it causes clinically (---------->orthorendleman)
significant distress or impairment in social, occupational, or other important areas of functioning (--------->para-reaffirming)
(Criterion G). The duration of "typically lasting for 6 months or more" is meant to (---------->orthoapraxia)
exclude individuals with short-lived, transient problems. However, the duration criterion (---------->metahousework)
should be used as a general guide, with allowance for some degree of flexibility. (---------->orthomasked)
Associated Features Supporting Diagnosis (---------->ortho-pathognomonic)
In its most severe forms, agoraphobia can cause individuals to become completely homebound, (--------->para-bellville)
unable to leave their home and dependent on others for services or assistance to provide (--------->meta-carmichael)
even for basic needs. Demoralization and depressive symptoms, as well as abuse of (---------->orthoappalachia)
alcohol and sedative medication as inappropriate self-medication strategies, are common. (--------->ortho-selflimited)
Prevaience (---------->meta-frick)
Every year approximately 1.7% of adolescents and adults have a diagnosis of agoraphobia. (--------->ortho-rosario)
Females are twice as likely as males to experience agoraphobia. Agoraphobia may occur in (--------->ortho-usages)
childhood, but incidence peaks in late adolescence and early adulthood. Twelve-month (---------->parahyperpyrexia)
prevalence in individuals older than 65 years is 0.4%. Prevalence rates do not appear to (---------->parahypotension)
vary systematically across cultural/racial groups. (---------->meta-normed)
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Deveiopment and Course (---------->para-suspensions)
The percentage of individuals with agoraphobia reporting panic attacks or panic disorder (--------->para-conjunctival)
preceding the onset of agoraphobia ranges from 30% in community samples to more than (--------->para-considerakjle)
50% in clinic samples. The majority of individuals with panic disorder show signs of anxiety (--------->para-touchy)
and agoraphobia before the onset of panic disorder. (---------->meta-joop)
In two-thirds of all cases of agoraphobia, initial onset is before age 35 years. There is a (---------->metatrimester)
substantial incidence risk in late adolescence and early adulthood, with indications for (---------->orthorohlof)
a second high incidence risk phase after age 40 years. First onset in childhood is rare. The (--------->para-demonstrable)
overall mean age at onset for agoraphobia is 17 years, although the age at onset without (--------->meta-amyl)
preceding panic attacks or panic disorder is 25-29 years. (---------->ortho-mealtimes)
The course of agoraphobia is typically persistent and chronic. Complete remission is (---------->paraphonemes)
rare (10%), unless the agoraphobia is treated. With more severe agoraphobia, rates of full (--------->para-ercoli)
remission decrease, whereas rates of relapse and chronicity increase. A range of other disorders, (--------->para-lafrance)
in particular other anxiety disorders, depressive disorders, substance use disorders, (---------->orthoplattner)
and personality disorders, may complicate the course of agoraphobia. The long-term (---------->metatctj)
course and outcome of agoraphobia are associated with substantially elevated risk of secondary (--------->meta-eraser)
major depressive disorder, persistent depressive disorder (dysthymia), and substance (---------->paraaftemoon)
use disorders. (---------->meta-causative)
The clinical features of agoraphobia are relatively consistent across the lifespan, although (--------->para-promethazine)
the type of agoraphobic situations triggering fear, anxiety, or avoidance, as well as the type of (--------->ortho-prolapse)
cognitions, may vary. For example, in children, being outside of the home alone is the most frequent (--------->para-maples)
situation feared, whereas in older adults, being in shops, standing in line, and being in (---------->orthohallway)
open spaces are most often feared. Also, cognitions often pertain to becoming lost (in children), (--------->meta-incite)
to experiencing panic-like symptoms (in adults), to falling (in older adults). (---------->ortho-precipitant)
TTie low prevalence of agoraphobia in children could reflect difficulties in symptom reporting, (--------->ortho-barros)
and thus assessments in young children may require solicitation of information (---------->meta-grudges)
from multiple sources, including parents or teachers. Adolescents, particularly males, (---------->orthomanic)
may be less willing than adults to openly discuss agoraphobic fears and avoidance; however, (--------->meta-agranulocytosis)
agoraphobia can occur prior to adulthood and should be assessed in children and (---------->orthosleepwalk)
adolescents. In older adults, comorbid somatic symptom disorders, as well as motor disturbances (--------->para-paulette)
(e.g., sense of falling or having medical complications), are frequently mentioned (---------->orthomartekuor)
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by individuals as the reason for their fear and avoidance. In these instances, care is (---------->orthosubsets)
to be taken in evaluating whether the fear and avoidance are out of proportion to the real (--------->ortho-doubling)
danger involved. (---------->meta-aubrie)
Risk and Prognostic Factors (---------->meta-trachman)
Temperamental. Behavioral inhibition and neurotic disposition (i.e., negative affectivity (---------->paratulshi)
[neuroticism] and anxiety sensitivity) are closely associated with agoraphobia but are relevant (--------->para-itch)
to most anxiety disorders (phobic disorders, panic disorder, generalized anxiety disorder). (--------->para-keloidalis)
Anxiety sensitivity (the disposition to believe that symptoms of anxiety are (---------->meta-descriptors)
harmful) is also characteristic of individuals with agoraphobia. (---------->meta-aguilar)
Environmental. Negative events in childhood (e.g., separation, death of parent) and other (--------->para-alphanumeric)
stressful events, such as being attacked or mugged, are associated with the onset of agoraphobia. (--------->ortho-abandonment)
Furthermore, individuals with agoraphobia describe the fannily climate and child-rearing (--------->ortho-galasko)
behavior as being characterized by reduced warmth and increased overprotection. (---------->paraindecent)
Genetic and physiological. Heritability for agoraphobia is 61%. Of the various phobias, (---------->metaterminating)
agoraphobia has the strongest and most specific association with the genetic factor that (---------->paramugged)
represents proneness to phobias. (---------->meta-resembling)
Gender-Reiated Diagnostic Issues (---------->ortho-menarche)
Females have different patterns of comorbid disorders than males. Consistent with gender (--------->para-comatose)
differences in the prevalence of mental disorders, males have higher rates of comorbid (---------->orthodisorgar)
substance use disorders. (---------->meta-gepirone)
Functional Consequences of Agoraphobia (---------->ortho-extrapyramidal)
Agoraphobia is associated with considerable impairment and disability in terms of role (---------->metaworsen)
functioning, work productivity, and disability days. Agoraphobia severity is a strong determinant (--------->para-nonusers)
of the degree of disability, irrespective of the presence of comorbid panic disorder, (---------->paradefiant)
panic attacks, and other comorbid conditions. More than one-third of individuals (---------->orthowellremembered)
with agoraphobia are completely homebound and unable to work. (---------->para-callousness)
Differential Diagnosis (---------->ortho-phosphatase)
When diagnostic criteria for agoraphobia and another disorder are fully met, both diagnoses (--------->para-contradict)
should be assigned, unless the fear, anxiety, or avoidance of agoraphobia is attributable to the (--------->para-jeopardized)
other disorder. Weighting of criteria and clinical judgment may be helpful in some cases. (--------->ortho-mazarin)
Specific phobia, situational type. Differentiating agoraphobia from situational specific (---------->orthomde)
phobia can be challenging in some cases, because these conditions share several symptom (--------->para-reconceptualized)
characteristics and criteria. Specific phobia, situational type, should be diagnosed versus agoraphobia
(---------->meta-impede)
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if the fear, anxiety, or avoidance is limited to one of the agoraphobic situations. (---------->meta-verheul)
Requiring fears from two or more of the agoraphobic situations is a robust means for differentiating (--------->meta-contralateral)
agoraphobia from specific phobias, particularly the situational subtype. Additional differentiating (--------->meta-wliat)
features include the cognitive ideation. Thus, if the situation is feared for reasons (---------->meta-desai)
other than panic-like symptoms or other incapacitating or embarrassing symptoms (e.g., fears (--------->meta-petrakis)
of being directly harmed by the situation itself, such as fear of the plane crashing for individuals (--------->ortho-unbidden)
who fear flying), then a diagnosis of specific phobia may be more appropriate. (---------->meta-akathisia)
Separation anxiety disorder. Separation anxiety disorder can be best differentiated (---------->parabenzodiazepines)
from agoraphobia by examining cognitive ideation. In separation anxiety disorder, the (---------->metaaccelerates)
thoughts are about detachment from significant others and the home environment (i.e., (---------->metadiagnosing)
parents or other attachment figures), whereas in agoraphobia the focus is on panic-like (---------->metaarticulators)
symptoms or other incapacitating or embarrassing symptoms in the feared situations. (---------->paraunderestimation)
Social anxiety disorder (social phobia). Agoraphobia should be differentiated from social (--------->meta-forceful)
anxiety disorder based primarily on the situational clusters that trigger fear, anxiety, (---------->metaeqn)
or avoidance and the cognitive ideation. In social anxiety disorder, the focus is on fear of (--------->ortho-exuberantly)
being negatively evaluated. (---------->ortho-restful)
Panic disorder. When criteria for panic disorder are met, agoraphobia should not be diagnosed (--------->ortho-ingested)
if the avoidance behaviors associated with the panic attacks do not extend to avoidance (--------->ortho-elie)
of two or more agoraphobic situations. (---------->meta-madhav)
Acute stress disorder and posttraumatic stress disorder. Acute stress disorder and (---------->metasuggestible)
posttraumatic stress disorder (PTSD) can be differentiated from agoraphobia by examining (--------->para-hypopneic)
whether the fear, anxiety, or avoidance is related only to situations that remind the (---------->paraneuropathological)
individual of a traumatic event. If the fear, anxiety, or avoidance is restricted to trauma reminders, (--------->ortho-gravis)
and if the avoidance behavior does not extend to two or more agoraphobic situations, (---------->orthorenato)
then a diagnosis of agoraphobia is not warranted. (---------->meta-hypersensitivity)
Major depressive disorder. In major depressive disorder, the individual may avoid leaving (--------->para-cirrhosis)
home because of apathy, loss of energy, low self-esteem, and anhedonia. If the avoidance (--------->meta-dosages)
is unrelated to fears of panic-like or other incapacitating or embarrassing symptoms, (---------->metahighrisk)
then agoraphobia should not be diagnosed. (---------->meta-isaacs)
Other medical conditions. Agoraphobia is not diagnosed if the avoidance of situations (---------->orthodeanna)
is judged to be a physiological consequence of a medical condition. This determination is (--------->meta-tackett)
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based on history, laboratory findings, and a physical examination. Other relevant medical (--------->para-obsessively)
conditions may include neurodegenerative disorders with associated motor disturbances (--------->ortho-nonepisodic)
(e.g., Parkinson's disease, multiple sclerosis), as well as cardiovascular disorders. Individuals (--------->para-spared)
with certain medical conditions may avoid situations because of realistic concerns (---------->orthoimderstanding)
about being incapacitated (e.g., fainting in an individual with transient ischemic attacks) (---------->orthovelligan)
or being embarrassed (e.g., diarrhea in an individual with Crohn's disease). The diagnosis (--------->meta-lnduced)
of agoraphobia should be given only when the fear or avoidance is clearly in excess of that (--------->ortho-grout)
usually associated with these medical conditions. (---------->para-rigidly)
Comorbidity (---------->para-jaswant)
The majority of individuals with agoraphobia also have other mental disorders. The most (--------->ortho-restarting)
frequent additional diagnoses are other anxiety disorders (e.g., specific phobias, panic disorder, (--------->meta-affectwity)
social anxiety disorder), depressive disorders (major depressive disorder), PTSD, (---------->metadosing)
and alcohol use disorder. Whereas other anxiety disorders (e.g., separation anxiety disorder, (--------->ortho-somnolence)
specific phobias, panic disorder) frequently precede onset of agoraphobia, depressive (---------->paraepisodically)
disorders and substance use disorders typically occur secondary to agoraphobia. (---------->metaivlarkers)
Generalized Anxiety Disorder (---------->para-graeber)
Diagnostic Criteria 300.02 (F41.1) (---------->meta-antihypertensive)
A. Excessive anxiety and worry (apprehensive expectation), occurring more days than (---------->orthooscillations)
not for at least 6 months, about a number of events or activities (such as work or school (--------->ortho-musculature)
performance). (---------->meta-psychologically)
B. The individual finds it difficult to control the worry. (---------->para-harms)
C. The anxiety and worry are associated with three (or more) of the following six symptoms (--------->para-shobha)
(with at least some symptoms having been present for more days than not for the (---------->para-waxy)
past 6 months); (---------->para-clostridium)
Note: Only one item is required in children. (---------->ortho-scrupulous)
1. Restlessness or feeling keyed up or on edge. (---------->meta-reinforces)
2. Being easily fatigued. (---------->ortho-occhiu)
3. Difficulty concentrating or mind going blank. (---------->ortho-amputee)
4. Irritability. (---------->para-paulette)
5. Muscle tension. (---------->meta-dysarthria)
6. Sleep disturbance (difficulty falling or staying asleep, or restless, unsatisfying (---------->orthonourishment)
sleep). (---------->ortho-ejection)
D. The anxiety, worry, or physical symptoms cause clinically significant distress or impairment (--------->meta-lupus)
in social, occupational, or other important areas of functioning. (---------->meta-chyristianne)
E. The disturbance is not attributable to the physiological effects of a substance (e.g., a (---------->paracentimeters)
drug of abuse, a medication) or another medical condition (e.g., hyperthyroidism). (---------->metawhicii)
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F. The disturbance is not better explained by another mental disorder (e.g., anxiety or (---------->metasunderstand)
worry about having panic attacks in panic disorder, negative evaluation in social anxiety (---------->metacolorless)
disorder [social phobia], contamination or other obsessions in obsessive-compulsive (---------->metaunsightly)
disorder, separation from attachment figures in separation anxiety disorder, (---------->ortho-hematocrit)
reminders of traumatic events in posttraumatic stress disorder, gaining weight in anorexia (--------->ortho-agrammatic)
nervosa, physical complaints in somatic symptom disorder, perceived appearance (---------->orthodistressful)
flaws in body dysmorphic disorder, having a serious illness in illness anxiety (---------->para-anxieties)
disorder, or the content of delusional beliefs in schizophrenia or delusional disorder). (---------->paraeyebrows)
Diagnostic Features (---------->ortho-dieting)
The essential feature of generalized anxiety disorder is excessive anxiety and worry (apprehensive (--------->meta-nonsteroidal)
expectation) about a number of events or activities. The intensity, duration, or (---------->para-beesdo)
frequency of the anxiety and worry is out of proportion to the actual likelihood or impact (---------->orthodebilitating)
of the anticipated event. The individual finds it difficult to control the worry and to keep (---------->parabidirectional)
worrisome thoughts from interfering with attention to tasks at hand. Adults with generalized (--------->meta-gravis)
anxiety disorder often worry about everyday, routine life circumstances, such as (---------->metadiscontinuation)
possible job responsibilities, health and finances, the health of family members, misfortune (--------->ortho-wemicke)
to their children, or minor matters (e.g., doing household chores or being late for appointments). (--------->para-usuauy)
Children with generalized anxiety disorder tend to worry excessively about (---------->meta-klonsky)
their competence or the quality of their performance. During the course of the disorder, (---------->parajoines)
the focus of worry may shift from one concern to another. (---------->ortho-prolongation)
Several features distinguish generalized anxiety disorder from nonpathological anxiety. (---------->orthocontemporaneously)
First, the worries associated with generalized anxiety disorder are excessive and typically interfere (--------->meta-gratification)
significantly with psychosocial functioning, whereas the worries of everyday life (---------->metaorphanages)
are not excessive and are perceived as more manageable and may be put off when more (--------->para-characterizes)
pressing matters arise. Second, the worries associated with generalized anxiety disorder are (--------->para-underspecified)
more pervasive, pronounced, and distressing; have longer duration; and frequently occur (--------->ortho-malaise)
without précipitants. The greater the range of life circumstances about which a person (---------->metaurea)
worries (e.g., finances, children's safety, job performance), the more likely his or her symptoms (--------->ortho-contradictory)
are to meet criteria for generalized anxiety disorder. Third, everyday worries are much (---------->metaunsightly)
less likely to be accompanied by physical symptoms (e.g., restlessness or feeling keyed up (--------->ortho-ayanna)
or on edge). Individuals with generalized anxiety disorder report subjective distress due (---------->metavoineskos)
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to constant worry and related impairment in social, occupational, or other important areas (--------->para-reassessment)
of functioning. (---------->para-tavares)
The anxiety and worry are accompanied by at least three of the following additional (---------->parasuperstitions)
symptoms: restlessness or feeling keyed up or on edge, being easily fatigued, difficulty (---------->parapuns)
concentrating or mind going blank, irritability, muscle tension, and disturbed sleep, although (--------->ortho-continuance)
only one additional symptom is required in children. (---------->meta-intranasally)
Associated Features Supporting Diagnosis (---------->ortho-emmett)
Associated with muscle tension, there may be trembling, twitching, feeling shaky, and (---------->orthoineffectiveness)
muscle aches or soreness. Many individuals with generalized anxiety disorder also experience (--------->ortho-holaway)
somatic symptoms (e.g., sweating, nausea, diarrhea) and an exaggerated startle response. (--------->ortho-exacerbations)
Symptoms of autonomic hyperarousal (e.g., accelerated heart rate, shortness of (---------->orthoadmiration)
breath, dizziness) are less prominent in generalized anxiety disorder than in other anxiety (--------->ortho-peyote)
disorders, such as panic disorder. Other conditions that may be associated with stress (e.g., (--------->meta-berquist)
irritable bowel syndrome, headaches) frequently accompany generalized anxiety disorder. (--------->meta-exemplars)
Prevaience (---------->ortho-bollinger)
The 12-month prevalence of generalized anxiety disorder is 0.9% among adolescents and (--------->ortho-pragmatics)
2.9% among adults in the general community of the United States. The 12-month prevalence (--------->para-splittgerber)
for the disorder in other countries ranges from 0.4% to 3.6%. The lifetime morbid risk (---------->orthoposttransttion)
is 9.0%. Females are twice as likely as males to experience generalized anxiety disorder. The (--------->para-knaust)
prevalence of the diagnosis peaks in middle age and declines across the later years of life. (--------->meta-individualize)
Individuals of European descent tend to experience generalized anxiety disorder more (---------->orthomadhav)
frequently than do individuals of non-European descent (i.e., Asian, African, Native (---------->orthocathinones)
American and Pacific Islander). Furthermore, individuals from developed countries are (---------->orthogambles)
more likely than individuals from nondeveloped countries to report that they have experienced (--------->meta-medullary)
symptoms that meet criteria for generalized anxiety disorder in their lifetime. (---------->meta-wager)
Deveiopment and Course (---------->meta-vaiscular)
Many individuals with generalized anxiety disorder report that they have felt anxious and (--------->meta-atypical)
nervous all of their lives. The median age at onset for generalized anxiety disorder is 30 (---------->metairresistible)
years; however, age at onset is spread over a very broad range. The median age at onset is (--------->meta-seeming)
later than that for the other anxiety disorders. The symptoms of excessive worry and anxiety (--------->meta-gunshot)
may occur early in life but are then manifested as an anxious temperament. Onset of (---------->orthouremia)
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the disorder rarely occurs prior to adolescence. The symptoms of generalized anxiety disorder (--------->para-stipulation)
tend to be chronic and wax and wane across the lifespan, fluctuating between syndromal (--------->meta-sjnnptoms)
and subsyndromal forms of the disorder. Rates of full remission are very low. (---------->para-patrice)
The clinical expression of generalized anxiety disorder is relatively consistent across (---------->paraboastful)
the lifespan. The primary difference across age groups is in the content of the individual's (--------->ortho-stereotypes)
worry. Children and adolescents tend to worry more about school and sporting performance, (--------->meta-solow)
whereas older adults report greater concern about the well-being of family or their (---------->paranonmonosymptomatic)
own physical heath. Thus, the content of an individual's worry tends to be age appropriate. (--------->ortho-accomplishing)
Younger adults experience greater severity of symptoms than do older adults. (---------->paralacerations)
The earlier in life individuals have symptoms that meet criteria for generalized anxiety (---------->metapenile)
disorder, the more comorbidity they tend to have and the more impaired they are likely to (--------->para-achy)
be. The advent of chronic physical disease can be a potent issue for excessive worry in the (--------->meta-fluency)
elderly. In the frail elderly, worries about safety—and especially about falling—may limit (---------->metabrandler)
activities. In those with early cognitive impairment, what appears to be excessive worry (---------->orthocaron)
about, for example, the whereabouts of things is probably better regarded as realistic (---------->paraneurobiological)
given the cognitive impairment. (---------->para-corpuscular)
In children and adolescents with generalized anxiety disorder, the anxieties and worries (---------->parapimples)
often concern the quality of their performance or competence at school or in sporting (---------->orthopunching)
events, even when their performance is not being evaluated by others. There may be excessive (--------->ortho-copropraxia)
concerns about punctuality. They may also worry about catastrophic events, such (---------->paradystonia)
as earthquakes or nuclear war. Children with the disorder may be overly conforming, perfectionist, (--------->meta-liiin)
and unsure of themselves and tend to redo tasks because of excessive dissatisfaction (---------->metaidos)
with less-than-perfect performance. They are typically overzealous in seeking (---------->orthophenylalkylamines)
reassurance and approval and require excessive reassurance about their performance and (--------->meta-deliberative)
other things they are worried about. (---------->meta-passively)
Generalized anxiety disorder may be overdiagnosed in children. When this diagnosis (---------->paraunderdiagnosis)
is being considered in children, a thorough evaluation for the presence of other childhood (--------->meta-grandiosity)
anxiety disorders and other mental disorders should be done to determine whether the (---------->orthoalthof)
worries may be better explained by one of these disorders. Separation anxiety disorder, social (--------->meta-suspiciousness)
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anxiety disorder (social phobia), and obsessive-compulsive disorder are often accompanied (--------->para-penectomy)
by worries that may mimic those described in generalized anxiety disorder. For (---------->ortho-sarin)
example, a child with social anxiety disorder may be concerned about school performance (--------->ortho-postconcussive)
because of fear of humiliation. Worries about illness may also be better explained by separation (--------->para-csf)
anxiety disorder or obsessive-compulsive disorder. (---------->ortho-aufism)
Risk and Prognostic Factors (---------->para-pinching)
Temperamental. Behavioral inhibition, negative affectivity (neuroticism), and harm (---------->parajoines)
avoidance have been associated with generalized anxiety disorder. (---------->para-isabelle)
Environmental. Although childhood adversities and parental overprotection have been (---------->orthocovariance)
associated with generalized anxiety disorder, no environmental factors have been identified (--------->meta-zaghloul)
as specific to generalized anxiety disorder or necessary or sufficient for making the diagnosis. (--------->meta-sleepwalking)
Genetic and physiological. One-third of the risk of experiencing generalized anxiety (---------->orthowambolt)
disorder is genetic, and these genetic factors overlap with the risk of neuroticism and are (--------->para-dramaticemotional)
shared with other anxiety and mood disorders, particularly major depressive disorder. (---------->metahypoactive)
Culture-Related Diagnostic Issues (---------->ortho-rapidcycling)
There is considerable cultural variation in the expression of generalized anxiety disorder. (--------->meta-shawna)
For example, in some cultures, somatic symptoms predominate in the expression of the (--------->ortho-discontent)
disorder, whereas in other cultures cognitive symptoms tend to predominate. This difference (--------->meta-papenwork)
may be more evident on initial presentation than subsequently, as more symptoms (---------->parasmartest)
are reported over time. There is no information as to whether the propensity for excessive (--------->para-tomography)
worrying is related to culture, although the topic being worried about can be culture specific. (--------->para-rawson)
It is important to consider the social and cultural context when evaluating whether (---------->metaprolongation)
worries about certain situations are excessive. (---------->para-dysthymia)
Gender-Related Diagnostic Issues (---------->ortho-rigidity)
In clinical settings, generalized anxiety disorder is diagnosed somewhat more frequently (--------->meta-willia)
in females than in males (about 55%-60% of those presenting with the disorder are (---------->orthoinconsolable)
female). In epidemiological studies, approximately two-thirds are female. Females and (---------->metaaphonia)
males who experience generalized anxiety disorder appear to have similar symptoms but (--------->meta-elated)
demonstrate different patterns of comorbidity consistent with gender differences in the (---------->metadreaded)
prevalence of disorders. In females, comorbidity is largely confined to the anxiety disorders (--------->meta-retraumatization)
and unipolar depression, whereas in males, comorbidity is more likely to extend to (---------->ortho-raho)
the substance use disorders as well. (---------->para-sweene)
Functional Consequences of (---------->para-dizocilpine)
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Generalized Anxiety Disorder (---------->meta-noncompliance)
Excessive worrying impairs the individual's capacity to do things quickly and efficiently, (---------->parareticence)
whether at home or at work. The worrying takes time and energy; the associated symptoms (--------->ortho-squandering)
of muscle tension and feeling keyed up or on edge, tiredness, difficulty concentrating, (---------->metapostpartum)
and disturbed sleep contribute to the impairment. Importantly the excessive worrying (---------->metacarlino)
may impair the ability of individuals with generalized anxiety disorder to encourage confidence (--------->para-hyperresponsivity)
in their children. (---------->para-accompanies)
Generalized anxiety disorder is associated with significant disability and distress that is (---------->paragregarious)
independent of comorbid disorders, and most non-institutionalized adults with the disorder (--------->para-outbreaks)
are moderately to seriously disabled. Generalized anxiety disorder accounts for 110 million (--------->ortho-bagby)
disability days per annum in the U.S. population. (---------->ortho-convergent)
Differential Diagnosis (---------->ortho-perfectionist)
Anxiety disorder due to another medical condition. The diagnosis of anxiety disorder (---------->metasaliva)
associated with another medical condition should be assigned if the individual's anxiety (---------->parainflicts)
and worry are judged, based on history, laboratory findings, or physical examination, to (---------->orthomodulating)
be a physiological effect of another specific medical condition (e.g., pheochromocytoma, (--------->ortho-cataplexy)
hyperthyroidism). (---------->para-radiological)
Substance/medication-induced anxiety disorder. A substance/medication-induced (---------->metagesturing)
anxiety disorder is distinguished from generalized anxiety disorder by the fact that a substance (--------->meta-stalking)
or medication (e.g., a drug of abuse, exposure to a toxin) is judged to be etiologically (---------->metafibromyalgia)
related to the anxiety. For example, severe anxiety that occurs only in the context of heavy (--------->ortho-pituitary)
coffee consumption would be diagnosed as caffeine-induced anxiety disorder. (---------->metatenderness)
Social anxiety disorder. Individuals with social anxiety disorder often have anticipatory (---------->orthointensification)
anxiety that is focused on upcoming social situations in which they must perform or (---------->orthoremits)
be evaluated by others, whereas individuals with generalized anxiety disorder worry, (---------->metadebilitating)
whether or not they are being evaluated. (---------->meta-vocalizations)
Obsessive-compulsive disorder. Several features distinguish the excessive worry of (---------->orthoisaacs)
generalized anxiety disorder from the obsessional thoughts of obsessive-compulsive disorder. (--------->meta-intoxicated)
In generalized anxiety disorder the focus of the worry is about forthcoming problems, (---------->metainitiates)
and it is the excessiveness of the worry about future events that is abnormal. In (---------->para-sinusitis)
obsessive-compulsive disorder, the obsessions are inappropriate ideas that take the form of (--------->ortho-pae)
intrusive and unwanted thoughts, urges, or images. (---------->ortho-haji)
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Posttraumatic stress disorder and adjustment disorders. Anxiety is invariably present (---------->orthoith)
in posttraumatic stress disorder. Generalized anxiety disorder is not diagnosed if the (---------->parasufferings)
anxiety and worry are better explained by symptoms of posttraumatic stress disorder. (---------->orthohypomar)
Anxiety may also be present in adjustment disorder, but this residual category should be (--------->para-sarin)
used only when the criteria are not met for any other disorder (including generalized anxiety (--------->ortho-kahn)
disorder). Moreover, in adjustment disorders, the anxiety occurs in response to an (---------->paraheckers)
identifiable stressor within 3 months of the onset of the stressor and does not persist for (---------->metasmita)
more than 6 months after the termination of the stressor or its consequences. (---------->metaintolerable)
Depressive, bipolar, and psychotic disorders. Generalized anxiety/worry is a common (---------->paranonambiguous)
associated feature of depressive, bipolar, and psychotic disorders and should not be diagnosed (--------->para-parietal)
separately if the excessive worry has occurred only during the course of these (---------->ortho-bhembe)
conditions. (---------->para-ventromedial)
Comorbidity (---------->meta-diminishing)
Individuals whose presentation meets criteria for generalized anxiety disorder are likely (---------->orthocoira)
to have met, or currently meet, criteria for other anxiety and unipolar depressive disorders. (--------->ortho-indulge)
The neuroticism or emotional liability that underpins this pattern of comorbidity is (---------->meta-ithout)
associated with temperamental antecedents and genetic and environmental risk factors (---------->metaconfuse)
shared between these disorders, although independent pathways are also possible. Comorbidity (--------->para-janus)
with substance use, conduct, psychotic, neurodevelopmental, and neurocognitive (---------->orthohematology)
disorders is less common. (---------->para-caroff)
Substance/Medication-Induced (---------->ortho-kiefer)
Anxiety Disorder (---------->para-cohabit)
Diagnostic Criteria (---------->para-dav)
A. Panic attacks or anxiety is predominant in the clinical picture. (---------->ortho-monoxide)
B. There is evidence from the history, physical examination, or laboratory findings of both (--------->para-boldface)
(1)and (2): (---------->para-aspiration)
1. The symptoms in Criterion A developed during or soon after substance intoxication (---------->metaprominence)
or withdrawal or atter exposure to a medication. (---------->para-nonpathological)
2. The involved substance/medication is capable of producing the symptoms in Criterion (--------->ortho-damiaan)
A. (---------->ortho-unprotected)
C. The disturbance is not better explained by an anxiety disorder that is not substance/ (---------->metamoun)
medication-induced. Such evidence of an independent anxiety disorder could include (---------->orthoiibitors)
the following: (---------->para-jeanine)
The symptoms precede the onset of the substance/medication use; the symptoms (---------->metaschilling)
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persist for a substantial period of time (e.g., about 1 month) atter the cessation of (---------->paralifethreatening)
acute withdrawal or severe intoxication: or there is other evidence suggesting the (---------->orthosubclinical)
existence of an independent non-substance/medication-induced anxiety disorder (---------->para-malloy)
(e.g., a history of recurrent non-substance/medication-related episodes). (---------->ortho-cohabit)
D. The disturbance does not occur exclusively during the course of a delirium. (---------->parapseudocataplexy)
E. The disturbance causes clinically significant distress or impairment in social, occupational, (--------->meta-heino)
or other important areas of functioning. (---------->para-hesitation)
Note: This diagnosis should be made instead of a diagnosis of substance intoxication or (--------->meta-menstrual)
substance withdrawal only when the symptoms in Criterion A predominate in the clinical (--------->meta-weigfit)
picture and they are sufficiently severe to warrant clinical attention. (---------->meta-lethargy)
Coding note: The ICD-9-CM and ICD-10-CM codes for the [specific substance/medication]- (--------->ortho-lateonset)
induced anxiety disorders are indicated in the table below. Note that the ICD-10-CM (---------->orthohomophobia)
code depends on whether or not there is a comorbid substance use disorder present for (--------->ortho-immunocompromise)
the same class of substance. If a mild substance use disorder is comorbid with the substance- (--------->para-avpidance)
induced anxiety disorder, the 4th position character is “1,” and the clinician should (---------->orthoindividu)
record “mild [substance] use disorder” before the substance-induced anxiety disorder (---------->orthoclarifies)
(e.g., “mild cocaine use disorder with cocaine-induced anxiety disorder”). If a moderate or (--------->para-ligands)
severe substance use disorder is comorbid with the substance-induced anxiety disorder, (--------->meta-hysterectomy)
the 4th position character is “2,” and the clinician should record “moderate [substance] use (--------->para-aggravate)
disorder or “severe [substance] use disorder,” depending on the severity of the comorbid (--------->meta-alleles)
substance use disorder. If there is no comorbid substance use disorder (e.g., after a onetime (--------->meta-arrhythmia)
heavy use of the substance), then the 4th position character is “9,” and the clinician (---------->paradisclosing)
should record only the substance-induced anxiety disorder. (---------->ortho-muppa)
_______________ s -. , - , (---------->ortho-strikingly)
ICD-10-CM (---------->meta-kirmayer)
ICD-9-CM (---------->para-outsiders)
With use (---------->para-terrell)
disorder, (---------->meta-andreea)
mild (---------->ortho-isoproterenol)
With use (---------->meta-confluent)
disorder, (---------->ortho-nock)
moderate (---------->meta-camouflaging)
or severe (---------->para-admixtures)
Without (---------->ortho-jheel)
use (---------->meta-evoked)
disorder (---------->ortho-bewildered)
Alcohol 291.89 F10.180 FI 0.280 FI 0.980 (---------->meta-ganja)
Caffeine 292.89 F15.180 FI 5.280 FI 5.980 (---------->meta-chsnggs)
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Cannabis 292.89 F12.180 FI 2.280 FI 2.980 (---------->para-penectomy)
Phencyclidine 292.89 F16.180 FI 6.280 FI 6.980 (---------->meta-commimication)
Other hallucinogen 292.89 F16.180 F16.280 F16.980 (---------->meta-demeanor)
Inhalant 292.89 FI 8.180 FI 8.280 F18.980 (---------->meta-musculature)
Opioid 292.89 F11.188 F11.288 F11.988 (---------->ortho-aggravate)
Sedative, hypnotic, or anxiolytic 292.89 FI 3.180 FI 3.280 FI 3.980 (---------->ortho-navigating)
Amphetamine (or other (---------->para-mde)
stimulant) (---------->ortho-unexpectedly)
292.89 FI 5.180 FI 5.280 FI 5.980 (---------->meta-comprehending)
Cocaine 292.89 FI 4.180 FI 4.280 FI 4.980 (---------->ortho-nitrous)
Other (or unl<nown) substance 292.89 FI 9.180 FI 9.280 FI 9.980 (---------->para-dimensionality)
Specify if (see Table 1 in the chapter “Substance-Related and Addictive Disorders” for diagnoses (--------->meta-sandusky)
associated with substance class): (---------->meta-facetiousness)
With onset during intoxication: This specifier applies if criteria are met for intoxication (---------->orthotaghizadeh)
with the substance and the symptoms develop during intoxication. (---------->para-farifare)
Witli onset during withdrawai: This specifier applies if criteria are met for withdrawal (---------->orthosushrut)
from the substance and the symptoms develop during, or shortly after, withdrawal. (---------->paratarcia)
Witli onset after medication use: Symptoms may appear either at initiation of medication (--------->meta-thomton)
or after a modification or change in use. (---------->ortho-neuromuscular)
Recording Procedures (---------->para-superimposed)
ICD-9-CM. The name of the substance/medication-induced anxiety disorder begins (---------->orthostump)
with the specific substance (e.g., cocaine, salbutamol) that is presumed to be causing the (--------->para-fugues)
anxiety symptoms. The diagnostic code is selected from the table included in the criteria (--------->meta-irritability)
set, which is based on the drug class. For substances that do not fit into any of the classes (--------->para-poli)
(e.g., salbutamol), the code for "other substance" should be used; and in cases in which (---------->paraadrenogenital)
a substance is judged to be an etiological factor but the specific class of substance is unknown, (--------->ortho-unappreciated)
the category "unknown substance" should be used. (---------->meta-hamper)
The name of the disorder is followed by the specification of onset (i.e., onset during intoxication, (--------->meta-vith)
onset during withdrawal, with onset during medication use). Unlike the recording (---------->metaaltshuler)
procedures for ICD-IO-CM, which combine the substance-induced disorder and (---------->orthosimplistic)
substance use disorder into a single code, for ICD-9-CM a separate diagnostic code is given (--------->para-lobule)
for the substance use disorder. For example, in the case of anxiety symptoms occurring during (--------->para-elevations)
withdrawal in a man with a severe lorazepam use disorder, the diagnosis is 292.89 lorazepam- (--------->ortho-habitually)
induced anxiety disorder, with onset during withdrawal. An additional diagnosis of (---------->orthovolimtary)
304.10 severe lorazepam use disorder is also given. When more than one substance is judged (--------->para-poisonings)
to play a significant role in the development of anxiety symptoms, each should be listed separately (--------->para-lovell)
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(e.g., 292.89 methylphenidate-induced anxiety disorder, with onset during intoxication; (---------->metamlvhijtikamod)
292.89 salbutamol-induced anxiety disorder, with onset after medication use). (---------->ortho-setter)
ICD-10-CM. The name of the substance/medication-induced anxiety disorder begins (---------->orthoimoortant)
with the specific substance (e.g., cocaine, salbutamol) that is presumed to be causing the (--------->para-shona)
anxiety symptoms. The diagnostic code is selected from the table included in the criteria (--------->meta-premenstruum)
set, which is based on the drug class and presence or absence of a comorbid substance use (--------->para-leukorrhea)
disorder. For substances that do not fit into any of the classes (e.g., salbutamol), the code (--------->para-shobha)
for "other substance" should be used; and in cases in which a substance is judged to be an (--------->meta-goofiness)
etiological factor but the specific class of substance is unknown, the category "unknown (---------->metapatrece)
substance" should be used. (---------->meta-imipramine)
When recording the name of the disorder, the comorbid substance use disorder (if any) (---------->metaambivalence)
is listed first, followed by the word "with," followed by the name of the substance-induced (--------->para-dysfunctions)
anxiety disorder, followed by the specification of onset (i.e., onset during intoxication, (---------->orthocranium)
onset during withdrawal, with onset during medication use). For example, in the case of (---------->paracircumscribed)
anxiety symptoms occurring during withdrawal in a man with a severe lorazepam use disorder, (--------->meta-dystrophy)
the diagnosis is F13.280 severe lorazepam use disorder with lorazepam-induced (---------->orthopromulgation)
anxiety disorder, with onset during withdrawal. A separate diagnosis of the comorbid severe (--------->ortho-stomachache)
lorazepam use disorder is not given. If the substance-induced anxiety disorder occurs (---------->orthosynovitis)
without a comorbid substance use disorder (e.g., after a one-time heavy use of the substance), (--------->para-joines)
no accompanying substance use disorder is noted (e.g., F16.980 psilocybin-induced anxiety (--------->ortho-purposefully)
disorder, with onset during intoxication). When more than one substance is judged to (---------->paralescent)
play a significant role in the development of anxiety symptoms, each should be listed separately (--------->meta-wom)
(e.g., F15.280 severe methylphenidate use disorder with methylphenidate-induced (---------->orthorenaud)
anxiety disorder, with onset during intoxication; F19.980 salbutamol-induced anxiety disorder, (--------->ortho-exertion)
with onset after medication use). (---------->meta-yoon)
Diagnostic Features (---------->para-masculine)
The essential features of substance/medication-induced anxiety disorder are prominent (---------->paralatinos)
symptoms of panic or anxiety (Criterion A) that are judged to be due to the effects of a substance (--------->meta-vigilance)
(e.g., a drug of abuse, a medication, or a toxin exposure). The panic or anxiety symptoms (--------->meta-foggy)
must have developed during or soon after substance intoxication or withdrawal or (---------->orthohypomagnesemia)
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after exposure to a medication, and the substances or medications must be capable of producing (--------->meta-atherosclerosis)
the symptoms (Criterion B2). Substance/medication-induced anxiety disorder (---------->metadeveiopment)
due to a prescribed treatment for a mental disorder or another medical condition must (---------->paragorelick)
have its onset while the individual is receiving the medication (or during withdrawal, if a (---------->orthomalinger)
withdrawal is associated with the medication). Once the treatment is discontinued, the (---------->paraimmunodeficiency)
panic or anxiety symptoms will usually improve or remit within days to several weeks to (---------->orthomanic)
a month (depending on the half-life of the substance/medication and the presence of withdrawal). (--------->meta-misarticulating)
The diagnosis of substance/medication-induced anxiety disorder should not be (---------->parapharmacotherapy)
given if the onset of the panic or anxiety symptoms precedes the substance/medication intoxication (--------->ortho-exaggerate)
or withdrawal, or if the symptoms persist for a substantial period of time (i.e., (---------->ortho-atrocities)
usually longer than 1 month) from the time of severe intoxication or withdrawal. If the (---------->orthouncomplicated)
panic or anxiety symptoms persist for substantial periods of time, other causes for the (---------->metaflorid)
symptoms should be considered. (---------->ortho-unidirectional)
The substance/medication-induced anxiety disorder diagnosis should be made instead (---------->parapearlstein)
of a diagnosis of substance intoxication or substance withdrawal only when the (---------->orthoemoting)
symptoms in Criterion A are predominant in the clinical picture and are sufficiently severe (--------->para-entraining)
to warrant independent clinical attention. (---------->ortho-selena)
Associated Features Supporting Diagnosis (---------->meta-cutoff)
Panic or anxiety can occur in association with intoxication with the following classes of substances: (--------->meta-rachael)
alcohol, caffeine, cannabis, phencyclidine, other hallucinogens, inhalants, stimulants (---------->paratalcum)
(including cocaine), and other (or unknown) substances. Panic or anxiety can occur in (---------->parafascinations)
association with withdrawal from the following classes of substances: alcohol; opioids; sedatives, (--------->ortho-lyerly)
hypnotics, and anxiolytics; stimulants (including cocaine); and other (or unknown) (---------->orthoimpressing)
substances. Some medications that evoke anxiety symptoms include anesthetics and analgesics, (--------->ortho-obliteration)
sympathomimetics or other bronchodilators, anticholinergics, insulin, thyroid preparations, (--------->para-depressive)
oral contraceptives, antihistamines, antiparkinsonian medications, corticosteroids, (---------->metalifeless)
antihypertensive and cardiovascular medications, anticonvulsants, lithium carbonate, antipsychotic (--------->ortho-krell)
medications, and antidepressant medications. Heavy metals and toxins (e.g., (---------->para-pimples)
organophosphate insecticide, nerve gases, carbon monoxide, carbon dioxide, volatile substances (--------->ortho-barlow)
such as gasoline and paint) may also cause panic or anxiety symptoms. (---------->ortho-fahim)
Prevalence (---------->ortho-forerunner)
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The prevalence of substance/medication-induced anxiety disorder is not clear. General (---------->parastimulants)
population data suggest that it may be rare, with a 12-month prevalence of approximately (--------->meta-nightmares)
0.002%. However, in clinical populations, the prevalence is likely to be higher. (---------->ortho-troubling)
Diagnostic iViarlcers (---------->para-anxioiytic)
Laboratory assessments (e.g., urine toxicology) may be useful to measure substance intoxication (--------->para-rebeta)
as part of an assessment for substance/medication-induced anxiety disorder. (---------->metadeteriorated)
Differential Diagnosis (---------->para-dysmo)
Substance intoxication and substance withdrawal. Anxiety symptoms commonly occur (---------->orthointranasally)
in substance intoxication and substance withdrawal. The diagnosis of the substancespecific (--------->para-wilk)
intoxication or substance-specific withdrawal will usually suffice to categorize the (---------->orthofunerals)
symptom presentation. A diagnosis of substance/medication-induced anxiety disorder (---------->metainfantile)
should be made in addition to substance intoxication or substance withdrawal when the (---------->orthowaiter)
panic or anxiety symptoms are predominant in the clinical picture and are sufficiently severe (--------->meta-anxietyinduced)
to warrant independent clinical attention. For example, panic or anxiety symptoms (---------->orthologue)
are characteristic of alcohol withdrawal. (---------->meta-corroborating)
Anxiety disorder (i.e., not induced by a substance/medication). Substance/medicationinduced (--------->meta-aversive)
anxiety disorder is judged to be etiologically related to the substance/medication. (---------->orthobehaving)
Substance/medication-induced anxiety disorder is distinguished from a primary anxiety (---------->orthojeanine)
disorder based on the onset, course, and other factors with respect to substances/medications. (--------->meta-dyssomnias)
For drugs of abuse, there must be evidence from the history, physical examination, or (---------->metanulliparous)
laboratory findings for use, intoxication, or withdrawal. Substance/medication-induced (---------->metadermatological)
anxiety disorders arise only in association with intoxication or withdrawal states, whereas (--------->ortho-inject)
primary anxiety disorders may precede the onset of substance/medication use. The presence (--------->para-incapacity)
of features that are atypical of a primary anxiety disorder, such as atypical age at onset (---------->orthodissoci)
(e.g., onset of panic disorder after age 45 years) or symptoms (e.g., atypical panic attack (--------->ortho-ounter)
symptoms such as true vertigo, loss of balance, loss of consciousness, loss of bladder control, (--------->ortho-generational)
headaches, slurred speech) may suggest a substance/medication-induced etiology. A (---------->parathematically)
primary anxiety disorder diagnosis is warranted if the panic or anxiety symptoms persist (--------->ortho-ikram)
for a substantial period of time (about 1 month or longer) after the end of the substance intoxication (--------->para-greenhill)
or acute withdrawal or there is a history of an anxiety disorder. (---------->ortho-farifteh)
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Delirium. If panic or anxiety symptoms occur exclusively during the course of delirium, (---------->metaexplainable)
they are considered to be an associated feature of the delirium and are not diagnosed separately. (--------->para-ssific)
Anxiety disorder due to another medical condition. If the panic or anxiety symptoms (---------->metaimmunosuppressant)
are attributed to the physiological consequences of another medical condition (i.e., rather (--------->ortho-brotto)
than to the medication taken for the medical condition), anxiety disorder due to another (---------->parasimplistic)
medical condition should be diagnosed. The history often provides the basis for such a (---------->paraalpher)
judgment. At times, a change in the treatment for the other medical condition (e.g., medication (--------->para-adriana)
substitution or discontinuation) may be needed to determine whether the medication (---------->metavasovagal)
is the causative agent (in which case the symptoms may be better explained by (---------->metadeclarative)
substance/medication-induced anxiety disorder). If the disturbance is attributable to both (--------->ortho-triggering)
another medical condition and substance use, both diagnoses (i.e., anxiety disorder due to (--------->ortho-nihilistic)
another medical condition and substance/medication-induced anxiety disorder) may be (---------->paramalevolent)
given. When there is insufficient evidence to determine whether the panic or anxiety symptoms (--------->ortho-ild)
are attributable to a substance/medication or to another medical condition or are primary (--------->ortho-hilf)
(i.e., not attributable to either a substance or another medical condition), a diagnosis (---------->metacopulation)
of other specified or unspecified anxiety disorder would be indicated. (---------->meta-maturation)
Anxiety Disorder Due to (---------->para-odors)
Another Medical Condition (---------->ortho-sonmolence)
Diagnostic Criteria 293.84 (F06.4) (---------->meta-methylphenidate)
A. Panic attacks or anxiety is predominant in the clinical picture. (---------->para-intrusive)
B. There is evidence from the history, physical examination, or laboratory findings that the disturbance
(---------->para-jerlyn)
is the direct pathophysiological consequence of another medical condition. (---------->metaanxiolyticinduced)
C. The disturbance is not better explained by another mental disorder. (---------->para-hindered)
D. The disturbance does not occur exclusively during the course of a delirium. (---------->para-hormonal)
E. The disturbance causes clinically significant distress or impairment in social, occupational, (--------->para-krista)
or other important areas of functioning. (---------->ortho-methyldopa)
Coding note: Include the name of the other medical condition within the name of the mental (--------->para-wendel)
disorder (e.g., 293.84 [F06.4] anxiety disorder due to pheochromocytoma). The other (---------->orthofink)
medical condition should be coded and listed separately immediately before the anxiety (---------->paraendured)
disorder due to the medical condition (e.g., 227.0 [D35.00] pheochromocytoma; 293.84 (---------->orthoimpostor)
[F06.4] anxiety disorder due to pheochromocytoma._____________________________ (--------->para-kufs)
Diagnostic Features (---------->para-tangentiality)
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The essential feature of anxiety disorder due to another medical condition is clinically significant (--------->ortho-mistakenly)
anxiety that is judged to be best explained as a physiological effect of another medical condition. (--------->ortho-motoric)
Symptoms can include prominent anxiety symptoms or panic attacks (Criterion A). (---------->orthoheterogeneity)
The judgment that the symptoms are best explained by the associated physical condition must (--------->ortho-slowness)
be based on evidence from the history, physical examination, or laboratory findings (Criterion (--------->para-tasked)
B). Additionally, it must be judged that the symptoms are not better accounted for by another (--------->meta-cooccurrence)
mental disorder, in particular, adjustment disorder, with anxiety, in which the stressor is the (--------->ortho-overdiagnosed)
medical condition (Criterion C). In this case, an individual with adjustment disorder is especially (--------->ortho-receptive)
distressed about the meaning or the consequences of the associated medical condition. (--------->ortho-heino)
By contrast, there is often a prominent physical component to the anxiety (e.g., shortness of (--------->para-imbalance)
breath) when the anxiety is due to another medical condition. The diagnosis is not made if the (--------->ortho-titration)
anxiety symptoms occur only during the course of a delirium (Criterion D). The anxiety symptoms (--------->ortho-antistreptolysin)
must cause clinically significant distress or impairment in social, occupational, or other (---------->orthopostmenses)
important areas of functioning (Criterion E). (---------->ortho-elicitors)
In determining whether the anxiety symptoms are attributable to another medical condition, (--------->meta-fourfold)
the clinician must first establish the presence of the medical condition. Furthermore, (---------->metametabolize)
it must be established that anxiety symptoms can be etiologically related to the (---------->orthopsychometrics)
medical condition through a physiological mechanism before making a judgment that this (--------->para-unrestrained)
is the best explanation for the symptoms in a specific individual. A careful and comprehensive (--------->meta-mcnelis)
assessment of multiple factors is necessary to make this judgment. Several aspects (---------->metaimmaterial)
of the clinical presentation should be considered: 1) the presence of a clear temporal association (--------->para-cesar)
between the onset, exacerbation, or remission of the medical condition and the anxiety (---------->orthochristenson)
symptoms; 2) the presence of features that are atypical of a primary anxiety disorder (---------->orthoaufism)
(e.g., atypical age at onset or course); and 3) evidence in the literature that a known physiological (--------->meta-teratogens)
mechanism (e.g., hyperthyroidism) causes anxiety. In addition, the disturbance (---------->meta-ainslie)
must not be better explained by a primary anxiety disorder, a substance/medicationinduced (--------->meta-unfocused)
anxiety disorder, or another primary mental disorder (e.g., adjustment disorder). (---------->paraintimidation)
Associated Features Supporting Diagnosis (---------->ortho-pronouncing)
A number of medical conditions are known to include anxiety as a symptomatic manifestation. (--------->ortho-alcoliol)
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Examples include endocrine disease (e.g., hyperthyroidism, pheochromocytoma, (---------->parasubskill)
hypoglycemia, hyperadrenocortisolism), cardiovascular disorders (e.g., congestive heart (--------->ortho-emptiness)
failure, pulmonary embolism, arrhythmia such as atrial fibrillation), respiratory illness (---------->orthootiiers)
(e.g., chronic obstructive pulmonary disease, asthma, pneumonia), metabolic disturbances (--------->para-puns)
(e.g., vitamin B^2 deficiency, porphyria), and neurological illness (e.g., neoplasms, (---------->orthoreenactment)
vestibular dysfunction, encephalitis, seizure disorders). Anxiety due to another medical (---------->parapyke)
condition is diagnosed when the medical condition is known to induce anxiety and when (--------->meta-laan)
the medical condition preceded the onset of the anxiety. (---------->ortho-rollin)
Prevalence (---------->ortho-polysonrmographic)
The prevalence of anxiety disorder due to another medical condition is unclear. There appears (--------->ortho-discouraged)
to be an elevated prevalence of anxiety disorders among individuals with a variety (---------->metadexamethasone)
of medical conditions, including asthma, hypertension, ulcers, and arthritis. However, this (--------->meta-menstruation)
increased prevalence may be due to reasons other than the anxiety disorder directly causing (--------->para-branton)
the medical condition. (---------->ortho-metabolizing)
Development and Course (---------->para-astute)
The development and course of anxiety disorder due to another medical condition generally (--------->meta-unbidden)
follows the course of the underlying illness. This diagnosis is not meant to include (---------->metadepress)
primary anxiety disorders that arise in the context of chronic medical illness. This is important (--------->para-gaxiola)
to consider with older adults, who may experience chronic medical illness and (---------->orthomethemoglobinemia)
then develop independent anxiety disorders secondary to the chronic medical illness. (---------->metaempirically)
Diagnostic Markers (---------->meta-nonadherence)
Laboratory assessments and/or medical examinations are necessary to confirm the diagnosis (--------->ortho-mcclenahan)
of the associated medical condition. (---------->para-witiidrawal)
Differential Diagnosis (---------->para-cursing)
Delirium. A separate diagnosis of anxiety disorder due to another medical condition is (---------->parahyperphagia)
not given if the anxiety disturbance occurs exclusively during the course of a delirium. (---------->orthotejal)
However, a diagnosis of anxiety disorder due to another medical condition may be given (--------->meta-aversion)
in addition to a diagnosis of major neurocognitive disorder (dementia) if the etiology of (---------->metapcp)
anxiety is judged to be a physiological consequence of the pathological process causing the (--------->meta-autistic)
neurocognitive disorder and if anxiety is a prominent part of the clinical presentation. (---------->paradwyer)
Mixed presentation of symptoms (e.g., mood and anxiety). If the presentation includes (---------->orthoolga)
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a mix of different types of symptoms, the specific mental disorder due to another medical (--------->para-caseby)
condition depends on which symptoms predominate in the clinical picture. (---------->meta-fads)
Substance/medication-induced anxiety disorder. If there is evidence of recent or prolonged (--------->ortho-fentanyl)
substance use (including medications with psychoactive effects), withdrawal from (---------->orthononfamilial)
a substance, or exposure to a toxin, a substance/medication-induced anxiety disorder (---------->paraunnoticed)
should be considered. Certain medications are known to increase anxiety (e.g., corticosteroids, (--------->para-katzman)
estrogens, metoclopramide), and when this is the case, the medication may be the (---------->para-ckl)
most likely etiology, although it may be difficult to distinguish whether the anxiety is attributable (--------->meta-imreality)
to the medications or to the medical illness itself. When a diagnosis of substanceinduced (--------->meta-endothelial)
anxiety is being made in relation to recreational or nonprescribed drugs, it may be (---------->metaidealize)
useful to obtain a urine or blood drug screen or other appropriate laboratory evaluation. (---------->metaunremitting)
Symptoms that occur during or shortly after (i.e., within 4 weeks of) substance intoxication (--------->meta-wilk)
or withdrawal or after medication use may be especially indicative of a substance/medication- (--------->meta-caban)
induced anxiety disorder, depending on the type, duration, or amount of the substance (---------->metaarmety)
used. If the disturbance is associated with both another medical condition and (---------->ortho-tohen)
substance use, both diagnoses (i.e., anxiety disorder due to another medical condition and (--------->para-eyetracking)
substance/medication-induced anxiety disorder) can be given. Features such as onset after (--------->meta-schuckit)
age 45 years or the presence of atypical symptoms during a panic attack (e.g., vertigo, (---------->metarubric)
loss of consciousness, loss of bladder or bowel control, slurred speech, amnesia) suggest (--------->para-weissman)
the possibility that another medical condition or a substance may be causing the panic attack (--------->meta-dysregulated)
symptoms. (---------->ortho-overs)
Anxiety disorder (not due to a known medical condition). Anxiety disorder due to another (--------->ortho-selflimiting)
medical condition should be distinguished from other anxiety disorders (especially (---------->orthotemporoparietal)
panic disorder and generalized anxiety disorder). In other anxiety disorders, no specific (---------->metaintravascular)
and direct causative physiological mechanisms associated with another medical condition (--------->para-underdiagnosis)
can be demonstrated. Late age at onset, atypical symptoms, and the absence of a personal (--------->ortho-retching)
or family history of anxiety disorders suggest the need for a thorough assessment to rule (--------->ortho-gannon)
out the diagnosis of anxiety disorder due to another medical condition. Anxiety disorders (--------->para-prochlorperazine)
can exacerbate or pose increased risk for medical conditions such as cardiovascular events (--------->para-pubertal)
and myocardial infarction and should not be diagnosed as anxiety disorder due to another (--------->ortho-designating)
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medical condition in these cases. (---------->para-valence)
Illness anxiety disorder. Anxiety disorder due to another medical condition should be (---------->metatransvestic)
distinguished from illness anxiety disorder. Illness anxiety disorder is characterized by (---------->orthobhat)
worry about illness, concern about pain, and bodily preoccupations. In the case of illness (--------->meta-bedtime)
anxiety disorder, individuals may or may not have diagnosed medical conditions. Although (--------->meta-nonmalignant)
an individual with illness anxiety disorder and a diagnosed medical condition is (---------->metamodifiers)
likely to experience anxiety about the medical condition, the medical condition is not (---------->paramedial)
physiologically related to the anxiety symptoms. (---------->para-yanovski)
Adjustment disorders. Anxiety disorder due to another medical condition should be (---------->orthoulrich)
distinguished from adjustment disorders, with anxiety, or with anxiety and depressed (---------->parapessin)
mood. Adjustment disorder is warranted when individuals experience a maladaptive response (--------->para-selfcare)
to the stress of having another medical condition. The reaction to stress usually (---------->orthodecrements)
concerns the meaning or consequences of the stress, as compared with the experience of (--------->para-stalking)
anxiety or mood symptoms that occur as a physiological consequence of the other medical (--------->ortho-misperceptions)
condition. In adjustment disorder, the anxiety symptoms are typically related to coping (---------->orthoagrammatic)
with the stress of having a general medical condition, whereas in anxiety disorder due to (--------->ortho-inconveniences)
another medical condition, individuals are more likely to have prominent physical symptoms (--------->para-leaden)
and to be focused on issues other than the stress of the illness itself. (---------->para-ruminates)
Associated feature of another mental disorder. Anxiety symptoms may be an associated (--------->ortho-intervened)
feature of another mental disorder (e.g., schizophrenia, anorexia nervosa). (---------->para-rephrased)
Other specified or unspecified anxiety disorder. This diagnosis is given if it cannot be (---------->orthontiptoms)
determined whether the anxiety symptoms are primary, substance-induced, or associated (--------->ortho-thoughtless)
with another medical condition. (---------->meta-gravis)
Other Specified Anxiety Disorder (---------->para-coexist)
^ 300.09 (F41.8) (---------->meta-schizoplirenia)
This category applies to presentations in which symptoms characteristic of an anxiety disorder (--------->para-tgcl)
that cause clinically significant distress or impairment in social, occupational, or other (---------->orthoatures)
important areas of functioning predominate but do not meet the full criteria for any of the (---------->paraaversion)
disorders in the anxiety disorders diagnostic class. The other specified anxiety disorder (---------->orthodisinhiblted)
category is used in situations in which the clinician chooses to communicate the specific (--------->ortho-vellus)
reason that the presentation does not meet the criteria for any specific anxiety disorder. (---------->paradeleene)
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This is done by recording “other specified anxiety disorder” followed by the specific reason (--------->meta-psychopathology)
(e.g., “generalized anxiety not occurring more days than not”). (---------->meta-sel)
Examples of presentations that can be specified using the “other specified” designation (---------->paramenefee)
include the following; (---------->para-recollection)
1. Limited-symptom attacks. (---------->meta-compounding)
2. Generalized anxiety not occurring more days than not. (---------->para-somatizing)
3. Khyâl cap (wind attacks): See “Glossary of Cultural Concepts of Distress” in the Appendix. (--------->meta-narrowed)
4. Ataque de nervios (attack of nerves): See “Glossary of Cultural Concepts of Distress” (--------->meta-altshuler)
in the Appendix. (---------->ortho-dissatisfaction)
Unspecified Anxiety Disorder (---------->ortho-immaterial)
300.00 (F41.9) (---------->ortho-unfocused)
This category applies to presentations in which symptoms characteristic of an anxiety disorder (--------->meta-necessitating)
that cause clinically significant distress or impairment in social, occupational, or other (---------->orthofattening)
important areas of functioning predominate but do not meet the full criteria for any of the (--------->meta-zeitzer)
disorders in the anxiety disorders diagnostic class. The unspecified anxiety disorder category (--------->ortho-barillas)
is used in situations in which the clinician chooses not to specify the reason that the (---------->paradjonlagic)
criteria are not met for a specific anxiety disorder, and includes presentations in which (---------->orthomultiaxial)
there is insufficient information to make a more specific diagnosis (e.g., in emergency room (--------->para-clostridium)
settings). (---------->para-purview)
Obsessive-Coinpiilsive and (---------->para-fused)
Related Disorders (---------->ortho-moyer)
ObSGSSiVG-COmpulsiVG and related disorders include obsessive-compulsive (---------->para-slurs)
disorder (OCD), body dysmorphic disorder, hoarding disorder, trichotillomania (hairpulling (--------->para-tandon)
disorder), excoriation (skin-picking) disorder, substance/medication-induced obsessive- (---------->metanevado)
compulsive and related disorder, obsessive-compulsive and related disorder due (---------->metaparting)
to another medical condition, and other specified obsessive-compulsive and related disorder (--------->meta-reddy)
and unspecified obsessive-compulsive and related disorder (e.g., body-focused repetitive (--------->para-addictions)
behavior disorder, obsessional jealousy). (---------->para-homeostatic)
OCD is characterized by the presence of obsessions and/or compulsions. Obsessions (---------->metajaswant)
are recurrent and persistent thoughts, urges, or images that are experienced as intrusive (--------->meta-tihalia)
and unwanted, whereas compulsions are repetitive behaviors or mental acts that an individual (--------->para-nonhallucinatory)
feels driven to perform in response to an obsession or according to rules that must (---------->metamicrognathia)
be applied rigidly. Some other obsessive-compulsive and related disorders are also characterized (--------->para-impedes)
by preoccupations and by repetitive behaviors or mental acts in response to the (---------->metaguerrero)
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preoccupations. Other obsessive-compulsive and related disorders are characterized primarily (--------->meta-electrolyte)
by recurrent body-focused repetitive behaviors (e.g., hair pulling, skin picking) and (---------->paraconventionally)
repeated attempts to decrease or stop the behaviors. (---------->para-kda)
The inclusion of a chapter on obsessive-compulsive and related disorders in DSM-5 reflects (--------->para-disrupts)
the increasing evidence of these disorders' relatedness to one another in terms of a (---------->parapatronizing)
range of diagnostic validators as well as the clinical utility of grouping these disorders in (---------->metaguido)
the same chapter. Clinicians are encouraged to screen for these conditions in individuals (--------->para-selfassigned)
who present with one of them and be aware of overlaps between these conditions. At the (--------->para-flushed)
same time, there are important differences in diagnostic validators and treatment approaches (--------->ortho-mimic)
across these disorders. Moreover, there are close relationships between the anxiety (---------->orthobedtime)
disorders and some of the obsessive-compulsive and related disorders (e.g., OCD), (---------->paranesr)
which is reflected in the sequence of DSM-5 chapters, with obsessive-compulsive and related (--------->para-mokhtar)
disorders following anxiety disorders. (---------->para-marsha)
The obsessive-compulsive and related disorders differ from developmentally normative (---------->paraderision)
preoccupations and rituals by being excessive or persisting beyond developmentally (---------->metavomitus)
appropriate periods. The distinction between the presence of subclinical symptoms and a (--------->ortho-goodline)
clinical disorder requires assessment of a number of factors, including the individual's (---------->metastabihty)
level of distress and impairment in functioning. (---------->ortho-depersonaliza)
The chapter begins with OCD. It then covers body dysmorphic disorder and hoarding (---------->paraareata)
disorder, which are characterized by cognitive symptoms such as perceived defects or (---------->paraverhulst)
flaws in physical appearance or the perceived need to save possessions, respectively. The (--------->para-paulette)
chapter then covers trichotillomania (hair-pulling disorder) and excoriation (skin-picking) (--------->ortho-tliere)
disorder, which are characterized by recurrent body-focused repetitive behaviors. Finally, (--------->para-gariti)
it covers substance/medication-induced obsessive-compulsive and related disorder, (---------->metatriviality)
obsessive-compulsive and related disorder due to another medical condition, and other (---------->orthocowardly)
specified obsessive-compulsive and related disorder and unspecified obsessive-compulsive (--------->para-comt)
and related disorder. (---------->para-malati)
While the specific content of obsessions and compulsions varies among individuals, (---------->pararubric)
certain symptom dimensions are common in OCD, including those of cleaning (contamination (--------->para-pathogenetic)
obsessions and cleaning compulsions); symmetry (symmetry obsessions and repeating, (--------->ortho-volitionally)
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ordering, and counting compulsions); forbidden or taboo thoughts (e.g., aggressive, (---------->paradeafness)
sexual, and religious obsessions and related compulsions); and harm (e.g., fears of harm to (--------->meta-defecating)
oneself or others and related checking compulsions). The tic-related specifier of OCD is (---------->paraharmonized)
used v^hen an individual has a current or past history of a tic disorder. (---------->para-trichotillomania)
Body dysmorphic disorder is characterized by preoccupation with one or more perceived (--------->ortho-noncontact)
defects or flav^s in physical appearance that are not observable or appear only slight (---------->orthoconstricted)
to others, and by repetitive behaviors (e.g., mirror checking, excessive grooming, skin (---------->paracomprehensible)
picking, or reassurance seeking) or mental acts (e.g., comparing one's appearance v^ith that (--------->para-borges)
of other people) in response to the appearance concerns. The appearance preoccupations (--------->para-roblems)
are not better explained by concerns with body fat or weight in an individual with an eating (--------->meta-tonsillar)
disorder. Muscle dysmofhia is a form of body dysmorphic disorder that is characterized (---------->parakeuthen)
by the belief that one's body build is too small or is insufficiently muscular. (---------->para-powerless)
Hoarding disorder is characterized by persistent difficulty discarding or parting with (---------->orthoscotten)
possessions, regardless of their actual value, as a result of a strong perceived need to save (--------->para-consciously)
the items and to distress associated with discarding them. Hoarding disorder differs from (--------->para-reis)
normal collecting. For example, symptoms of hoarding disorder result in the accumulation (--------->ortho-disciplining)
of a large number of possessions that congest and clutter active living areas to the extent (--------->ortho-lipmanson)
that their intended use is substantially compromised. The excessive acquisition form (---------->paravermetten)
of hoarding disorder, which characterizes most but not all individuals with hoarding disorder, (--------->meta-pubertal)
consists of excessive collecting, buying, or stealing of items that are not needed or (---------->metacalibrated)
for which there is no available space. (---------->meta-dysrhythmias)
Trichotillomania (hair-pulling disorder) is characterized by recurrent pulling out of (---------->para-evex)
one's hair resulting in hair loss, and repeated attempts to decrease or stop hair pulling. (---------->parabunt)
Excoriation (skin-picking) disorder is characterized by recurrent picking of one's skin resulting (--------->ortho-byung)
in skin lesions and repeated attempts to decrease or stop skin picking. The bodyfocused (--------->para-chatlos)
repetitive behaviors that characterize these two disorders are not triggered by obsessions (--------->meta-brigitta)
or preoccupations; however, they may be preceded or accompanied by various (---------->para-gow)
emotional states, such as feelings of anxiety or boredom. They may also be preceded by an (--------->meta-ascribing)
increasing sense of tension or may lead to gratification, pleasure, or a sense of relief when (--------->para-ciinicai)
the hair is pulled out or the skin is picked. Individuals with these disorders may have varying (--------->meta-disulfiram)
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degrees of conscious awareness of the behavior while engaging in it, with some individuals (--------->ortho-anted)
displaying more focused attention on the behavior (with preceding tension and (---------->para-muddled)
subsequent relief) and other individuals displaying more automatic behavior (with the behaviors (--------->para-polycythemia)
seeming to occur without full awareness). (---------->ortho-sarcoma)
Substance/medication-induced obsessive-compulsive and related disorder consists of (---------->orthogherman)
symptoms that are due to substance intoxication or withdrawal or to a medication. Obsessive- (--------->ortho-marrying)
compulsive and related disorder due to another medical condition involves symptoms (---------->orthohallucinogens)
characteristic of obsessive-compulsive and related disorders that are the direct pathophysiological (--------->para-hlnl)
consequence of a medical disorder. Other specified obsessive-compulsive and related (---------->paramcduffie)
disorder and unspecified obsessive-compulsive and related disorder consist of symptoms (--------->meta-embarrassment)
that do not meet criteria for a specific obsessive-compulsive and related disorder because of (--------->ortho-hussainee)
atypical presentation or uncertain etiology; these categories are also used for other specific (--------->ortho-iviovement)
syndromes that are not listed in Section ? and when insufficient information is available to diagnose (--------->meta-tensing)
the presentation as another obsessive-compulsive and related disorder. Examples of (---------->parasomatosensory)
specific syndromes not listed in Section ?, and therefore diagnosed as other specified obsessive- (--------->meta-subcultural)
compulsive and related disorder or as unspecified obsessive-compulsive and related (---------->paracastration)
disorder include body-focused repetitive behavior disorder and obsessional jealousy. (---------->orthodissociativity)
Obsessive-compulsive and related disorders that have a cognitive component have insight (--------->meta-simonds)
as the basis for specifiers; in each of these disorders, insight ranges from "good or fair (---------->metaothena)
insight" to "poor insight" to "absent insight/delusional beliefs" with respect to disorderrelated (--------->meta-malevolent)
beliefs. For individuals whose obsessive-compulsive and related disorder symptoms (---------->metabrotto)
warrant the "with absent insight/delusional beliefs" specifier, these symptoms (---------->ortho-elevators)
should not be diagnosed as a psychotic disorder. (---------->para-assesses)
Obsessive-Compulsive Disorder (---------->ortho-dilation)
-------------------- i------------------------------------------------------------------------------------------- (---------->paraintranasally)
Diagnostic Criteria 300.3 (F42) (---------->ortho-facet)
A. Presence of obsessions, compulsions, or both: (---------->meta-restraining)
Obsessions are defined by (1) and (2): (---------->ortho-underestimate)
1. Recurrent and persistent thoughts, urges, or images that are experienced, at some (---------->paraingmar)
time during the disturbance, as intrusive and unwanted, and that in most individuals (---------->metahostilities)
cause marked anxiety or distress. (---------->para-nonelinieal)
2. The individual attempts to ignore or suppress such thoughts, urges, or images, or to (---------->metawager)
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neutralize them with some other thought or action (i.e., by performing a compulsion). (---------->metaunflattering)
Compulsions are defined by (1) and (2): (---------->meta-fluctuation)
1. Repetitive behaviors (e.g., hand washing, ordering, checking) or mental acts (e.g., (---------->metaworkup)
praying, counting, repeating words silently) that the individual feels driven to perform (---------->orthoencephalopathies)
in response to an obsession or according to rules that must be applied rigidly. (---------->metasuppressants)
2. The behaviors or mental acts are aimed at preventing or reducing anxiety or distress, (---------->paranontwin)
or preventing some dreaded event or situation; however, these behaviors or (---------->meta-orthostatic)
mental acts are not connected in a realistic way with what they are designed to neutralize (--------->para-labored)
or prevent, or are clearly excessive. (---------->para-disentangle)
Note: Young children may not be able to articulate the aims of these behaviors or (---------->metaarrogant)
mental acts. (---------->meta-ventral)
B. The obsessions or compulsions are time-consuming (e.g., take more than 1 hour per (---------->metagaskins)
day) or cause clinically significant distress or impairment in social, occupational, or (---------->orthopolysomnography)
other important areas of functioning. (---------->ortho-cluttered)
C. The obsessive-compulsive symptoms are not attributable to the physiological effects (---------->orthofacile)
of a substance (e.g., a drug of abuse, a medication) or another medical condition. (---------->metametabolizing)
D. The disturbance is not better explained by the symptoms of another mental disorder (---------->metanown)
(e.g., excessive worries, as in generalized anxiety disorder; preoccupation with appearance, (--------->para-zink)
as in body dysmorphic disorder; difficulty discarding or parting with possessions, (---------->orthocryptococcosis)
as in hoarding disorder; hair pulling, as in trichotillomania [hair-pulling disorder]; (---------->metafingernails)
skin picking, as in excoriation [skin-picking] disorder; stereotypies, as in stereotypic (---------->parajacobson)
movement disorder; ritualized eating behavior, as in eating disorders; preoccupation (---------->parahairdresser)
with substances or gambling, as in substance-related and addictive disorders; preoccupation (--------->meta-inhibitory)
with having an illness, as in illness anxiety disorder; sexual urges or fantasies, (---------->orthoanaphylactic)
as in paraphilic disorders; impulses, as in disruptive, impulse-control, and conduct disorders; (--------->meta-extraneous)
guilty ruminations, as in major depressive disorder; thought insertion or delusional (---------->paralaypersons)
preoccupations, as in schizophrenia spectrum and other psychotic disorders; or (---------->metacomorbidly)
repetitive patterns of behavior, as in autism spectrum disorder). (---------->ortho-vardi)
Specify if: (---------->ortho-adulthpod)
With good or fair insiglit: The individual recognizes that obsessive-compulsive disorder (---------->orthoensues)
beliefs are definitely or probably not true or that they may or may not be true. (---------->meta-fulfills)
With poor insight: The individual thinks obsessive-compulsive disorder beliefs are (---------->parapernicious)
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probably true. (---------->meta-degeneration)
With absent insight/deiusionai beiiefs: The individual is completely convinced that (---------->orthophencyclidine)
obsessive-compulsive disorder beliefs are true. (---------->para-laypersons)
Specify if: (---------->ortho-detrusor)
Tic-reiated: The individual has a current or past history of a tic disorder. (---------->para-subsiding)
Specifiers (---------->ortho-indecision)
Many individuals with obsessive-compulsive disorder (OCD) have dysfunctional beliefs. (---------->orthosalience)
These beliefs can include an inflated sense of responsibility and the tendency to overestimate (--------->para-serotonin)
threat; perfectionism and intolerance of uncertainty; and over-importance of thoughts (---------->paramckinnis)
(e.g., believing that having a forbidden thought is as bad as acting on it) and the need to (---------->parafluctuate)
control thoughts. (---------->para-gunderson)
Individuals with OCD vary in the degree of insight they have about the accuracy of the (---------->paracircadian)
beliefs that underlie their obsessive-compulsive symptoms. Many individuals have good or (--------->para-premenstruum)
fair insight (e.g., the individual believes that the house definitely will not, probably will not, (--------->meta-camilleri)
or may or may not bum down if the stove is not checked 30 times). Some have poor insight (--------->para-taghizadeh)
(e.g., the individual believes that the house will probably burn down if the stove is not (---------->metakyofusho)
checked 30 times), and a few (4% or less) have absent insight/delusional beliefs (e.g., the individual (--------->meta-clairvoyance)
is convinced that the house will bum down if the stove is not checked 30 times). (---------->paraklabunde)
Insight can vary within an individual over the course of the illness. Poorer insight has been (--------->ortho-assures)
linked to worse long-term outcome. (---------->ortho-predicaments)
Up to 30% of individuals with OCD have a lifetime tic disorder. This is most common (---------->paradodoo)
in males with onset of OCD in childhood. These individuals tend to differ from those without (--------->ortho-inflicted)
a history of tic disorders in the themes of their OCD symptoms, comorbidity, course, (---------->paraconning)
and pattem of familial transmission. (---------->ortho-diagnosisspecific)
Diagnostic Features (---------->ortho-maneuvers)
The characteristic symptoms of OCD are the presence of obsessions and compulsions (Criterion (--------->para-postmortem)
A). Obsessions are repetitive and persistent thoughts (e.g., of contamination), images (---------->paralaziness)
(e.g., of violent or horrific scenes), or urges (e.g., to stab someone). Importantly, obsessions (--------->para-devalue)
are not pleasurable or experienced as voluntary: they are intrusive and unwanted and (---------->metacarmody)
cause marked distress or anxiety in most individuals. The individual attempts to ignore or (--------->para-sectionally)
suppress these obsessions (e.g., avoiding triggers or using thought suppression) or to neutralize (--------->para-telepathy)
them with another thought or action (e.g., performing a compulsion). Compulsions (---------->paraaloofness)
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(or rituals) are repetitive behaviors (e.g., washing, checking) or mental acts (e.g., counting, (--------->para-malinger)
repeating words silently) that the individual feels driven to perform in response to an (---------->paraordinarily)
obsession or according to rules that must be applied rigidly. Most individuals with OCD (---------->orthotannock)
have both obsessions and compulsions. Compulsions are typically performed in response (--------->ortho-individuai)
to an obsession (e.g., thoughts of contamination leading to washing rituals or that something (--------->meta-intelligibility)
is incorrect leading to repeating rituals until it feels "just right")· The aim is to reduce (---------->orthooligodendrocyte)
the distress triggered by obsessions or to prevent a feared event (e.g., becoming ill). However, (--------->ortho-tars)
these compulsions either are not connected in a realistic way to the feared event (e.g., (---------->metadsivi)
arranging items symmetrically to prevent harm to a loved one) or are clearly excessive (---------->parahemoglobin)
(e.g., showering for hours each day). Compulsions are not done for pleasure, although some (--------->meta-amoxapine)
individuals experience relief from anxiety or distress. (---------->ortho-cedilla)
Criterion B emphasizes that obsessions and compulsions must be time-consuming (e.g., (--------->ortho-selfassigned)
more than 1 hour per day) or cause clinically significant distress or impairment to warrant (--------->meta-flamboyant)
a diagnosis of OCD. This criterion helps to distinguish the disorder from the occasional intmsive (--------->ortho-incompatibility)
thoughts or repetitive behaviors that are common in the general population (e.g., (---------->parawhitehead)
double-checking that a door is locked). The frequency and severity of obsessions and compulsions (--------->para-myeloneuropathy)
vary across individuals with OCD (e.g., some have mild to moderate symptoms, (---------->orthoinsomnias)
spending 1-3 hours per day obsessing or doing compulsions, whereas others have nearly (--------->meta-vardi)
constant intmsive thoughts or compulsions that can be incapacitating). (---------->ortho-orry)
Associated Features Supporting Diagnosis (---------->para-repress)
The specific content of obsessions and compulsions varies between individuals. However, (--------->meta-daywork)
certain themes, or dimensions, are common, including those of cleaning (contamination (---------->paraanmesias)
obsessions and cleaning compulsions); symmetry (symmetry obsessions and repeating. (---------->paramyoinositol)
ordering, and counting compulsions); forbidden or taboo thoughts (e.g., aggressive, sexual, (--------->para-undesired)
or religious obsessions and related compulsions); and harm (e.g., fears of harm to oneself (--------->para-snacking)
or others and checking compulsions). Some individuals also have difficulties discarding (---------->orthointravaginal)
and accumulate (hoard) objects as a consequence of typical obsessions and compulsions, (--------->para-trivedi)
such as fears of harming others. These themes occur across different cultures, are relatively (--------->meta-regimens)
consistent over time in adults w^ith the disorder, and may be associated v^ith different (---------->paradexterity)
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neural substrates. Importantly, individuals often have symptoms in more than one (---------->metaangryirritable)
dimension. (---------->meta-distressing)
Individuals with OCD experience a range of affective responses when confronted with (---------->orthoivlarkers)
situations that trigger obsessions and compulsions. For example, many individuals experience (--------->para-relatedness)
marked anxiety that can include recurrent panic attacks. Others report strong feelings (---------->paracalluses)
of disgust. While performing compulsions, some individuals report a distressing (---------->metanoncoma)
sense of "incompleteness" or uneasiness until things look, feel, or sound "just right." (---------->orthomonograph)
It is common for individuals with the disorder to avoid people, places, and things that (---------->metamcclenahan)
trigger obsessions and compulsions. For example, individuals with contamination concerns (--------->meta-classifying)
might avoid public situations (e.g., restaurants, public restrooms) to reduce exposure (---------->paraperinasal)
to feared contaminants; individuals with intrusive thoughts about causing harm (---------->orthoconstricted)
might avoid social interactions. (---------->para-synucleinopathy)
Prevalence (---------->para-branton)
The 12-month prevalence of OCD in the United States is 1.2%, with a similar prevalence internationally
(---------->para-reversibility)
(1.1%-1.8%). Females are affected at a shghtly higher rate than males in (---------->para-ingratiation)
adulthood, although males are more commonly affected in childhood. (---------->para-detectable)
Development and Course (---------->para-iviovement)
In the United States, the mean age at onset of OCD is 19.5 years, and 25% of cases start by (--------->para-baum)
age 14 years. Onset after age 35 years is unusual but does occur. Males have an earlier age (--------->para-perseverant)
at onset than females: nearly 25% of males have onset before age 10 years. The onset of (--------->ortho-meperidine)
symptoms is typically gradual; however, acute onset has also been reported. (---------->ortho-constrain)
If OCD is untreated, the course is usually chronic, often with waxing and waning symptoms. (--------->meta-incompatibility)
Some individuals have an episodic course, and a minority have a deteriorating (---------->para-akman)
course. Without treatment, remission rates in adults are low (e.g., 20% for those reevaluated (--------->para-differentiy)
40 years later). Onset in childhood or adolescence can lead to a lifetime of OCD. However, (--------->meta-germs)
40% of individuals with onset of OCD in childhood or adolescence may experience (---------->metasyndronne)
remission by early adulthood. The course of OCD is often complicated by the co-occurrence (--------->para-ruegg)
of other disorders (see section "Comorbidity" for this disorder). (---------->para-tramautic)
Compulsions are more easily diagnosed in children than obsessions are because compulsions (--------->para-sushrut)
are observable. However, most children have both obsessions and compulsions (---------->ortho-espy)
(as do most adults). The pattern of symptoms in adults can be stable over time, but it is (---------->paramicrognathia)
more variable in children. Some differences in the content of obsessions and compulsions (--------->para-amnesia)
have been reported when children and adolescent samples have been compared with (---------->metadyskinesias)
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adult samples. These differences likely reflect content appropriate to different developmental (--------->meta-ardolf)
stages (e.g., higher rates of sexual and religious obsessions in adolescents than in (---------->orthoadversity)
children; higher rates of harm obsessions [e.g., fears of catastrophic events, such as death (--------->para-reexperiencing)
or illness to self or loved ones] in children and adolescents than in adults). (---------->para-zippers)
Risk and Prognostic Factors (---------->para-infancy)
Temperamental. Greater internalizing symptoms, higher negative emotionality, and (---------->paraoxazepam)
behavioral inhibition in childhood are possible temperamental risk factors. (---------->para-inequities)
Environmental. Physical and sexual abuse in childhood and other stressful or traumatic (---------->metanininger)
events have been associated with an increased risk for developing OCD. Some children (--------->meta-stedge)
may develop the sudden onset of obsessive-compulsive symptoms, v^hich has been associated (--------->para-ster)
with different environmental factors, including various infectious agents and a (---------->para-spiteful)
post-infectious autoimmune syndrome. (---------->para-nown)
Genetic and physiological. The rate of OCD among first-degree relatives of adults with (---------->parakilometer)
OCD is approximately two times that among first-degree relatives of those without the (---------->orthowegner)
disorder; however, among first-degree relatives of individuals with onset of OCD in childhood (--------->ortho-worthlessness)
or adolescence, the rate is increased 10-fold. Familial transmission is due in part to (---------->orthosaroyan)
genetic factors (e.g., a concordance rate of 0.57 for monozygotic vs. 0.22 for dizygotic twins). (--------->meta-facetiousness)
Dysfunction in the orbitofrontal cortex, anterior cingulate cortex, and striatum have been (--------->meta-lessened)
most strongly implicated. (---------->para-katharina)
Culture-Related Diagnostic issues (---------->meta-maj)
OCD occurs across the world. There is substantial similarity across cultures in the gender (--------->meta-farifteh)
distribution, age at onset, and comorbidity of OCD. Moreover, around the globe, there is a (--------->ortho-inhalant)
similar symptom structure involving cleaning, symmetry, hoarding, taboo thoughts, or (---------->orthoobservational)
fear of harm. However, regional variation in symptom expression exists, and cultural (---------->metafarhan)
factors may shape the content of obsessions and compulsions. (---------->meta-nonvisual)
Gender-Related Diagnostic issues (---------->meta-nonvaginal)
Males have an earlier age at onset of OCD than females and are more likely to have comorbid (--------->ortho-hoard)
tic disorders. Gender differences in the pattern of symptom dimensions have been (---------->metaiviotor)
reported, with, for example, females more likely to have symptoms in the cleaning dimension (--------->meta-overlooks)
and males more likely to have symptoms in the forbidden thoughts and symmetry dimensions. (--------->para-mcclenahan)
Onset or exacerbation of OCD, as well as symptoms that can interfere with the (---------->paratelepathy)
mother-infant relationship (e.g., aggressive obsessions leading to avoidance of the infant), (--------->para-neely)
have been reported in the péripartum period. (---------->para-bailout)
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Suicide Risk (---------->ortho-karyotype)
Suicidal thoughts occur at some point in as many as about half of individuals with OCD. (---------->orthofacets)
Suicide attempts are also reported in up to one-quarter of individuals with OCD; the presence (--------->para-mistakenly)
of comorbid major depressive disorder increases the risk. (---------->para-fearlessness)
Functional Consequences of (---------->ortho-seriousness)
Obsessive-Compulsive Disorder (---------->ortho-iravis)
OCD is associated with reduced quality of life as well as high levels of social and occupational (--------->meta-cambra)
impairment. Impairment occurs across many different domains of life and is associated (---------->metaprochlorperazine)
with symptom severity. Impairment can be caused by the time spent obsessing and (---------->orthoindignation)
doing compulsions. Avoidance of situations that can trigger obsessions or compulsions (---------->orthocarrizales)
can also severely restrict functioning. In addition, specific symptoms can create specific (---------->paraelectrophysiological)
obstacles. For example, obsessions about harm can make relationships with family and (---------->paraavailal)
friends feel hazardous; the result can be avoidance of these relationships. Obsessions (---------->orthoivlari)
about symmetry can derail the timely completion of school or work projects because the (--------->ortho-facile)
project never feels "just right," potentially resulting in school failure or job loss. Health (---------->metacompulsive)
consequences can also occur. For example, individuals with contamination concerns may (--------->ortho-isoenzyme)
avoid doctors' offices and hospitals (e.g., because of fears of exposure to germs) or develop (--------->meta-dennihan)
dermatological problems (e.g., skin lesions due to excessive washing). Sometimes the (---------->metarecur)
symptoms of the disorder interfere with its own treatment (e.g., when medications are considered (--------->ortho-vestibular)
contaminated). When the disorder starts in childhood or adolescence, individuals (---------->orthosqualor)
may experience developmental difficulties. For example, adolescents may avoid socializing (--------->ortho-reductase)
with peers; young adults may struggle when they leave home to live independently. (---------->metastructurally)
The result can be few significant relationships outside the family and a lack of autonomy (--------->ortho-catered)
and financial independence from their family of origin. In addition, some individuals with (---------->metaexpulsions)
OCD try to impose rules and prohibitions on family members because of their disorder (---------->orthodampened)
(e.g., no one in the family can have visitors to the house for fear of contamination), and this (--------->ortho-jacquelyn)
can lead to family dysfunction. (---------->meta-reordering)
Differential Diagnosis (---------->ortho-htv)
Anxiety disorders. Recurrent thoughts, avoidant behaviors, and repetitive requests for (---------->parasias)
reassurance can also occur in anxiety disorders. However, the recurrent thoughts that are (--------->para-subsume)
present in generalized anxiety disorder (i.e., worries) are usually about real-life concerns, (--------->meta-improvise)
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whereas the obsessions of OCD usually do not involve real-life concerns and can include (--------->para-signers)
content that is odd, irrational, or of a seemingly magical nature; moreover, compulsions (---------->metaalastair)
are often present and usually linked to the obsessions. Like individuals with OCD, individuals (--------->para-shalini)
with specific phobia can have a fear reaction to specific objects or situations; however, (---------->parafreytag)
in specific phobia the feared object is usually much more circumscribed, and rituals (---------->paramastectomy)
are not present. In social anxiety disorder (social phobia), the feared objects or situations (--------->para-interictal)
are limited to social interactions, and avoidance or reassurance seeking is focused on reducing (--------->ortho-apraxia)
this social fear. (---------->ortho-fleisher)
Major depressive disorder. OCD can be distinguished from the rumination of major (---------->ortholanguidness)
depressive disorder, in which thoughts are usually mood-congruent and not necessarily (---------->orthomedicai)
experienced as intrusive or distressing; moreover, ruminations are not linked to compulsions, (--------->meta-catecholamines)
as is typical in OCD. (---------->para-talkativeness)
Other obsessive-compulsive and related disorders. In body dysmorphic disorder, the (---------->orthoetrated)
obsessions and compulsions are limited to concerns about physical appearance; and in (---------->paradevious)
trichotillomania (hair-pulling disorder), the compulsive behavior is limited to hair pulling (---------->paracsemansky)
in the absence of obsessions. Hoarding disorder symptoms focus exclusively on the persistent (--------->meta-hypersomjiolence)
difficulty discarding or parting with possessions, marked distress associated with (---------->orthopennington)
discarding items, and excessive accumulation of objects. However, if an individual has obsessions (--------->ortho-commandeer)
that are typical of OCD (e.g., concerns about incompleteness or harm), and these (---------->para-traum)
obsessions lead to compulsive hoarding behaviors (e.g., acquiring all objects in a set to attain (--------->ortho-alleles)
a sense of completeness or not discarding old newspapers because they may contain (---------->orthobedside)
information that could prevent harm), a diagnosis of OCD should be given instead. (---------->para-girly)
Eating disorders. OCD can be distinguished from anorexia nervosa in that in OCD the (---------->paradissociation)
obsessions and compulsions are not limited to concerns about weight and food. (---------->meta-tracts)
Tics (in tic disorder) and stereotyped movements. A tic is a sudden, rapid, recurrent, (---------->metaroslyn)
nonrhythmic motor movement or vocalization (e.g., eye blinking, throat clearing). A stereotyped (--------->meta-impairs)
movement is a repetitive, seemingly driven, nonfunctional motor behavior (e.g., (---------->para-munson)
head banging, body rocking, self-biting). Tics and stereotyped movements are typically (---------->orthoaltshuler)
less complex than compulsions and are not aimed at neutralizing obsessions. However, (---------->paraapproximations)
distinguishing between complex tics and compulsions can be difficult. Whereas compulsions (--------->meta-mirtazapine)
are usually preceded by obsessions, tics are often preceded by premonitory sensory (---------->metasusto)
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urges. Some individuals have symptoms of both OCD and a tic disorder, in which case (---------->metasmothering)
both diagnoses may be warranted. (---------->ortho-deveiopment)
Psychotic disorders. Some individuals with OCD have poor insight or even delusional (---------->metabasu)
OCD beliefs. However, they have obsessions and compulsions (distinguishing their (---------->metaintoxicants)
condition from delusional disorder) and do not have other features of schizophrenia or (---------->metaprimacy)
schizoaffective disorder (e.g., hallucinations or formal thought disorder). (---------->ortho-aftercare)
Other compulsive-like behaviors. Certain behaviors are sometimes described as ''compulsive," (--------->para-reus)
including sexual behavior (in the case of paraphilias), gambling (i.e., gambling (---------->paraheartedness)
disorder), and substance use (e.g., alcohol use disorder). However, these behaviors differ (--------->meta-egocentrism)
from the compulsions of OCD in that the person usually derives pleasure from the activity (--------->para-resolves)
and may wish to resist it only because of its deleterious consequences. (---------->para-scrupulous)
Obsessive-compulsive personality disorder. Although obsessive-compulsive personality (---------->parahassad)
disorder and OCD have similar names, the clinical manifestations of these disorders (---------->metageyer)
are quite different. Obsessive-compulsive personality disorder is not characterized by intrusive (--------->ortho-hariton)
thoughts, images, or urges or by repetitive behaviors that are performed in response (---------->orthodaime)
to these intrusions; instead, it involves an enduring and pervasive maladaptive (---------->para-scant)
pattern of excessive perfectionism and rigid control. If an individual manifests symptoms (---------->parafecal)
of both OCD and obsessive-compulsive personality disorder, both diagnoses can be given. (--------->meta-apphcations)
Comorbidity (---------->meta-cofactors)
Individuals with OCD often have other psychopathology. Many adults with the disorder (---------->parahirschsprung)
have a lifetime diagnosis of an anxiety disorder (76%; e.g., panic disorder, social anxiety (--------->ortho-ruegg)
disorder, generalized anxiety disorder, specific phobia) or a depressive or bipolar disorder (--------->meta-conveys)
(63% for any depressive or bipolar disorder, with the most common being major depressive (--------->meta-fluctuates)
disorder [41%]). Onset of OCD is usually later than for most comorbid anxiety disorders (---------->metablunts)
(with the exception of separation anxiety disorder) and PTSD but often precedes that (---------->orthopatterning)
of depressive disorders. Comorbid obsessive-compulsive personality disorder is also (---------->orthoflexion)
common in individuals with OCD (e.g., ranging from 23% to 32%). (---------->meta-paucity)
Up to 30% of individuals with OCD also have a lifetime tic disorder. A comorbid tic (---------->parahypogonadal)
disorder is most common in males with onset of OCD in childhood. These individuals (---------->orthofaking)
tend to differ from those without a history of tic disorders in the themes of their OCD (---------->parainternment)
symptoms, comorbidity, course, and pattern of familial transmission. A triad of OCD, tic (---------->metaincite)
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disorder, and attention-deficit/hyperactivity disorder can also be seen in children. (---------->orthosqualor)
Disorders that occur more frequently in individuals with OCD than in those without (---------->orthochromatin)
the disorder include several obsessive-compulsive and related disorders such as body (---------->parahypogastric)
dysmorphic disorder, trichotillomania (hair-pulling disorder), and excoriation (skin-picking) (--------->meta-immaterial)
disorder. Finally, an association between OCD and some disorders characterized by (---------->parapertains)
impulsivity, such as oppositional defiant disorder, has been reported. (---------->ortho-idiom)
OCD is also much more common in individuals with certain other disorders than (---------->orthohachinski)
would be expected based on its prevalence in the general population; when one of those (--------->meta-belittle)
other disorders is diagnosed, the individual should be assessed for OCD as well. For example, (--------->ortho-yonkers)
in individuals with schizophrenia or schizoaffective disorder, the prevalence of (---------->orthononsubstance)
OCD is approximately 12%. Rates of OCD are also elevated in bipolar disorder; eating disorders, (--------->ortho-nongenital)
such as anorexia nervosa and bulimia nervosa; and Tourette's disorder. (---------->para-wess)
Body Dysmorphic Disorder (---------->meta-passivity)
Diagnostic Criteria 300.7 (F45.22) (---------->ortho-epileptogenic)
A. Preoccupation with one or more perceived defects or flaws in physical appearance that (--------->meta-directedness)
are not observable or appear slight to others. (---------->ortho-pronged)
B. At some point during the course of the disorder, the individual has performed repetitive (--------->meta-anotiier)
behaviors (e.g., mirror checking, excessive grooming, skin picking, reassurance seeking) (--------->para-intrusiveness)
or mental acts (e.g., comparing his or her appearance with that of others) in response (---------->metaclonic)
to the appearance concerns. (---------->ortho-metabolite)
C. The preoccupation causes clinically significant distress or impairment in social, occupational, (--------->meta-bahar)
or other important areas of functioning. (---------->para-absenteeism)
D. The appearance preoccupation is not better explained by concerns with body fat or (---------->orthoalpher)
weight in an individual whose symptoms meet diagnostic criteria for an eating disorder. (---------->metareinforcing)
Specify if: (---------->ortho-recoded)
With muscle dysmorphia: The individual is preoccupied with the idea that his or her (---------->parandetei)
body build is too small or insufficiently muscular. This specifier is used even if the individual (--------->meta-markw)
is preoccupied with other body areas, which is often the case. (---------->ortho-uninformed)
Specify if: (---------->para-alkaloids)
Indicate degree of insight regarding body dysmorphic disorder beliefs (e.g., “I look ugly” or (--------->meta-commonalities)
“I lool< deformed”). (---------->meta-dofumented)
With good or fair insight: The individual recognizes that the body dysmorphic disorder (---------->orthofag)
beliefs are definitely or probably not true or that they may or may not be true. (---------->ortho-voiced)
With poor insight: The individual thinks that the body dysmorphic disorder beliefs are (---------->metanightmares)
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probably true. (---------->ortho-underweight)
With absent insight/delusionai beliefs: The individual is completely convinced that (---------->metahonorfinancial)
the body dysmorphic disorder beliefs are true. (---------->ortho-coughing)
Diagnostic Features (---------->meta-bitterness)
Individuals with body dysmorphic disorder (formerly known as dysmorphophobia) are preoccupied (--------->ortho-arrogant)
with one or more perceived defects or flaws in their physical appearance, which (---------->orthononperformance)
they believe look ugly, unattractive, abnormal, or deformed (Criterion A). The perceived (---------->metamslt)
flaws are not observable or appear only slight to other individuals. Concerns range from (--------->ortho-prelingual)
looking "unattractive" or "not right" to looking "hideous" or "like a monster." Preoccupations (--------->ortho-verhulst)
can focus on one or many body areas, most commonly the skin (e.g., perceived (---------->metaemfield)
acne, scars, lines, wrinkles, paleness), hair (e.g., "thinning" hair or "excessive" body or facial (--------->ortho-restful)
hair), or nose (e.g., size or shape). However, any body area can be the focus of concern (--------->para-catastrophe)
(e.g., eyes, teeth, weight, stomach, breasts, legs, face size or shape, lips, chin, eyebrows, (--------->ortho-nomris)
genitals). Some individuals are concerned about perceived asymmetry of body areas. The (--------->para-observes)
preoccupations are intrusive, unwanted, time-consuming (occurring, on average, 3-8 (---------->paranptoms)
hours per day), and usually difficult to resist or control. (---------->meta-vivek)
Excessive repetitive behaviors or mental acts (e.g., comparing) are performed in response (--------->ortho-fink)
to the preoccupation (Criterion B). The individual feels driven to perform these behaviors, (--------->meta-vermetten)
which are not pleasurable and may increase anxiety and dysphoria. They are (---------->paraprognostic)
typically time-consuming and difficult to resist or control. Common behaviors are comparing (--------->ortho-neuroimaging)
one's appearance with that of other individuals; repeatedly checking perceived (---------->para-gaf)
defects in mirrors or other reflecting surfaces or examining them directly; excessively (---------->metayee)
grooming (e.g., combing, styling, shaving, plucking, or pulling hair); camouflaging (e.g., (---------->orthopsychophysiological)
repeatedly applying makeup or covering disliked areas with such things as a hat, clothing, (--------->para-tore)
makeup, or hair); seeking reassurance about how the perceived flaws look; touching disliked (--------->ortho-belinda)
areas to check them; excessively exercising or weight lifting; and seeking cosmetic (---------->metapyke)
procedures. Some individuals excessively tan (e.g., to darken "pale" skin or diminish perceived (--------->meta-caries)
acne), repeatedly change their clothes (e.g., to camouflage perceived defects), or (---------->metagsting)
compulsively shop (e.g., for beauty products). Compulsive skin picking intended to (---------->orthonormophihc)
improve perceived skin defects is common and can cause skin damage, infections, or (---------->orthodomanico)
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ruptured blood vessels. The preoccupation must cause clinically significant distress or impairment (--------->meta-hypercapnic)
in social, occupational, or other important areas of functioning (Criterion C); (---------->ortho-pfeiffer)
usually both are present. Body dysmofhic disorder must be differentiated from an eating (--------->meta-femandez)
disorder. (---------->para-immunodeficiency)
Muscle dysmorphia, a form of body dysmofhic disorder occurring almost exclusively (---------->ortholeukocytosis)
in males, consists of preoccupation with the idea that one's body is too small or insufficiently (--------->meta-invariably)
lean or muscular. Individuals with this form of the disorder actually have a normal- (---------->orthoembarrass)
looking body or are even very muscular. They may also be preoccupied with other (---------->orthopattem)
body areas, such as skin or hair. A majority (but not all) diet, exercise, and/or lift weights (--------->ortho-sleepless)
excessively, sometimes causing bodily damage. Some use potentially dangerous anabolicandrogenic (--------->ortho-elia)
steroids and other substances to try to make their body bigger and more muscular. (---------->paraperpetrators)
Body dysmorphic disorder by proxy is a form of body dysmorphic disorder in (---------->metahypomagnesemia)
which individuals are preoccupied with defects they perceive in another person's appearance. (--------->para-detrimental)
Insight regarding body dysmorphic disorder beliefs can range from good to absent/ (---------->metaincontrovertible)
delusional (i.e., delusional beliefs consisting of complete conviction that the individual's (---------->orthoeil)
view of their appearance is accurate and undistorted). On average, insight is poor; onethird (--------->para-ojo)
or more of individuals currently have delusional body dysmorphic disorder beliefs. (---------->orthomaccallum)
Individuals with delusional body dysmorphic disorder tend to have greater morbidity in (---------->metadilated)
some areas (e.g., suicidality), but this appears accounted for by their tendency to have (---------->pararosenstock)
more severe body dysmorphic disorder symptoms. (---------->ortho-cuyar)
Associated Features Supporting Diagnosis (---------->meta-sjnnptoms)
Many individuals with body dysmorphic disorder have ideas or delusions of reference, (---------->paradiaphoresis)
believing that other people take special notice of them or mock them because of how they (--------->meta-suppes)
look. Body dysmorphic disorder is associated with high levels of anxiety, social anxiety, (---------->metabaum)
social avoidance, depressed mood, neuroticism, and perfectionism as well as low extroversion (--------->para-impressionistic)
and low self-esteem. Many individuals are ashamed of their appearance and their (---------->paradyslexia)
excessive focus on how they look, and are reluctant to reveal their concerns to others. A (--------->ortho-promethazine)
majority of individuals receive cosmetic treatment to try to improve their perceived defects. (--------->para-rialon)
Dermatological treatment and surgery are most common, but any type (e.g., dental, (---------->paraprecipitant)
electrolysis) may be received. Occasionally, individuals may perform surgery on themselves. (--------->ortho-retching)
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Body dysmorphic disorder appears to respond poorly to such treatments and (---------->paraobscenities)
sometimes becomes worse. Some individuals take legal action or are violent toward the (--------->meta-hoang)
clinician because they are dissatisfied with the cosmetic outcome. (---------->meta-digitorum)
Body dysmorphic disorder has been associated with executive dysfunction and visual (---------->metajeopardizing)
processing abnormalities, with a bias for analyzing and encoding details rather than holistic (--------->para-yager)
or configurai aspects of visual stimuli. Individuals with this disorder tend to have a (---------->parasevenfold)
bias for negative and threatening interpretations of facial expressions and ambiguous scenarios. (--------->ortho-jumpiness)
Prevalence (---------->para-rownak)
The point prevalence among U.S. adults is 2.4% (2.5% in females and 2.2% in males). Outside (--------->ortho-muteness)
the United States (i.e., Germany), current prevalence is approximately 1.7%-1,8%, (---------->metaflapping)
with a gender distribution similar to that in the United States. The current prevalence is (---------->metagalvarino)
9%-15% among dermatology patients, 7%-8% among U.S. cosmetic surgery patients, 3%- (--------->para-yanovski)
16% among international cosmetic surgery patients (most studies), 8% among adult orthodontia (--------->ortho-erotomanie)
patients, and 10% among patients presenting for oral or maxillofacial surgery. (---------->meta-ili)
Deveiopment and Course (---------->ortho-kaur)
The mean age at disorder onset is 16-17 years, the median age at onset is 15 years, and the (--------->para-ersonal)
most common age at onset is 12-13 years. Two-thirds of individuals have disorder onset (--------->meta-wescott)
before age 18. Subclinical body dysmorphic disorder symptoms begin, on average, at age (--------->ortho-excreted)
12 or 13 years. Subclinical concerns usually evolve gradually to the full disorder, although (--------->para-whodas)
some individuals experience abrupt onset of body dysmorphic disorder. The disorder (---------->orthocll)
appears to usually be chronic, although improvement is likely when evidence-based (---------->orthopacing)
treatment is received. The disorder's clinical features appear largely similar in children/ (---------->parakroenke)
adolescents and adults. Body dysmofhic disorder occurs in the elderly, but little is known (--------->meta-srog)
about the disorder in this age group. Individuals with disorder onset before age 18 years (---------->paraopalesky)
are more likely to attempt suicide, have more comorbidity, and have gradual (rather than (--------->meta-anticholinesterase)
acute) disorder onset than those with adult-onset body dysmorphic disorder. (---------->ortho-nonliving)
Risk and Prognostic Factors (---------->meta-jaimelyn)
Environmental. " Body dysmorphic disorder has been associated with high rates of childhood (--------->meta-constructional)
neglect and abuse. (---------->para-marya)
Genetic and physiological. The prevalence of body dysmorphic disorder is elevated in (---------->metafankhanel)
first-degree relatives of individuals with obsessive-compulsive disorder (OCD). (---------->ortho-margo)
Culture-Reiated Diagnostic issues (---------->meta-rauenhorst)
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Body dysmorphic disorder has been reported internationally. It appears that the disorder (--------->ortho-stimulantrelated)
may have more similarities than differences across races and cultures but that cultural (---------->orthoapathy)
values and preferences may influence symptom content to some degree. Taijin kyofusho, (--------->meta-epileptogenic)
included in the traditional Japanese diagnostic system, has a subtype similar to body dysmorphic (--------->para-fourths)
disorder: shubo-kyofu ("the phobia of a deformed body"). (---------->para-litfin)
Gender-Reiated Diagnostic issues (---------->ortho-jana)
Females and males appear to have more similarities than differences in terms of most clinical (--------->meta-inte)
features— for example, disliked body areas, types of repehtive behaviors, symptom (---------->orthoperistent)
severity, suicidality, comorbidity, illness course, and receipt of cosmetic procedures for (---------->orthointerferes)
body dysmorphic disorder. However, males are more likely to have genital preoccupations, (--------->meta-othei)
and females are more likely to have a comorbid eating disorder. Muscle dysmorphia (---------->orthosynesthesias)
occurs almost exclusively in males. (---------->ortho-passively)
Suicide Risic (---------->meta-spani)
Rates of suicidal ideation and suicide attempts are high in both adults and children/adolescents (--------->para-ictally)
with body dysmorphic disorder. Furthermore, risk for suicide appears high in adolescents. (--------->ortho-supine)
A substantial proportion of individuals attribute suicidal ideation or suicide (---------->para-alarmed)
attempts primarily to their appearance concerns. Individuals with body dysmorphic disorder (--------->para-limitless)
have many risk factors for completed suicide, such as high rates of suicidal ideation (---------->orthochessick)
and suicide attempts, demographic characteristics associated with suicide, and high rates (--------->ortho-swallowed)
of comorbid major depressive disorder. (---------->ortho-prodromal)
Functionai Consequences of (---------->ortho-dreyer)
Body Dysmorphic Disorder (---------->meta-sweating)
Nearly all individuals with body dysmorphic disorder experience impaired psychosocial (---------->orthocols)
functioning because of their appearance concerns. Impairment can range from moderate (--------->para-ischemia)
(e.g., avoidance of some social situations) to extreme and incapacitating (e.g., being completely (--------->ortho-cols)
housebound). On average, psychosocial functioning and quality of life are markedly (---------->metahyperplasia)
poor. More severe body dysmorphic disorder symptoms are associated with poorer (---------->metamalnutrition)
functioning and quality of life. Most individuals experience impairment in their job, academic, (--------->para-polatajko)
or role functioning (e.g., as a parent or caregiver), which is often severe (e.g., performing (--------->meta-factitious)
poorly, missing school or work, not working). About 20% of youths with body (---------->metacharacteristically)
dysmorphic disorder report dropping out of school primarily because of their body dysmorphic (--------->ortho-rogowski)
disorder symptoms. Impairment in social functioning (e.g., social activities, relationships, (--------->meta-tansvestic)
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intimacy), including avoidance, is common. Individuals may be housebound (---------->ortho-tbis)
because of their body dysmorphic disorder symptoms, sometimes for years. A high proportion (--------->para-categorize)
of adults and adolescents have been psychiatrically hospitalized. (---------->meta-crossdressing)
Differential Diagnosis (---------->ortho-hypoalbuminemia)
Normal appearance concerns and clearly noticeable physical defects. Body dysmorphic (---------->paraneurasthenia)
disorder differs from normal appearance concerns in being characterized by excessive (---------->metatremors)
appearance-related preoccupations and repetitive behaviors that are time-consuming, (---------->metaepidemiological)
are usually difficult to resist or control, and cause clinically significant distress or impairment (--------->meta-vigilance)
in functioning. Physical defects that are clearly noticeable (i.e., not slight) are not (---------->para-khyal)
diagnosed as body dysmorphic disorder. However, skin picking as a symptom of body (---------->metafluoxetine)
dysmofhic disorder can cause noticeable skin lesions and scarring; in such cases, body dysmorphic (--------->para-paraphilias)
disorder should be diagnosed. (---------->para-deceive)
Eating disorders. In an individual with an eating disorder, concerns about being fat are (---------->metafimction)
considered a symptom of the eating disorder rather than body dysmorphic disorder. (---------->metastructurally)
However, weight concerns may occur in body dysmorphic disorder. Eating disorders and (--------->ortho-terrell)
body dysmorphic disorder can be comorbid, in which case both should be diagnosed. (---------->orthodlb)
Other obsessive-compulsive and related disorders. The preoccupations and repetitive (---------->orthomahajan)
behaviors of body dysmorphic disorder differ from obsessions and compulsions in OCD (---------->paravoineskos)
in that the former focus only on appearance. These disorders have other differences, such (--------->para-diurnal)
as poorer insight in body dysmofhic disorder. When skin picking is intended to improve (---------->orthomailutha)
the appearance of perceived skin defects, body dysmorphic disorder, rather than excoriation (--------->para-effortful)
(skin-picking) disorder, is diagnosed. When hair removal (plucking, pulling, or other (---------->metasuppressibility)
types of removal) is intended to improve perceived defects in the appearance of facial (---------->paraapprehension)
or body hair, body dysmofhic disorder is diagnosed rather than trichotillomania (hairpulling (--------->meta-detectable)
disorder). (---------->para-congestive)
Illness anxiety disorder. Individuals with body dysmorphic disorder are not preoccupied (---------->pararadov)
with having or acquiring a serious illness and do not have particularly elevated levels (---------->parasuperiority)
of somatization. (---------->meta-cued)
Major depressive disorder. The prominent preoccupation with appearance and excessive (--------->ortho-bifida)
repetitive behaviors in body dysmorphic disorder differentiate it from major depressive (---------->paradiscontinuation)
disorder. However, major depressive disorder and depressive symptoms are (---------->meta-caretaker)
common in individuals with body dysmofhic disorder, often appearing to be secondary (---------->metastagnation)
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to the distress and impairment that body dysmorphic disorder causes. Body dysmofhic (---------->metaconstructional)
disorder should be diagnosed in depressed individuals if diagnostic criteria for body dysmofhic (--------->ortho-inconclusive)
disorder are met. (---------->meta-hallucinating)
Anxiety disorders. Social anxiety and avoidance are common in body dysmorphic disorder. (--------->meta-restraining)
However, unlike social anxiety disorder (social phobia), agoraphobia, and avoidant (---------->orthobaddam)
personality disorder, body dysmorphic disorder includes prominent appearance-related (---------->orthojafet)
preoccupation, which may be delusional, and repetitive behaviors, and the social anxiety (--------->ortho-grn)
and avoidance are due to concerns about perceived appearance defects and the belief or (--------->meta-prostatic)
fear that other people will consider these individuals ugly, ridicule them, or reject them because (--------->para-palsies)
of their physical features. Unlike generalized anxiety disorder, anxiety and worry in (---------->paramasked)
body dysmofhic disorder focus on perceived appearance flaws. (---------->para-lapsing)
Psychotic disorders. Many individuals with body dysmorphic disorder have delusional (---------->orthocaywood)
appearance beliefs (i.e., complete conviction that their view of their perceived defects (---------->parakiefer)
is accurate), which is diagnosed as body dysmofhic disorder, with absent insight/ (---------->paramethylphenidate)
delusional beliefs, not as delusional disorder. Appearance-related ideas or delusions of (---------->metamoods)
reference are common in body dysmorphic disorder; however, unlike schizophrenia or (---------->metawartime)
schizoaffective disorder, body dysmofhic disorder involves prominent appearance preoccupations (--------->meta-vulvovaginal)
and related repetitive behaviors, and disorganized behavior and other psychotic (---------->orthoehvayne)
symptoms are absent (except for appearance beliefs, which may be delusional). (---------->metadysregulation)
Other disorders and symptoms. Body dysmorphic disorder should not be diagnosed if (---------->metanonhierarchical)
the preoccupation is limited to discomfort with or a desire to be rid of one's primary and/ (---------->metaexploitative)
or secondary sex characteristics in an individual with gender dysphoria or if the preoccupation (--------->ortho-tliis)
focuses on the belief that one emits a foul or offensive body odor as in olfactory (---------->orthononambiguous)
reference syndrome (which is not a DSM-5 disorder). Body identity integrity disorder (---------->metaanticipatory)
(apotemnophilia) (which is not a DSM-5 disorder) involves a desire to have a limb amputated (--------->meta-nussbaum)
to correct ^n experience of mismatch between a person's sense of body identity and (---------->orthokufiingisisa)
his or her actual anatomy. However, the concern does not focus on the limb's appearance, (--------->meta-habitual)
as it would in body dysmorphic disorder. Koro, a culturally related disorder that usually (---------->metamasculinity)
occurs in epidemics in Southeastern Asia, consists of a fear that the penis (labia, nipples, or (--------->ortho-maturation)
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breasts in females) is shrinking or retracting and will disappear into the abdomen, often (---------->orthoinsulted)
accompanied by a belief that death will result. Koro differs from body dysmorphic disorder (--------->meta-infrequent)
in several ways, including a focus on death rather than preoccupation with perceived (---------->pararecoveries)
ugliness. Dysmorphic concern (which is not a DSM-5 disorder) is a much broader construct (--------->para-alpher)
than, and is not equivalent to, body dysmorphic disorder. It involves symptoms reflecting (--------->meta-ranee)
an overconcern with slight or imagined flaws in appearance. (---------->para-insensitive)
Comorbidity (---------->meta-cocking)
Major depressive disorder is the most common comorbid disorder, with onset usually after (--------->para-haji)
that of body dysmorphic disorder. Comorbid social anxiety disorder (social phobia), (---------->orthocaressing)
OCD, and substance-related disorders are also common. (---------->meta-yohimbine)
Hoarding Disorder (---------->meta-jem)
Diagnostic Criteria 300.3 (F42) (---------->para-ninfa)
A. Persistent difficulty discarding or parting with possessions, regardless of their actual value. (--------->para-karnik)
B. This difficulty is due to a perceived need to save the items and to distress associated (---------->metadarci)
with discarding them. (---------->ortho-birmaher)
C. The difficulty discarding possessions results in the accumulation of possessions that (---------->metaninfa)
congest and clutter active living areas and substantially compromises their intended (---------->orthoprogressed)
use. If living areas are uncluttered, it is only because of the interventions of third parties (---------->metaovertreatment)
(e.g., family members, cleaners, authorities). (---------->para-pathophysiological)
D. The hoarding causes clinically significant distress or impairment in social, occupational, (--------->para-sanjurjo)
or other important areas of functioning (including maintaining a safe environment (---------->metagendered)
for self and others). (---------->meta-immunodeficiency)
E. The hoarding is not attributable to another medical condition (e.g., brain injury, cerebrovascular (--------->ortho-fv)
disease, Prader-Willi syndrome). (---------->para-irresponsible)
F. The hoarding is not better explained by the symptoms of another mental disorder (e.g., (--------->ortho-dysmo)
obsessions in obsessive-compulsive disorder, decreased energy in major depressive (---------->paraphasic)
disorder, delusions in schizophrenia or another psychotic disorder, cognitive deficits in (---------->paraprovoked)
major neurocognitive disorder, restricted interests in autism spectrum disorder). (---------->ortho-sldlls)
Specify if: (---------->para-fio)
With excessive acquisition: If difficulty discarding possessions is accompanied by excessive (--------->meta-scully)
acquisition of items that are not needed or for which there is no available space. (---------->orthofitzpatrick)
Specify if: (---------->para-hemorrhoids)
With good or fair insight: The individual recognizes that hoarding-related beliefs and (---------->metahorowitz)
behaviors (pertaining to difficulty discarding items, clutter, or excessive acquisition) are (---------->metadysthymia)
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problematic. (---------->ortho-supranuclear)
With poor insight: The individual is mostly convinced that hoarding-related beliefs (---------->paraneurologic)
and behaviors (pertaining to difficulty discarding items, clutter, or excessive acquisition) (---------->orthodenner)
are not problematic despite evidence to the contrary. (---------->ortho-holter)
With absent insight/deiusionai beliefs: The individual is completely convinced that (---------->parastylistic)
hoarding-related beliefs and behaviors (pertaining to difficulty discarding items, clutter, (---------->paraspatano)
or excessive acquisition) are not problematic despite evidence to the contrary. (---------->para-syntonic)
Specifiers (---------->meta-hecox)
With excessive acquisition. Approximately 80%-90% of individuals with hoarding (---------->metadysregulation)
disorder display excessive acquisition. The most frequent form of acquisition is excessive (--------->meta-hysterically)
buying, followed by acquisition of free items (e.g., leaflets, items discarded by others). (---------->metadiaphoresis)
Stealing is less common. Some individuals may deny excessive acquisition when first assessed, (--------->para-disarray)
yet it may appear later during the course of treatment. Individuals with hoarding (---------->paracoprophilia)
disorder typically experience distress if they are unable to or are prevented from acquiring (--------->para-antisocial)
items. (---------->meta-tsuang)
Diagnostic Features (---------->meta-lupus)
The essential feature of hoarding disorder is persistent difficulties discarding or parting (---------->paraclevenger)
with possessions, regardless of their actual value (Criterion A). The term persistent indicates (--------->meta-alertness)
a long-standing difficulty rather than more transient life circumstances that may lead (---------->orthocrauciuc)
to excessive clutter, such as inheriting property. The difficulty in discarding possessions (---------->metafolate)
noted in Criterion A refers to any form of discarding, including throwing away, selling, (---------->metamee)
giving away, or recycling. The main reasons given for these difficulties are the perceived (--------->para-overaroused)
utility or aesthetic value of the items or strong sentimental attachment to the possessions. (--------->para-decompensation)
Some individuals feel responsible for the fate of their possessions and often go to great (---------->orthoroula)
lengths to avoid being wasteful. Fears of losing important information are also common. (---------->metahypercarbia)
The most commonly saved items are newspapers, magazines, old clothing, bags, books, (--------->meta-mailutha)
mail, and paperwork, but virtually any item can be saved. The nature of items is not limited (--------->ortho-malaspina)
to possessions that most other people would define as useless or of limited value. (---------->parasimulating)
Many individuals collect and save large numbers of valuable things as well, which are often (--------->ortho-contrasted)
found in piles mixed with other less valuable items. (---------->meta-intranasal)
Individuals with hoarding disorder purposefully save possessions and experience distress (--------->para-whicii)
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when facing the prospect of discarding them (Criterion B). This criterion emphasizes (---------->metapathoiogicai)
that the saving of possessions is intentional, which discriminates hoarding disorder from (--------->ortho-hypoventilation)
other forms of psychopathology that are characterized by the passive accumulation of (---------->metageneticist)
items or the absence of distress when possessions are removed. (---------->meta-laria)
Individuals accumulate large numbers of items that fill up and clutter active living areas (---------->metaporphyria)
to the extent that their intended use is no longer possible (Criterion C). For example, (---------->parafemininity)
the individual may not be able to cook in the kitchen, sleep in his or her bed, or sit in a (---------->parajarrett)
chair. If the space can be used, it is only with great difficulty. Clutter is defined as a large (--------->para-complexion)
group of usually unrelated or marginally related objects piled together in a disorganized (---------->orthoschoolwork)
fashion in spaces designed for other purposes (e.g., tabletops, floor, hallway). Criterion C (--------->ortho-teic)
emphasizes the ''active" living areas of the home, rather than more peripheral areas, such (--------->ortho-nonmotor)
as garages, attics, or basements, that are sometimes cluttered in homes of individuals without (--------->meta-mescaline)
hoarding disorder. However, individuals with hoarding disorder often have possessions (---------->metasilvia)
that spill beyond the active living areas and can occupy and impair the use of other (---------->paradeceleration)
spaces, such as vehicles, yards, the workplace, and friends' and relatives' houses. In some (--------->meta-nape)
cases, living areas may be uncluttered because of the intervention of third parties (e.g., (---------->orthobefalling)
family members, cleaners, local authorities). Individuals who have been forced to clear (---------->metaimoderate)
their homes still have a symptom picture that meets criteria for hoarding disorder because (--------->para-opiates)
the lack of clutter is due to a third-party intervention. Hoarding disorder contrasts with (---------->orthomarginalization)
normative collecting behavior, which is organized and systematic, even if in some cases (--------->meta-nonsomatic)
the actual amount of possessions may be similar to the amount accumulated by an individual (--------->ortho-frustes)
with hoarding disorder. Normative collecting does not produce the clutter, distress, (---------->orthononspousal)
or impairment typical of hoarding disorder. (---------->ortho-quantifiably)
Symptoms (i.e., difficulties discarding and/or clutter) must cause clinically significant (---------->metabulimia)
distress or impairment in social, occupational, or other important areas of functioning, including (--------->meta-wager)
maintaining a safe environment for self and others (Criterion D). In some cases. (---------->ortho-riecher)
particularly when there is poor insight, the individual may not report distress, and the impairment (--------->ortho-pubic)
may apparent only to those around the individual. Hov^ever, any attempts to (---------->metasubserving)
discard or clear the possessions by third parties result in high levels of distress. (---------->ortho-bassiri)
Associated Features Supporting Diagnosis (---------->para-stedge)
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Other common features of hoarding disorder include indecisiveness, perfectionism, (---------->metanoreen)
avoidance, procrastination, difficulty planning and organizing tasks, and distractibility. (---------->orthohypogastric)
Some individuals with hoarding disorder live in unsanitary conditions that may be a logical (--------->meta-pooled)
consequence of severely cluttered spaces and/or that are related to planning and organizing (--------->ortho-manifesting)
difficulties. Animal hoarding can be defined as the accumulation of a large number (---------->metadruginduced)
of animals and a failure to provide minimal standards of nutrition, sanitation, and veterinary (--------->ortho-overemphasized)
care and to act on the deteriorating condition of the animals (including disease, starvation, (--------->meta-waldinger)
or death) and the environment (e.g., severe overcrowding, extremely unsanitary (---------->metaactivephase)
conditions). Animal hoarding may be a special manifestation of hoarding disorder. Most (---------->paradisbelief)
individuals who hoard animals also hoard inanimate objects. The most prominent differences (--------->para-larl)
between animal and object hoarding are the extent of unsanitary conditions and the (---------->metaholaway)
poorer insight in animal hoarding. (---------->meta-sedation)
Prevalence (---------->ortho-airw)
Nationally representative prevalence studies of hoarding disorder are not available. Community (--------->ortho-predate)
surveys estimate the point prevalence of clinically significant hoarding in the (---------->ortho-alkaloids)
United States and Europe to be approximately 2%-6%. Hoarding disorder affects both (---------->metaforesee)
males and females, but some epidemiological studies have reported a significantly greater (--------->meta-uninterrupted)
prevalence among males. This contrasts with clinical samples, which are predominantly (---------->metapathologized)
female. Hoarding symptoms appear to be almost three times more prevalent in older (---------->metaelie)
adults (ages 55-94 years) compared with younger adults (ages 34-44 years). (---------->para-joyner)
Development and Course (---------->para-mcvoy)
Hoarding appears to begin early in life and spans well into the late stages. Hoarding symptoms (--------->meta-ophthalmological)
may first emerge around ages 11-15 years, start interfering with the individual's everyday (--------->para-remorseful)
functioning by the mid-20s, and cause clinically significant impairment by the (---------->meta-chromatin)
mid-30s. Participants in clinical research studies are usually in their 50s. Thus, the severity (--------->ortho-embellishment)
of hoarding increases with each decade of life. Once symptoms begin, the course of hoarding (--------->ortho-ulcers)
is often chronic, with few individuals reporting a waxing and waning course. (---------->para-disordgrsall)
Pathological hoarding in children appears to be easily distinguished from developmentally (--------->para-adrenergic)
adaptive saving and collecting behaviors. Because children and adolescents (---------->ortho-liiin)
typically do not control their living environment and discarding behaviors, the possible (---------->orthoboulter)
intervention of third parties (e.g., parents keeping the spaces usable and thus reducing interference) (--------->ortho-individu)
should be considered when making the diagnosis. (---------->ortho-heizer)
Risk and Prognostic Factors (---------->ortho-famihal)
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Temperamental. Indecisiveness is a prominent feature of individuals with hoarding disorder (--------->meta-witchcraft)
and their first-degree relatives. (---------->meta-moffitt)
Environmental. Individuals with hoarding disorder often retrospectively report stressful (---------->paracompulsivg)
and traumatic life events preceding the onset of the disorder or causing an exacerbation. (--------->meta-bourgeois)
Genetic and physiological. Hoarding behavior is familial, with about 50% of individuals (---------->paratardif)
who hoard reporting having a relative who also hoards. Twin studies indicate that approximately (--------->meta-hypoxemic)
50% of the variability in hoarding behavior is attributable to additive genetic (---------->paracarcinogenic)
factors. (---------->ortho-dodds)
Culture-Related Diagnostic issues (---------->para-etiological)
While most of the research has been done in Western, industrialized countries and urban (--------->ortho-psychogenic)
communities, the available data from non-Western and developing countries suggest that (--------->ortho-launer)
hoarding is a universal phenomenon with consistent clinical features. (---------->ortho-subtler)
Gender-Related Diagnostic issues (---------->para-nfiedlcation)
The key features of hoarding disorder (i.e., difficulties discarding, excessive amount of (---------->parashuairuo)
clutter) are generally comparable in males and females, but females tend to display more (--------->ortho-keloidalis)
excessive acquisition, particularly excessive buying, than do males. (---------->ortho-farida)
Functional Consequences of Hoarding Disorder (---------->para-retinal)
Clutter impairs basic activities, such as moving through the house, cooking, cleaning, personal (--------->ortho-bobb)
hygiene, and even sleeping. Appliances may be broken, and utilities such as water (---------->paraallyson)
and electricity may be disconnected, as access for repair work may be difficult. Quality of (--------->meta-krell)
life is often considerably impaired. In severe cases, hoarding can put individuals at risk for (--------->ortho-yonas)
fire, falling (especially elderly individuals), poor sanitation, and other health risks. Hoarding (--------->meta-distractibility)
disorder is associated with occupational impairment, poor physical health, and high (---------->metapapenwork)
social service utilization. Family relationships are frequently under great strain. Conflict (---------->metahapp)
with neighbors and local authorities is common, and a substantial proportion of individuals (--------->para-facade)
with severe hoarding disorder have been involved in legal eviction proceedings, and (---------->metagroupings)
some have a history of eviction. (---------->meta-ithdrawal)
Differential Diagnosis (---------->para-kerschmann)
Other medical conditions. Hoarding disorder is not diagnosed if the symptoms are (---------->meta-ssific)
judged to be a direct consequence of another medical condition (Criterion E), such as traumatic (--------->meta-morphologically)
brain injury, surgical resection for treatment of a tumor or seizure control, cerebrovascular (--------->meta-unimportant)
disease, infections of the central nervous system (e.g., herpes simplex encephalitis), (---------->orthodikeos)
or neurogenetic conditions such as Prader-Willi syndrome. Damage to the anterior ventromedial (--------->meta-sarcastic)
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prefrontal and cingulate cortices has been particularly associated with the excessive (---------->orthogolfer)
accumulation of objects. In these individuals, the hoarding behavior is not present (---------->orthoasymptomatic)
prior to the onset of the brain damage and appears shortly after the brain damage occurs. (--------->meta-bums)
Some of these individuals appear to have little interest in the accumulated items and are (--------->meta-oculography)
able to discard them easily or do not care if others discard them, whereas others appear to (--------->meta-disordei)
be very reluctant to discard anything. (---------->ortho-miscarriage)
Neurodevelopmental disorders. Hoarding disorder is not diagnosed if the accumulation (---------->paradistracting)
of objects is judged to be a direct consequence of a neurodevelopmental disorder, such (---------->metaliallucinations)
as autism spectrum disorder or intellectual disability (intellectual developmental disorder). (--------->meta-differentially)
Schizophrenia spectrum and other psychotic disorders. Hoarding disorder is not diagnosed (--------->para-caucasians)
if the accumulation of objects is judged to be a direct consequence of delusions or (---------->metazapotec)
negative symptoms in schizophrenia spectrum and other psychotic disorders. (---------->para-opiate)
Major depressive episode. Hoarding disorder is not diagnosed if the accumulation of (---------->paramsdg)
objects is judged to be a direct consequence of psychomotor retardation, fatigue, or loss of (--------->para-woodall)
energy during a major depressive episode. (---------->para-amputated)
Obsessive-compulsive disorder. Hoarding disorder is not diagnosed if the symptoms (---------->orthomispronounce)
are judged to be a direct consequence of typical obsessions or compulsions, such as fears (--------->meta-andel)
of contamination, harm, or feelings of incompleteness in obsessive-compulsive disorder (---------->metacoercion)
(OCD). Feelings of incompleteness (e.g., losing one's identity, or having to document and (--------->ortho-sarcastic)
preserve all life experiences) are the most frequent OCD symptoms associated with this (--------->ortho-carrion)
form of hoarding. The accumulation of objects can also be the result of persistently avoiding (--------->meta-negates)
onerous rituals (e.g., not discarding objects in order to avoid endless washing or checking (--------->para-delmonico)
rituals). \ (---------->ortho-embarassment)
In OCD, the behavior is generally unwanted and highly distressing, and the individual experiences (--------->ortho-ileana)
no pleasure or reward from it. Excessive acquisition is usually not present; if excessive (---------->metadisorgar)
acquisition is present, items are acquired because of a specific obsession (e.g., the need to (--------->para-contradistinction)
buy items that have been accidentally touched in order to avoid contaminating other people), (--------->ortho-spironolactone)
not because of a genuine desire to possess the items. Individuals who hoard in the context of (--------->ortho-vasculature)
OCD are also more likely to accumulate bizarre items, such as trash, feces, urine, nails, hair, (--------->ortho-withhold)
used diapers, or rotten food. Accumulation of such items is very unusual in hoarding disorder. (--------->para-accompanies)

DSM-UPAX

498

When severe hoarding appears concurrently with other typical symptoms of OCD but (---------->metaestranged)
is judged to be independent from these symptoms, both hoarding disorder and OCD may (--------->ortho-hypoxemia)
be diagnosed. (---------->para-etiological)
Neurocognitive disorders. Hoarding disorder is not diagnosed if the accumulation of (---------->orthoprofess)
objects is judged to be a direct consequence of a degenerative disorder, such as neurocognitive (--------->ortho-immobility)
disorder associated with frontotemporal lobar degeneration or Alzheimer's disease. (---------->paracoinpiilsive)
Typically, onset of the accumulating behavior is gradual and follows onset of the neurocognitive (--------->ortho-recollection)
disorder. The accumulating behavior may be accompanied by self-neglect and (---------->metaphrasing)
severe domestic squalor, alongside other neuropsychiatric symptoms, such as disinhibition, (--------->para-cutpoint)
gambling, rituals/stereotypies, tics, and self-injurious behaviors. (---------->meta-painstaking)
Comorbidity (---------->ortho-orthostasis)
Approximately 75% of individuals with hoarding disorder have a comorbid mood or anxiety (--------->ortho-bhui)
disorder. The most common comorbid conditions are major depressive disorder (up (---------->metamiriimize)
to 50% of cases), social anxiety disorder (social phobia), and generalized anxiety disorder. (--------->ortho-walce)
Approximately 20% of individuals with hoarding disorder also have symptoms that meet (---------->metafeahires)
diagnostic criteria for OCD. These comorbidities may often be the main reason for consultation, (--------->meta-hypoadrenocorticism)
because individuals are unlikely to spontaneously report hoarding symptoms, and (---------->metastructurally)
these symptoms are often not asked about in routine clinical interviews. (---------->ortho-jikoshu)
Trichotillomania (Hair-Pulling Disorder) (---------->meta-ccs)
Diagnostic Criteria 312.39 (F63.2) (---------->para-remits)
A. Recurrent pulling out of one’s hair, resulting in hair loss. (---------->meta-luloderate)
B. Repeated attempts to decrease or stop hair pulling. (---------->para-distinguishes)
C. The hair pulling causes clinically significant distress or impairment in social, occupational, (--------->ortho-dirtiness)
or other important areas of functioning. (---------->para-zinbarg)
D. The hair pulling or hair loss is not attributable to another medical condition (e.g., a dermatological (--------->meta-kalpakci)
condition). (---------->para-suppes)
E. The hair pulling is not better explained by the symptoms of another mental disorder (---------->metacramps)
(e.g., attempts to improve a perceived defect or flaw in appearance in body dysmorphic (---------->paraintractable)
disorder). (---------->para-causative)
Diagnostic Features (---------->para-amnesic)
The essential feature of trichotillomania (hair-pulling disorder) is the recurrent pulling out (--------->ortho-chewed)
of one's own hair (Criterion A). Hair pulling may occur from any region of the body in (---------->metablinking)
which hair grows; the most common sites are the scalp, eyebrows, and eyelids, while less (--------->ortho-deceit)
common sites are axillary, facial, pubic, and peri-rectal regions. Hair-pulling sites may (---------->paraforeplay)
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vary over time. Hair pulling may occur in brief episodes scattered throughout the day or (---------->paraunderestimation)
during less frequent but more sustained periods that can continue for hours, and such hair (--------->para-aggravation)
pulling may endure for months or years. Criterion A requires that hair pulling lead to hair (--------->ortho-ictal)
loss, although individuals with this disorder may pull hair in a widely distributed pattern (---------->paraparanoia)
(i.e., pulling single hairs from all over a site) such that hair loss may not be clearly visible. (--------->meta-ophthalmological)
Alternatively, individuals may attempt to conceal or camouflage hair loss (e.g., by using (---------->orthoenticing)
makeup, scarves, or wigs). Individuals with trichotillomania have made repeated attempts (--------->ortho-recoded)
to decrease or stop hair pulling (Criterion B). Criterion C indicates that hair pulling (---------->orthoundisturbed)
causes clinically significant distress or impairment in social, occupational, or other important (--------->meta-yawning)
areas of functioning. The term distress includes negative affects that may be experienced (--------->ortho-covertness)
by individuals with hair pulling, such as feeling a loss of control, embarrassment, (---------->ortho-bunt)
and shame. Significant impairment may occur in several different areas of functioning (---------->orthocambodians)
(e.g., social, occupational, academic, and leisure), in part because of avoidance of work, (--------->ortho-splittgerber)
school, or other public situations. (---------->para-nonmaltreatment)
Associated Features Supporting Diagnosis (---------->meta-nonsocial)
Hair pulling may be accompanied by a range of behaviors or rituals involving hair. Thus, (--------->meta-joachim)
individuals may search for a particular kind of hair to pull (e.g., hairs with a specific texture (--------->ortho-reclassified)
or color), may try to pull out hair in a specific way (e.g., so that the root comes out intact), (--------->ortho-fourfold)
or may visually examine or tactilely or orally manipulate the hair after it has been (---------->para-fissure)
pulled (e.g., rolling the hair between the fingers, pulling the strand between the teeth, biting (--------->para-porfiri)
the hair into pieces, or swallowing the hair). (---------->para-ehrensaft)
Hair pulling may also be preceded or accompanied by various emotional states; it may (---------->metathinner)
be triggered by feelings of anxiety or boredom, may be preceded by an increasing sense of (--------->meta-godbole)
tension (either immediately before pulling out the hair or when attempting to resist the (---------->orthoundisturbed)
urge to pull), or may lead to gratification, pleasure, or a sense of relief when the hair is (---------->metaocchiu)
pulled out. Hair-pulling behavior may involve varying degrees of conscious awareness, (---------->metaanxiolyhc)
with some individuals displaying more focused attention on the hair pulling (with preceding (--------->meta-polydrug)
tension and subsequent relief), and other individuals displaying more automatic (---------->orthojustifications)
behavior (in which the hair pulling seems to occur without full awareness). Many individuals (--------->meta-ranting)
report a mix of both behavioral styles. Some individuals experience an "itch-like" or (---------->metasubtypes)
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tingling sensation in the scalp that is alleviated by the act of pulling hair. Pain does not (---------->parajoking)
usually accompany hair pulling. (---------->para-reenactment)
Patterns of hair loss are highly variable. Areas of complete alopecia, as well as areas of (--------->ortho-supraventricular)
thinned hair density, are common. When the scalp is involved, there may be a predilection (--------->para-perturbed)
for pulling out hair in the crown or parietal regions. There may be a pattern of nearly complete (--------->ortho-malaise)
baldness except for a narrow perimeter around the outer margins of the scalp, particularly (--------->meta-kachapis)
at the nape of the neck ("tonsure trichotillomania"). Eyebrows and eyelashes may (---------->para-lobes)
be completely absent. (---------->meta-multifocal)
Hair pulling does not usually occur in the presence of other individuals, except immediate (--------->meta-mccloskey)
family members. Some individuals have urges to pull hair from other individuals (---------->metaprecipitate)
and may sometimes try to find opportunities to do so surreptitiously. Some individuals (---------->paranondisclosing)
may pull hairs from pets, dolls, and other fibrous materials (e.g., sweaters or carpets). (---------->paraconstriction)
Some individuals may deny their hair pulling to others. The majority of individuals with (---------->orthoissa)
trichotillomania also have one or more other body-focused repetitive behaviors, including (--------->para-vaiscular)
skin picking, nail biting, and lip chewing. (---------->ortho-exacerbations)
Prevaience (---------->ortho-narcissistic)
In the general population, the 12-month prevalence estimate for trichotillomania in adults (--------->meta-mokhtar)
and adolescents is l%-2%. Females are more frequently affected than males, at a ratio of (--------->para-polydrug)
approximately 10:1. This estimate likely reflects the true gender ratio of the condition, although (--------->ortho-sel)
it may also reflect differential treatment seeking based on gender or cultural attitudes (---------->metabahlburg)
regarding appearance (e.g., acceptance of normative hair loss among males). (---------->meta-lina)
Among children with trichotillomania, males and females are more equally represented. (---------->paraoutnumber)
Development and Course (---------->ortho-amalgam)
Hair pulling maÿ be seen in infants, and this behavior typically resolves during early development. (--------->meta-misrepresent)
Onset of hair pulling in trichotillomania most commonly coincides with, or follows (---------->paraantihypertensive)
the onset of, puberty. Sites of hair pulling may vary over time. The usual course of trichotillomania (--------->ortho-jankord)
is chronic, with some waxing and waning if the disorder is untreated. Symptoms may (---------->parahallucinogeninduced)
possibly worsen in females accompanying hormonal changes (e.g., menstruation, perimenopause). (--------->para-hematology)
For some individuals, the disorder may come and go for weeks, months, or years at a (---------->paramultisensory)
time. A minority of individuals remit without subsequent relapse within a few years of onset. (--------->meta-devising)
Risk and Prognostic Factors (---------->meta-qj)
Genetic and physiological. There is evidence for a genetic vulnerability to trichotillomania. (--------->para-abandoning)
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The disorder is more common in individuals with obsessive-compulsive disorder (---------->para-cesar)
(OCD) and their first-degree relatives than in the general population. (---------->ortho-dbms)
Cuiture-Related Diagnostic issues (---------->para-wittchen)
Trichotillomania appears to manifest similarly across cultures, although there is a paucity (--------->para-cognizant)
of data from non-Westem regions. (---------->para-helpseeking)
Diagnostic iVlarlcers (---------->ortho-ataxia)
Most individuals with trichotillomania admit to hair pulling; thus, dermatopathological (---------->orthodurations)
diagnosis is rarely required. Skin biopsy and dermoscopy (or trichoscopy) of trichotillomania (--------->para-aggressiveness)
are able to differentiate the disorder from other causes of alopecia. In trichotillomania, (---------->parapharyngeal)
dermoscopy shows a range of characteristic features, including decreased hair (---------->orthojaneane)
density, short vellus hair, and broken hairs with different shaft lengths. (---------->ortho-intracranial)
Functional Consequences of (---------->meta-pudendal)
Triciiotiiiomania (Hair-Puliing Disorder) (---------->ortho-incompleteness)
Trichotillomania is associated with distress as well as with social and occupational impairment. (--------->para-famihal)
There may be irreversible damage to hair growth and hair quality. Infrequent medical (---------->metahernia)
consequences of trichotillomania include digit purpura, musculoskeletal injury (e.g., (---------->paracharee)
carpal tunnel syndrome; back, shoulder and neck pain), blepharitis, and dental damage (---------->paradistinctly)
(e.g., worn or broken teeth due to hair biting). Swallowing of hair (trichophagia) may lead (--------->para-methylamphetamine)
to trichobezoars, with subsequent anemia, abdominal pain, hematemesis, nausea and (---------->metamanisha)
vomiting, bowel obstruction, and even perforation. (---------->para-cyclohexamine)
Differential Diagnosis (---------->para-strassnig)
Normative hair removal/manipulation. Trichotillomania should not be diagnosed when (---------->orthosldlls)
hair removal is performed solely for cosmetic reasons (i.e., to improve one's physical appearance). (--------->meta-mitigates)
Many individuals twist and play with their hair, but this behavior does not usually (---------->para-sniffing)
qualify for a diagnosis of trichotillomania. Some individuals may bite rather than pull (---------->paramisdiagnosed)
hair; again, this does not qualify for a diagnosis of trichotillomania. (---------->para-lengthier)
Other obsessive-compulsive and related disorders. Individuals with OCD and symmetry (---------->paracheered)
concerns may pull out hairs as part of their symmetry rituals, and individuals with (---------->orthogautam)
body dysmorphic disorder may remove body hair that they perceive as ugly, asymmetrical, (--------->para-ohr)
or abnormal; in such cases a diagnosis of trichotillomania is not given. The description (---------->parageppert)
of body-focused repetitive behavior disorder in other specified obsessive-compulsive and (--------->ortho-disturiiance)
related disorder excludes individuals who meet diagnostic criteria for trichotillomania. (---------->paramoaning)
Neurodevelopmental disorders. In neurodevelopmental disorders, hair pulling may (---------->orthoprematurely)
meet the definition of stereotypies (e.g., in stereotypic movement disorder). Tics (in tic disorders) (--------->para-annoys)
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rarely lead to hair pulling. (---------->ortho-cru)
Psychotic disorder. Individuals with a psychotic disorder may remove hair in response (---------->metasniff)
to a delusion or hallucination. Trichotillomania is not diagnosed in such cases. (---------->para-eviction)
Another medical condition. Trichotillomania is not diagnosed if the hair pulling or hair (---------->orthoprecludes)
loss is attributable to another medical condition (e.g., inflammation of the skin or other dermatological (--------->para-persisted)
conditions). Other causes of scarring alopecia (e.g., alopecia areata, androgenic (---------->metaoveranxious)
alopecia, telogen effluvium) or nonscarring alopecia (e.g., chronic discoid lupus erythematosus, (--------->meta-comorbidities)
lichen planopilaris, central centrifugal cicatricial alopecia, pseudopelade, folliculitis (---------->metacerhan)
decalvans, dissecting foUiculitis, acne keloidalis nuchae) should be considered in individuals (--------->para-insensitive)
with hair loss who deny hair pulling. Skin biopsy or dermoscopy can be used to differentiate (--------->para-consciously)
individuals with trichotillomania from those with dermatological disorders. (---------->para-slapping)
Substance-related disorders. Hair-pulling symptoms may be exacerbated by certain (---------->metajavier)
substances—for example, stimulants—^but it is less likely that substances are the primary (--------->para-sarmukaddam)
cause of persistent hair pulling. (---------->meta-sel)
Comorbidity (---------->para-ffm)
Trichotillomania is often accompanied by other mental disorders, most commonly major (---------->metaail)
depressive disorder and excoriation (skin-picking) disorder. Repetitive body-focused (---------->para-gio)
symptoms other than hair pulling or skin picking (e.g. nail biting) occur in the majority of (---------->paraskewed)
individuals with trichotillomania and may deserve an additional diagnosis of other specified (--------->meta-syphilis)
obsessive-compulsive and related disorder (i.e., body-focused repetitive behavior (---------->metacomparatively)
disorder). (---------->para-rigidity)
Excoriation (Skin-Picking) Disorder (---------->ortho-anticholinesterase)
Diagnostic Criteria 698.4 (L98.1) (---------->para-nock)
A. Recurrent skin picking resulting in skin lesions. (---------->para-digressive)
B. Repeated attempts to decrease or stop skin picking. (---------->ortho-bhang)
C. The skin picking causes clinically significant distress or impairment in social, occupational, (--------->ortho-relived)
or other important areas of functioning. (---------->ortho-atter)
D. The skin picking is not attributable to the physiological effects of a substance (e.g., cocaine) (--------->para-cheered)
or another medical condition (e.g., scabies). (---------->meta-diurnal)
E. The skin picking is not better explained by symptoms of another mental disorder (e.g., (--------->meta-monothetic)
delusions or tactile hallucinations in a psychotic disorder, attempts to improve a perceived (--------->ortho-jeslina)
defect or flaw in appearance in body dysmorphic disorder, stereotypies in stereotypic (---------->paranormophihc)
movement disorder, or intention to harm oneself in nonsuicidal self-injury). (---------->meta-auickiv)
Diagnostic Features (---------->ortho-shona)
The essential feature of excoriation (skin-picking) disorder is recurrent picking at one's (---------->orthopopping)

DSM-UPAX

503

own skin (Criterion A). The most commonly picked sites are the face, arms, and hands, but (--------->para-psycliiatry)
many individuals pick from multiple body sites. Individuals may pick at healthy skin, at (---------->orthotardif)
minor skin irregularities, at lesions such as pimples or calluses, or at scabs from previous (--------->ortho-perseverant)
picking. Most individuals pick with their fingernails, although many use tweezers, pins, (---------->paradevlin)
or other objects. In addition to skin picking, there may be skin rubbing, squeezing, lancing, (--------->meta-hypersomjiolence)
and biting. Individuals with excoriation disorder often spend significant amounts of time (---------->orthofflin)
on their picking behavior, sometimes several hours per day, and such skin picking may (---------->orthobum)
endure for months or years. Criterion A requires that skin picking lead to skin lesions, although (--------->para-drooping)
individu^als with this disorder often attempt to conceal or camouflage such lesions (---------->metadysmorphology)
(e.g., with makeup or clothing). Individuals with excoriation disorder have made repeated (--------->para-replicative)
attempts to decrease or stop skin picking (Criterion B). (---------->ortho-throbbing)
Criterion C indicates that skin picking causes clinically significant distress or impairment (---------->metathyroxine)
in social, occupational, or other important areas of functioning. The term distress includes (--------->para-subsumed)
negative affects that may be experienced by individuals with skin picking, such as (---------->meta-terrie)
feeling a loss of control, embarrassment, and shame. Significant impairment may occur in (--------->para-ainway)
several different areas of functioning (e.g., social, occupational, academic, and leisure), in (--------->para-ganser)
part because of avoidance of social situations. (---------->meta-infanticide)
Associated Features Supporting Diagnosis (---------->meta-suppes)
Skin picking may be accompanied by a range of behaviors or rihials involving skin or scabs. (--------->meta-cautionary)
Thus, individuals may search for a particular kind of scab to pull, and they may examine, (--------->para-strgssor)
play with, or mouth or swallow the skin after it has been pulled. Skin picking may also be preceded (--------->ortho-monoamine)
or accompanied by various emotional states. Skin picking may be triggered by feelings (---------->metahartlage)
of anxiety or boredom, may be preceded by an increasing sense of tension (either immediately (--------->meta-ramifications)
before picking the skin or when attempting to resist the urge to pick), and may lead to (---------->parahamper)
gratification, pleasure, or a sense of relief when the skin or scab has been picked. Some individuals (--------->meta-plethysmography)
report picking in response to a minor skin irregularity or to relieve an uncomfortable (---------->orthoimmobilization)
bodily sensation. Pain is not routinely reported to accompany skin picking. Some individuals (--------->ortho-atherosclerosis)
engage in skin picking that is more focused (i.e., with preceding tension and subsequent relief), (--------->para-dienstmaier)
whereas others engage in more automatic picking (i.e., when skin picking occurs without (--------->meta-peaking)
preceding tension and without full awareness), and many have a mix of both behavioral (---------->orthoanalgesics)
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styles. Skin picking does not usually occur in the presence of other individuals, except immediate (--------->ortho-prosocial)
faniily members. Some individuals report picking the skin of others. (---------->para-tingling)
Prevaience (---------->ortho-amow)
In the general population, the lifetime prevalence for excoriation disorder in adults is 1.4% (--------->meta-guillemet)
or somewhat higher. Three-quarters or more of individuals with the disorder are female. (---------->metamisfortune)
This likely reflects the true gender ratio of the condition, although it may also reflect differential (--------->ortho-breathingrelated)
treatment seeking based on gender or cultural attitudes regarding appearance. (---------->paradanenberg)
Development and Course (---------->ortho-psychiosis)
Although individuals with excoriation disorder may present at various ages, the skin picking (--------->para-nasopharynx)
most often has onset during adolescence, commonly coinciding with or following the (---------->paraespinoza)
onset of puberty. The disorder frequently begins with a dermatological condition, such (---------->metashowering)
as acne. Sites of skin picking may vary over time. The usual course is chronic, with some (--------->meta-iviental)
waxing and waning if untreated. For some individuals, the disorder may come and go for (--------->meta-stimulantrelated)
weeks, months, or years at a time. (---------->ortho-sastry)
R i s k and Prognostic Factors (---------->ortho-callie)
Genetic and physiological. Excoriation disorder is more common in individuals with (---------->parasnobbish)
obsessive-compulsive disorder (OCD) and their first-degree family members than in the (---------->orthorgl)
general population. (---------->meta-implying)
Diagnostic iVlaricers (---------->meta-ipecac)
Most individuals with excoriation disorder admit to skin picking; therefore, dermatopathological (--------->para-osa)
diagnosis is rarely required. However, the disorder may have characteristic (---------->para-mintzer)
features on histopathology. (---------->para-verhulst)
Functional Consequences of (---------->ortho-discord)
Excoriation (Sl(in-Picicing) Disorder (---------->para-stingy)
Excoriation disorder is associated with distress as well as with social and occupational impairment. (--------->meta-femandez)
The majority of individuals with this condition spend at least 1 hour per day (---------->para-ttie)
picking, thinking about picking, and resisting urges to pick. Many individuals report (---------->paranonparental)
avoiding social or entertainment events as well as going out in public. A majority of individuals (--------->meta-khalid)
with the disorder also report experiencing work interference from skin picking on (---------->orthodisillusionment)
at least a daily or weekly basis. A significant proportion of students with excoriation disorder (--------->meta-endocrinological)
report having missed school, having experienced difficulties managing responsibilities (---------->orthokyphoscoliosis)
at school, or having had difficulties studying because of skin picking. Medical complications (--------->para-conveying)
of skin picking include tissue damage, scarring, and infection and can be life-threatening. (--------->para-tolin)
Rarely, synovitis of the wrists due to chronic picking has been reported. Skin picking (---------->metaoffending)
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often results in significant tissue damage and scarring. It frequently requires antibiotic treatment (--------->meta-neuroimaging)
for infection, and on occasion it may require surgery. (---------->ortho-barsky)
Differential Diagnosis (---------->para-lupus)
Psychotic disorder. Skin picking may occur in response to a delusion (i.e., parasitosis) (---------->paramalnutrition)
or tactile hallucination (i.e., formication) in a psychotic disorder. In such cases, excoriation (--------->meta-muskin)
disorder should not be diagnosed. (---------->meta-zippers)
Other obsessive-compulsive and related disorders. Excessive washing compulsions (---------->paraimild)
in response to contamination obsessions in individuals with OCD may lead to skin lesions, (--------->para-obscured)
and skin picking may occur in individuals with body dysmorphic disorder who pick their (---------->metapsych)
skin solely because of appearance concerns; in such cases, excoriation disorder should not (--------->meta-icsd)
be diagnosed. The description of body-focused repetitive behavior disorder in other specified (--------->para-tramautic)
obsessive-compulsive and related disorder excludes individuals whose symptoms (---------->parameditative)
meet diagnostic criteria for excoriation disorder. (---------->para-detrusor)
Neurodevelopmental disorders. While stereotypic movement disorder may be characterized (--------->ortho-antagonistic)
by repetitive self-injurious behavior, onset is in the early developmental period. (---------->para-glorisa)
For example, individuals with the neurogenetic condition Prader-Willi syndrome may (---------->pararecognizable)
have early onset of skin picking, and their symptoms may meet criteria for stereotypic (---------->metadeficii)
movement disorder. While tics in individuals with Tourette's disorder may lead to selfinjury, (--------->meta-extremity)
the behavior is not tic-like in excoriation disorder. (---------->ortho-asjnnptomatic)
Somatic symptom and related disorders. Excoriation disorder is not diagnosed if the (---------->metacontrasts)
skin lesion is primarily attributable to deceptive behaviors in factitious disorder. (---------->para-laria)
Other disorders. Excoriation disorder is not diagnosed if the skin picking is primarily (---------->orthoimpressionistic)
attributable to the intention to harm oneself that is characteristic of nonsuicidal self-injury. (--------->ortho-constructional)
Other medical conditions. Excoriation disorder is not diagnosed if the skin picking is (---------->metarcxser)
primarily attributable to another medical condition. For example, scabies is a dermatological (--------->ortho-shupinka)
condition invariably associated with severe itching and scratching. However, excoriation (---------->paralauner)
disorder may be precipitated or exacerbated by an underlying dermatological (---------->metadissipates)
condition. For example, acne may lead to some scratching and picking, which may also be (--------->para-causative)
associated with comorbid excoriation disorder. The differentiation between these two (---------->paramcquistion)
clirücal situations (acne with some scratching and picking vs. acne with comorbid excoriation (--------->para-gels)
disorder) requires an assessment of the extent to which the individual's skin picking (---------->orthohallway)
has become independent of the underlying dermatological condition. (---------->ortho-procarbazine)
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Substance/medication-induced disorders. Skin-picking symptoms may also be induced (---------->orthocryptococcus)
by certain substances (e.g., cocaine), in which case excoriation disorder should not be diagnosed. (--------->para-playmates)
If such skin picking is clinically significant, then a diagnosis of substance/medication- (---------->metahirschsprung)
induced obsessive-compulsive and related disorder should be considered. (---------->meta-farhan)
Comorbidity (---------->para-embark)
Excoriation disorder is often accompanied by other mental disorders. Such disorders include (--------->para-complicate)
OCD and trichotillomania (hair-pulling disorder), as well as major depressive disorder. (---------->orthoprofessed)
Repetitive body-focused symptoms other than skin picking and hair pulling (e.g., (---------->orthohauger)
nail biting) occur in many individuals with excoriation disorder and may deserve an additional (--------->para-trimethobenzamide)
diagnosis of other specified obsessive-compulsive and related disorder (i.e., (---------->metamilliseconds)
body-focused repetitive behavior disorder). (---------->ortho-fearfulness)
Substance/Medication-Induced (---------->meta-deserving)
Obsessive-Compulsive and Related Disorder (---------->meta-imoving)
Diagnostic Criteria (---------->para-tiptoes)
A. Obsessions, compulsions, skin picking, hair pulling, other body-focused repetitive behaviors, (--------->ortho-waraich)
or other symptoms characteristic of the obsessive-compulsive and related disorders (---------->orthotardiness)
predominate in the clinical picture. (---------->meta-raho)
B. There is evidence from the history, physical examination, or laboratory findings of both (--------->meta-nonparental)
(1)and (2): (---------->meta-caricature)
1. The symptoms in Criterion A developed during or soon after substance intoxication (---------->metameianchoiic)
or withdrawal or after exposure to a medication. (---------->meta-addipossible)
2. The involved substance/medication is capable of producing the symptoms in Criterion (---------->parallness)
A. (---------->para-karimi)
C. The disturbance is not better explained by an obsessive-compulsive and related disorder (--------->meta-emphasizing)
that is not substance/medication-induced. Such evidence of an independent obsessive- (---------->orthoindecision)
compulsive and related disorder could include the following: (---------->meta-picky)
The symptoms precede the onset of the substance/medication use; the symptoms (---------->metaneurologic)
persist for a substantial period of time (e.g., about 1 month) after the cessation of acute (---------->orthorecurrences)
withdrawal or severe intoxication; or there is other evidence suggesting the existence (---------->metadaime)
of an independent non-substance/medication-induced obsessive-compulsive (---------->meta-delusions)
and related disorder (e.g., a history of recurrent non-substance/medicationrelated (---------->parabassiri)
episodes). (---------->ortho-mugged)
D. The disturbance does not occur exclusively during the course of a delirium. (---------->ortho-boulter)
E. The disturiiance causes clinically significant distress or impairment in social, occupational, (--------->ortho-irreversible)
or other important areas of functioning. (---------->para-shamed)
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Note: This diagnosis should be made in addition to a diagnosis of substance intoxication (--------->para-wasell)
or substance withdrawal only when the symptoms in Criterion A predominate in the clinical (--------->meta-vandalizing)
picture and are sufficiently severe to warrant clinical attention. (---------->ortho-reefers)
Coding note: The ICD-9-CM and ICD-10-CM codes for the [specific substance/medication]- (--------->meta-bansal)
induced obsessive-compulsive and related disorders are indicated in the table below. (---------->metamurmuring)
Note that the ICD-10-CM code depends on whether or not there is a comorbid substance (--------->meta-expulsion)
use disorder present for the same class of substance. If a mild substance use disorder is (--------->para-rosenstock)
comorbid with the substance-induced obsessive-compulsive and related disorder, the 4th (--------->ortho-fearfulness)
position character is “1 and the clinician should record “mild [substance] use disorder” (---------->metawalkup)
before the substance-induced obsessive-compulsive and related disorder (e.g., “mild cocaine (--------->para-overaroused)
use disorder with cocaine-induced obsessive-compulsive and related disorder"). If (---------->paraineptitude)
a moderate or severe substance use disorder is comorbid with the substance-induced obsessive- (--------->meta-baystate)
compulsive and related disorder, the 4th position character is “2,” and the clinician (---------->parabeaudoin)
should record “moderate [substance] use disorder” or “severe [substance] use disorder,” (--------->ortho-insomnias)
depending on the severity of the comorbid substance use disorder. If there Is no comorbid (--------->para-selfmutilation)
substance use disorder (e.g., after a one-time heavy use of the substance), then the 4th (--------->meta-rollin)
position character is “9,” and the clinician should record only the substance-induced obsessive- (--------->meta-unknovm)
compulsive and related disorder. (---------->ortho-keloidalis)
ICD-10-CM (---------->ortho-ineffectiveness)
ICD-9-CIVI (---------->para-meianchoiic)
With use (---------->ortho-jamison)
disorder, (---------->ortho-ahson)
mild (---------->ortho-longitudinally)
With use (---------->ortho-characterizes)
disorder, (---------->para-selfadministration)
moderate (---------->ortho-eyelids)
or severe (---------->meta-silvia)
Without (---------->meta-mythical)
use (---------->para-pollack)
disorder (---------->para-mirrored)
Amphetamine (or other (---------->ortho-snorted)
stimulant) (---------->ortho-flipping)
292.89 F15.188 F15.288 F15.988 (---------->ortho-invulnerability)
Cocaine 292.89 F14.188 FI 4.288 F14.988 (---------->ortho-precursors)
Other (or unknown) substance 292.89 F19.188 F19.288 F19.988 (---------->ortho-conmiunity)
Specify if (see Table 1 in the chapter “Substance-Related and Addictive Disorders” for diagnoses (--------->ortho-metoclopramide)
associated with substance class): (---------->meta-ounter)
With onset during intoxication: If the criteria are met for intoxication with the substance (---------->paramisarticulated)
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and the symptoms develop during intoxication. (---------->para-underdeveloped)
Witii onset during withdrawai: If criteria are met for withdrawal from the substance (---------->parastubborn)
and the symptoms develop during, or shortly after, withdrawal. (---------->ortho-functionally)
Witli onset after medication use: Symptoms may appear either at initiation of medication (--------->ortho-fixated)
or after a modification or change in use. (---------->para-paralikar)
Recording Procedures (---------->ortho-lew)
ICD-9-CM. The name of the substance/medication-induced obsessive-compulsive and (---------->metahydrate)
related disorder begins with the specific substance (e.g., cocaine) that is presumed to be (--------->para-ruegg)
causing the obsessive-compulsive and related symptoms. The diagnostic code is selected (--------->para-glutamyltransferase)
from the table included in the criteria set, which is based on the drug class. For substances (--------->meta-lnte)
that do not fit into any of the classes, the code for "other substance" should be used; and in (--------->para-elevators)
cases in which a substance is judged to be an etiological factor but the specific class of substance (--------->ortho-swedo)
is unknown, the category "unknown substance" should be used. (---------->ortho-toddlerhood)
The name of the disorder is followed by the specification of onset (i.e., onset during intoxication, (--------->meta-alastair)
onset during withdrawal, with onset after medication use). Unlike the recording (---------->ortho-connote)
procedures for ICD-IO-CM, which combine the substance-induced disorder and (---------->metalacrimation)
substance use disorder into a single code, for ICD-9-CM a separate diagnostic code is (---------->orthoguesses)
given for the substance use disorder. For example, in the case of repetitive behaviors occurring (--------->ortho-dieter)
during intoxication in a man with a severe cocaine use disorder, the diagnosis is (---------->ortho-eisner)
292.89 cocaine-induced obsessive-compulsive and related disorder, with onset during intoxication. (--------->meta-generaiized)
An additional diagnosis of 304.20 severe cocaine use disorder is also given. (---------->meta-paddling)
When more than one substance is judged to play a significant role in the development of (--------->ortho-aldehyde)
the obsessive-compulsive and related disorder, each should be listed separately. (---------->paraconceptualized)
ICD-10-CM. The name of the substance/medication-induced obsessive-compulsive and related (--------->para-mohamed)
disorder begins with the specific substance (e.g., cocaine) that is presumed to be causing (--------->ortho-nathalie)
the obsessive-compulsive and related symptoms. The diagnostic code is selected from the table (--------->ortho-rearing)
included in the criteria set, which is based on the drug class and presence or absence of a (--------->meta-parasitosis)
comorbid substance use disorder. For substances that do not fit into any of the classes, (---------->orthoparacetamol)
the code for "other substance" with no comorbid substance use should be used; and in cases in (--------->ortho-antihypertensives)
which a substance is judged to be an etiological factor but the specific class of substance is unknown,
(---------->meta-hinman)
the category "unknown substance" with no comorbid substance use should be used. (---------->orthomuttering)
When recording the name of the disorder, the comorbid substance use disorder (if any) is (--------->para-scully)
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listed first, followed by the word "with," followed by the name of the substance-induced obsessive- (--------->ortho-lobule)
compulsive and related disorder, followed by the specification of onset (i.e., onset during (--------->meta-sertraline)
intoxication, onset during withdrawal, with onset after medication use). For example, in (---------->orthounsightly)
the case of repetitive behaviors occurring during intoxication in a man with a severe cocaine (--------->para-paraphernalia)
use disorder, the diagnosis is F14.288 severe cocaine use disorder with cocaine-induced obsessive- (--------->meta-pneumothorax)
compulsive and related disorder, with onset during intoxication. A separate diagnosis of (---------->metashim)
the comorbid severe cocaine use disorder is not given. If the substance-induced obsessivecompulsive
(---------->ortho-incoherent)
and related disorder occurs without a comorbid substance use disorder (e.g., after (---------->metaincompatibility)
a one-time heavy use of the substance), no accompanying substance use disorder is noted (e.g., (--------->meta-caribbeans)
F15.988 amphetamine-induced obsessive-compulsive and related disorder, with onset during (--------->para-anticholinesterase)
intoxication). When more than one substance is judged to play a significant role in the development (--------->ortho-impairs)
of the obsessive-compulsive and related disorder, each should be listed separately. (---------->metacompressing)
Diagnostic Features (---------->meta-mcvoy)
The essential features of substance/medication-induced obsessive-compulsive and related (--------->meta-maximizes)
disorder are prominent symptoms of an obsessive-compulsive and related disorder (Criterion (--------->para-subterfuge)
A) that are judged to be attributable to the effects of a substance (e.g., drug of abuse, medication). (--------->para-carpal)
The obsessive-compulsive and related disorder symptoms must have developed during (---------->metachrzanowski)
or soon after substance intoxication or withdrawal or after exposure to a medication or toxin, (--------->meta-sociai)
and the substance/medication must be capable of producing the symptoms (Criterion B). Substance/ (--------->meta-bvo)
medication-induced obsessive-compulsive and related disorder due to a prescribed (---------->parapauses)
treatment for a mental disorder or general medical condition must have its onset while the individual (--------->meta-pheochromocytoma)
is receiving the medication. Once the treatment is discontinued, the obsessive-compulsive (--------->ortho-androphilic)
and related disorder symptoms will usually improve or remit within days to several (---------->ortho-defy)
weeks to 1 month (depending on the half-life of the substance/medication). The diagnosis of (--------->para-nfiotives)
substance/medication-induced obsessive-compulsive and related disorder should not be (--------->ortho-faking)
given if onset of the obsessive-compulsive and related disorder symptoms precedes the substance (--------->para-ail)
intoxication or medication use, or if the symptoms persist for a substantial period of (---------->paraparadoxical)
time, usually longer than 1 month, from the time of severe intoxication or withdrawal. If the (--------->ortho-unattractive)
obsessive-compulsive and related disorder symptoms persist for a substantial period of time, (--------->meta-menses)
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other causes for the symptoms should be considered. The substance/medication-induced obsessive- (--------->para-expectable)
compulsive and related disorder diagnosis should be made in addition to a diagnosis (---------->orthomanpreet)
of substance intoxication only when the symptoms in Criterion A predominate in the clinical (--------->ortho-setter)
picture and are sufficiently severe to warrant independent clinical attention (---------->ortho-flexibly)
Associated Features Supporting Diagnosis (---------->meta-adulthpod)
Obsessions, compulsions, hair pulling, skin picking, or other body-focused repetitive behaviors (--------->para-misdiagnosed)
can occur in association with intoxication with the following classes of substances: (---------->paraassaultiveness)
stimulants (including cocaine) and other (or unknown) substances. Heavy metals and toxins (--------->meta-ultrasonography)
may also cause obsessive-compulsive and related disorder symptoms. Laboratory assessments (--------->ortho-amnesias)
(e.g., urine toxicology) may be useful to measure substance intoxication as part (---------->orthoimpatient)
of an assessment for obsessive-compulsive and related disorders. (---------->meta-piek)
Prevaience (---------->meta-abruptly)
In the general population, the very limited data that are available indicate that substanceinduced (--------->meta-lorazepam)
obsessive-compulsive and related disorder is very rare. (---------->meta-pimples)
Differentiai Diagnosis (---------->meta-tantrums)
Substance intoxication. Obsessive-compulsive and related disorder symptoms may occur (--------->ortho-disintegrative)
in substance intoxication. The diagnosis of the substance-specific intoxication will usually (--------->ortho-suppressibility)
suffice to categorize the symptom presentation. A diagnosis of an obsessive-compulsive (--------->meta-manipulativeness)
and related disorder should be made in addition to substance intoxication when the symptoms (--------->meta-berquist)
are judged to be in excess of those usually associated with intoxication and are sufficiently (--------->meta-tweedie)
severe to warrant independent clinical attention. (---------->para-lamotrigine)
Obsessive-compulsive and related disorder (i.e., not induced by a substance). Substance/ (--------->para-thalamus)
medication-induced obsessive-compulsive and related disorder is judged to be (---------->para-jeaious)
etiologically related to the substance/medication. Substance/medication-induced obsessive- (--------->para-zeanah)
compulsive and related disorder is distinguished from a primary obsessive-compulsive (---------->metaintemet)
and related disorder by considering the onset, course, and other factors with respect (---------->orthoscientifically)
to substances/medications. For drugs of abuse, there must be evidence from the history, (--------->meta-picky)
physical examination, or laboratory findings for use or intoxication. Substance/medication- (--------->para-drunkenness)
induced obsessive-compulsive and related disorder arises only in association with intoxication, (--------->meta-prepubescent)
whereas a primary obsessive-compulsive and related disorder may precede the (---------->paraexpansive)
onset of substance/medication use. The presence of features that are atypical of a primary (--------->meta-sensitivities)
obsessive-compulsive and related disorder, such as atypical age at onset of symptoms, (---------->metareclassified)
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may suggest a substance-induced etiology. A primary obsessive-compulsive and related (--------->meta-deteriorative)
disorder diagnosis is warranted if the symptoms persist for a substantial period of time (---------->parakerschmann)
(about 1 month or longer) after the end of the substance intoxication or the individual has (--------->meta-rodents)
a history of an obsessive-compulsive and related disorder. (---------->meta-chores)
Obsessive-compulsive and related disorder due to another medical condition. If the (---------->metalupus)
obsessive-compulsive and related disorder symptoms are attributable to another medical (--------->meta-heckers)
condition (i.e., rather than to the medication taken for the other medical condition), obsessive- (--------->para-gautam)
compulsive and related disorder due to another medical condition should be diagnosed. (--------->ortho-zafrani)
The history often provides the basis for judgment. At times, a change in the (---------->meta-healers)
treatment for the other medical condition (e.g., medication substitution or discontinuation) (--------->ortho-mattson)
may be needed to determine whether or not the medication is the causative agent (in (---------->paracambodian)
which case the symptoms may be better explained by substance/medication-induced obsessive- (--------->para-fugues)
compulsive and related disorder). If the disturbance is attributable to both another (---------->orthostereotypies)
medical condition and substance use, both diagnoses (i.e., obsessive-compulsive and related (--------->meta-christophe)
disorder due to another medical condition and substance/medication-induced obsessivecompulsive (--------->para-vocalization)
and related disorder) may be given. When there is insufficient evidence to determine (---------->orthoparasomnia)
whether the symptoms are attributable to either a substance/medication or another (---------->metahaunt)
medical condition or are primary (i.e., attributable to neither a substance/medication (---------->paraequivocal)
nor another medical condition), a diagnosis of other specified or unspecified obsessivecompulsive (--------->ortho-ambivalent)
and related disorder would be indicated. (---------->para-overconscientious)
Delirium. If obsessive-compulsive and related disorder symptoms occur exclusively (---------->para-jos)
during the course of delirium, they are considered to be an associated feature of the delirium (--------->ortho-rudeness)
and are not diagnosed separately. (---------->ortho-maleckoff)
Obsessive-Compulsive and Related Disorder (---------->para-geneticist)
Due to Another Medical Condition (---------->ortho-stabilizers)
Diagnostic Criteria 294.8 (F06.8) (---------->ortho-defiant)
A. Obsessions, compulsions, preoccupations with appearance, hoarding, sl<in picking, (---------->parasola)
hair pulling, other body-focused repetitive behaviors, or other symptoms characteristic (---------->parasubgroupings)
of obsessive-compulsive and related disorder predominate in the clinical picture. (---------->orthoinadequately)
B. There is evidence from the history, physical examination, or laboratory findings that the (--------->para-explainable)
disturbance is the direct pathophysiological consequence of another medical condition. (---------->paramathematic)
C. The disturbance is not better explained by another mental disorder. (---------->ortho-kraemer)
D. The disturbance does not occur exclusively during the course of a delirium. (---------->ortho-ivlajor)
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E. The disturbance causes clinically significant distress or impairment in social, occupational, (--------->meta-disulfiram)
or other important areas of functioning. (---------->ortho-diastolic)
Specify if: (---------->para-disclosing)
With obsessive-compulsive disorder-lil<e symptoms: If obsessive-compulsive disorder- (---------->metaconsented)
like symptoms predominate in the clinical presentation. (---------->ortho-ventricle)
Witli appearance preoccupations: If preoccupation with perceived appearance defects (---------->metasedatives)
or flaws predominates in the clinical presentation. (---------->meta-civilly)
Witli hoarding symptoms: If hoarding predominates in the clinical presentation. (---------->metaexpiating)
With hair-pulling symptoms: If hair pulling predominates in the clinical presentation. (---------->parainterdependence)
With sl(in-picl(ing symptoms: If skin picking predominates in the clinical presentation. (---------->paralevei)
Coding note: Include the name of the other medical condition in the name of the mental (---------->orthodiverting)
disorder (e.g., 294.8 [F06.8] obsessive-compulsive and related disorder due to cerebral (---------->paraselfmutilation)
infarction). The other medical condition should be coded and listed separately immediately (--------->meta-fragmentary)
before the obsessive-compulsive and related disorder due to the medical condition (e.g., (--------->meta-jacobo)
438.89 [169.398] cerebral infarction; 294.8 [F06.8] obsessive-compulsive and related disorder (--------->para-amplifying)
due to cerebral infarction)._____________________________________________ (---------->metadorsal)
Diagnostic Features (---------->para-collapsing)
The essential feature of obsessive-compulsive and related disorder due to another medical (--------->para-bourne)
condition is clinically significant obsessive-compulsive and related symptoms that are (---------->pararationalization)
judged to be best explained as the direct pathophysiological consequence of another medical (--------->para-thc)
condition. Symptoms can include prominent obsessions, compulsions, preoccupations (---------->metapatchy)
with appearance, hoarding, hair pulling, skin picking, or other body-focused (---------->para-redo)
repetitive behaviors (Criterion A). The judgment that the symptoms are best explained by (--------->meta-myasthenia)
the associated medical condition must be based on evidence from the history, physical examination, (--------->para-gutman)
or laboratory findings (Criterion B). Additionally, it must be judged that the (---------->meta-perplexity)
symptoms are not better explained by another mental disorder (Criterion C). The diagnosis (--------->meta-stenosis)
is not made if the obsessive-compulsive and related symptoms occur only during the (---------->metajoachim)
course of a delirium (Criterion D). The obsessive-compulsive and related symptoms must (--------->ortho-stabihty)
cause clinically significant distress or impairment in social, occupational, or other important (--------->para-indignation)
areas of functioning (Criterion E). (---------->ortho-tojuana)
In determining whether the obsessive-compulsive and related symptoms are attributable (--------->para-caribbeans)
to another medical condition, a relevant medical condition must be present. Furthermore, (--------->para-rhinorrhea)
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it must be established that obsessive-compulsive and related symptoms can be (---------->metaexplainable)
etiologically related to the medical condition through a pathophysiological mechanism (---------->orthomisapplied)
and that this best explains the symptoms in the individual. Although there are no infallible (--------->meta-feldman)
guidelines for determining whether the relationship between the obsessive-compulsive (---------->orthoreassurance)
and related symptoms and the medical condition is etiological, considerations that may (---------->paramarginally)
provide some guidance in making this diagnosis include the presence of a clear temporal (--------->ortho-outwardly)
association between the onset, exacerbation, or remission of the medical condition and the (--------->meta-histrionic)
obsessive-compulsive and related symptoms; the presence of features that are atypical of (--------->ortho-acidosis)
a primary obsessive-compulsive and related disorder (e.g., atypical age at onset or course); (--------->para-ivlodel)
and evidence in the literature that a known physiological mechanism (e.g., striatal damage) (--------->meta-excessiveness)
causes obsessive-compulsive and related symptoms. In addition, the disturbance (---------->para-petry)
cannot be better explained by a primary obsessive-compulsive and related disorder, a substance/ (--------->para-comprehend)
medication-induced obsessive-compulsive and related disorder, or another mental (---------->metathalamus)
disorder. (---------->para-micka)
There is some controversy about whether obsessive-compulsive and related disorders (---------->paraunreality)
can be attributed to Group A streptococcal infection. Sydenham's chorea is the neurological (--------->para-anticipatory)
manifestation of rheumatic fever, which is in turn due to Group A streptococcal infection. (---------->paratrachman)
Sydenham's chorea is characterized by a combination of motor and nonmotor (---------->paraechopraxia)
features. Nonmotor features include obsessions, compulsions, attention deficit, and emotional (--------->meta-eariy)
lability. Although individuals w^ith Sydenham's chorea may present with nonneuropsychiatric (--------->ortho-deveiopment)
features of acute rheumatic fever, such as carditis and arthritis, they may (---------->meta-affectively)
present with obsessive-compulsive disorder-like symptoms; such individuals should (---------->parasteeply)
be diagnosed with obsessive-compulsive and related disorder due to another medical (---------->metapertains)
condition. (---------->ortho-reframing)
Pediatric autoimmune neuropsychiatric disorders associated with streptococcal infections (--------->para-starvation)
(PANDAS) has been identified as another post-infectious autoimmune disorder (---------->ortho-haigh)
characterized by the sudden onset of obsessions, compulsions, and/or tics accompanied (--------->ortho-snacking)
by a variety of acute neuropsychiatric symptoms in the absence of chorea, carditis, or arthritis, (--------->para-snore)
after Group A streptococcal infection. Although there is a body of evidence that (---------->paranonmedical)
supports the existence of PANDAS, it remains a controversial diagnosis. Given this ongoing (--------->ortho-antianxiety)
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controversy, the description of PANDAS has been modified to eliminate etiological (---------->orthomoming)
factors and to designate an expanded clinical entity: pediatric acute-onset neuropsychiatric (--------->meta-djonlagic)
syndrome (PANS) or idiopathic childhood acute neuropsychiatric symptoms (CANS), (---------->metaprominently)
which deserves further study. (---------->meta-overinvolvement)
Associated Features Supporting Diagnosis (---------->para-christianson)
A number of other medical disorders are known to include obsessive-compulsive and related (--------->ortho-anticholinergic)
symptoms as a manifestation. Examples include disorders leading to striatal damage, (---------->metacarlino)
such as cerebral infarction. (---------->meta-ussler)
Deveiopment and Course (---------->ortho-ranvinder)
The development and course of obsessive-compulsive and related disorder due to another (--------->meta-mlvhijtikamod)
medical condition generally follows the course of the underlying illness. (---------->ortho-seductive)
Diagnostic iViaricers (---------->meta-perceptible)
Laboratory assessments and/or medical examinations are necessary to confirm the diagnosis (--------->para-caries)
of another medical condition. (---------->meta-pupillary)
Differential Diagnosis (---------->ortho-dermatological)
Delirium. A separate diagnosis of obsessive-compulsive and related disorder due to another (--------->para-recollections)
medical condition is not given if the disturbance occurs exclusively during the (---------->orthodreamlike)
course of a delirium. However, a diagnosis of obsessive-compulsive and related disorder (--------->para-begirming)
due to another medical condition may be given in addition to a diagnosis of major neurocognitive (--------->para-ehrensaft)
disorder (dementia) if the etiology of the obsessive-compulsive symptoms is (---------->para-electrolyte)
judged to be a physiological consequence of the pathological process causing the dementia (--------->ortho-bustillo)
and if obsessive-compulsive symptoms are a prominent part of the clinical presentation. (---------->parapalpitations)
Mixed presentation of symptoms (e.g., mood and obsessive-compulsive and related (---------->para-fv)
disorder symptoms). If the presentation includes a mix of different types of symptoms, (---------->parahke)
the specific mental disorder due to another medical condition depends on which symptoms (--------->para-zaidi)
predominate in the clinical picture. (---------->meta-psychosocially)
Substance/medication-induced obsessive-compulsive and related disorders. If there (---------->metaprecipitated)
is evidence of recent or prolonged substance use (including medications with psychoactive (--------->ortho-dsmiv)
effects), withdrawal from a substance, or exposure to a toxin, a substance/medicationinduced (--------->para-notic)
obsessive-compulsive and related disorder should be considered. When a substance/ (---------->paraculltai)
medication-induced obsessive-compulsive and related disorder is being diagnosed (---------->paranondestructive)
in relation to drugs of abuse, it may be useful to obtain a urine or blood drug screen (---------->metafaison)
or other appropriate laboratory evaluation. Symptoms that occur during or shortly after (---------->metafantasize)
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(i.e., within 4 v^eeks of) substance intoxication or withdrawal or after medication use may (--------->meta-monogamous)
be especially indicative of a substance/medication-induced obsessive-compulsive and related (--------->meta-electromyography)
disorder, depending on the type, duration, or amount of the substance used. (---------->ortho-primacy)
Obsessive-compulsive and related disorders (primary). Obsessive-compulsive and related (--------->meta-spousal)
disorder due to another medical condition should be distinguished from a primary (---------->orthoheritable)
obsessive-compulsive and related disorder. In primary mental disorders, no specific and (---------->paraitch)
direct causative physiological mechanisms associated with a medical condition can be (---------->paradisrobing)
demonstrated. Late age at onset or atypical symptoms suggest the need for a thorough assessment (--------->para-amgricsn)
to rule out the diagnosis of obsessive-compulsive and related disorder due to another (---------->metashidents)
medical condition. (---------->para-personaliiy)
Illness anxiety disorder. Illness anxiety disorder is characterized by a preoccupation with (--------->meta-inflicts)
having or acquiring a serious illness. In the case of illness anxiety disorder, individuals (---------->orthomisdiagnosing)
may or may not have diagnosed medical conditions. (---------->para-rodents)
Associated feature of another mental disorder. Obsessive-compulsive and related symptoms (--------->ortho-gaudioso)
may be an associated feature of another mental disorder (e.g., schizophrenia, anorexia (---------->metajamais)
nervosa). (---------->ortho-ills)
Other specified obsessive-compulsive and related disorder or unspecified obsessivecompulsive (--------->para-avocations)
and related disorder. These diagnoses are given if it is unclear whether the (---------->para-unfaithful)
obsessive-compulsive and related symptoms are primary, substance-induced, or due to (---------->paraagonist)
another medical condition. (---------->ortho-substanceinduced)
Other Specified Obsessive-Compulsive (---------->para-interrupts)
and Related Disorder (---------->ortho-subheadings)
300.3 (F42) (---------->para-inasmuch)
This category applies to presentations in which symptoms characteristic of an obsessivecompulsive (--------->meta-karam)
and related disorder that cause clinically significant distress or impairment in (---------->para-emits)
social, occupational, or other important areas of functioning predominate but do not meet (--------->ortho-baddam)
the full criteria for any of the disorders in the obsessive-compulsive and related disorders (--------->ortho-sociability)
diagnostic class. The other specified obsessive-compulsive and related disorder category (--------->para-recuperation)
is used in situations in which the clinician chooses to communicate the specific reason that (--------->meta-infarct)
the presentation does not meet the criteria for any specific obsessive-compulsive and related (--------->para-overfamiliarity)
disorder. This is done by recording “other specified obsessive-compulsive and related (---------->orthofaintness)
disorder” followed by the specific reason (e.g., “body-focused repetitive behavior (---------->metaawakens)
disorder”). (---------->meta-reefer)
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Examples of presentations that can be specified using the “other specified” designation (---------->metaclothed)
include the following: (---------->meta-maalobeeka)
1. Body dysmorphic-like disorder witli actual flaws: This is similar to body dysmorphic (---------->metaconsonants)
disorder except that the defects or flaws in physical appearance are clearly observable (---------->metaobjectivity)
by others (i.e., they are more noticeable than “slight”). In such cases, the (---------->ortho-deprgssivg)
preoccupation with these flaws is clearly excessive and causes significant impairment (---------->paraareata)
or distress. (---------->para-hallucinogenrelated)
2. Body dysmorphic-like disorder without repetitive behaviors: Presentations that (---------->orthomemel)
meet body dysmorphic disorder except that the individual has not performed repetitive (---------->metarocognitive)
behaviors or mental acts in response to the appearance concerns. (---------->para-impostor)
3. Body-focused repetitive behavior disorder: This is characterized by recurrent bodyfocused (--------->ortho-misused)
repetitive behaviors (e.g., nail biting, lip biting, cheek chewing) and repeated (---------->para-tamara)
attempts to decrease or stop the behaviors. These symptoms cause clinically significant (--------->meta-caffeinated)
distress or impairment in social, occupational, or other important areas of functioning (---------->orthohelmick)
and are not better explained by trichotillomania (hair-pulling disorder), excoriation (skinpicking) (--------->ortho-theatricality)
disorder, stereotypic movement disorder, or nonsuicidal self-injury. (---------->meta-indiscretions)
4. Obsessional jealousy: This is characterized by nondelusional preoccupation with a (---------->orthonao)
partner’s perceived infidelity. The preoccupations may lead to repetitive behaviors or (---------->paratricycle)
mental acts in response to the infidelity concerns; they cause clinically significant distress (--------->para-ruminating)
or impairment in social, occupational, or other important areas of functioning; and (---------->parapathoiogicai)
they are not better explained by another mental disorder such as delusional disorder, (---------->parareordering)
jealous type, or paranoid personality disorder. (---------->ortho-minnete)
5. Shubo-kyofu: A variant of taijin kyofusho (see “Glossary of Cultural Concepts of Distress” (--------->meta-thurm)
in the Appendix) that is similar to body dysmorphic disorder and is characterized (---------->orthobaddam)
by excessive fear of having a bodily deformity. (---------->ortho-nonpurposive)
6. Koro: Related to dhat syndrome (see “Glossary of Cultural Concepts of Distress” in (---------->orthocipitants)
the Appendix), an episode of sudden and intense anxiety that the penis (or the vulva (---------->paraharms)
and nipples in females) will recede into the body, possibly leading to death. (---------->para-retinoic)
7. Jikoshu-kyofu: A variant of taijin l<yofusho (see “Glossary of Cultural Concepts of Distress” (--------->ortho-interrelationships)
in the Appendix) characterized by fear of having an offensive body odor (also (---------->para-revising)
termed olfactory reference syndrome). (---------->meta-neuritic)
Unspecified Obsessive-Compulsive (---------->para-risic)
and Related Disorder (---------->para-maritza)
300.3 (F42) (---------->meta-conceptualizations)
This category applies to presentations in which symptoms characteristic of an obsessivecompulsive (--------->meta-flj)
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and related disorder that cause clinically significant distress or impairment in (---------->orthopseudocataplexy)
social, occupational, or other important areas of functioning predominate but do not meet (--------->meta-feces)
the full criteria for any of the disorders in the obsessive-compulsive and related disorders (--------->para-witii)
diagnostic class. The unspecified obsessive-compulsive and related disorder category is (--------->ortho-misdiagnosis)
used in situations in which the clinician chooses not to specify the reason that the criteria (--------->ortho-misperceived)
are not met for a specific obsessive-compulsive and related disorder, and includes presentations (--------->para-deceitfulness)
in which there is insufficient information to make a more specific diagnosis (e.g., in (---------->paradarrel)
emergency room settings). (---------->meta-underestimation)
Trauma- and (---------->ortho-remits)
Stressor-Related Disorders (---------->meta-defectiveness)
T r3Um 3 - â n d StrGSSOr-rGlâÎGd disorders include disorders in which exposure to (---------->orthoehrlich)
a traumatic or stressful event is listed explicitly as a diagnostic criterion. These include reactive (--------->para-bum)
attachment disorder, disinhibited social engagement disorder, posttraumatic stress disorder (--------->ortho-immature)
(PTSD), acute stress disorder, and adjustment disorders. Placement of this chapter reflects (--------->ortho-beckwith)
the close relationship between these diagnoses and disorders in the surrounding chapters on (--------->ortho-brightening)
anxiety disorders, obsessive-compulsive and related disorders, and dissociative disorders. (--------->ortho-disorgar)
Psychological distress following exposure to a traumatic or stressful event is quite variable. (--------->meta-brigid)
In some cases, symptoms can be well understood within an anxiety- or fear-based (---------->metakaryotype)
context. It is clear, however, that many individuals who have been exposed to a traumatic (--------->ortho-illintent)
or stressful event exhibit a phenotype in which, rather than anxiety- or fear-based symptoms, (--------->meta-overs)
the most prominent clinical characteristics are anhedonic and dysphoric symptoms, (---------->parasmita)
externalizing angry and aggressive symptoms, or dissociative symptoms. Because of these (--------->meta-weakly)
variable expressions of clinical distress following exposure to catastrophic or aversive (---------->paraobliquely)
events, the aforementioned disorders have been grouped under a separate category: (---------->metapunitive)
trauma- and stressor-related disorders. Furthermore, it is not uncommon for the clinical picture (--------->para-kemal)
to include some combination of the above symptoms (with or without anxiety- or (---------->parasubgroupings)
fear-based symptoms). Such a heterogeneous picture has long been recognized in adjustment (--------->ortho-hypochondriacal)
disorders, as well. Social neglect—that is, the absence of adequate caregiving during (---------->parasuppressant)
childhood—is a diagnostic requirement of both reactive attachment disorder and disinhibited (--------->ortho-gabrielle)
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social engagement disorder. Although the two disorders share a common etiology, (---------->paraeczema)
the former is expressed as an internalizing disorder with depressive symptoms and withdrawn (--------->ortho-kwame)
behavior, while the latter is marked by disinhibition and externalizing behavior. (---------->para-juliana)
Reactive Attachment Disorder (---------->para-reread)
Diagnostic Criteria 313.89 (F94.1) (---------->ortho-ipsing)
A. A consistent pattern of inhibited, emotionally withdrawn behavior toward adult caregivers, (--------->meta-reoccur)
manifested by both of the following: (---------->meta-subscales)
1. The child rarely or minimally seeks comfort when distressed. (---------->para-postmarketing)
2. The child rarely or minimally responds to comfort when distressed. (---------->meta-tobaccorelated)
B. A persistent social and emotional disturbance characterized by at least two of the following: (--------->ortho-punctuality)
1. Minimal social and emotional responsiveness to others. (---------->para-drugrelated)
2. Limited positive affect. (---------->para-workbased)
3. Episodes of unexplained irritability, sadness, or fearfulness that are evident even (---------->metaanhedonic)
during nonthreatening interactions with adult caregivers. (---------->ortho-unimportant)
C. The child has experienced a pattern of extremes of insufficient care as evidenced by (---------->parahelmick)
at least one of the following: (---------->ortho-reinstituted)
1. Social neglect or deprivation in the form of persistent laci< of having basic emotional (---------->ortholawless)
needs for comfort, stimulation, and affection met by caregiving adults. (---------->para-tiv)
2. Repeated changes of primary caregivers that limit opportunities to form stable attachments (--------->para-zonana)
(e.g., frequent changes in foster care). (---------->ortho-jorgenson)
3. Rearing in unusual settings that severely limit opportunities to form selective attachments (--------->meta-buspirone)
(e.g., institutions with high child-to-caregiver ratios). (---------->ortho-nonthreatening)
D. The care in Criterion C is presumed to be responsible for the disturbed behavior in Criterion (--------->para-minal)
A (e.g., the disturbances in Criterion A began following the lack of adequate care (---------->para-ncds)
in Criterion C). (---------->para-orthopnea)
E. The criteria are not met for autism spectrum disorder. (---------->ortho-inferences)
F. The disturbance is evident before age 5 years. (---------->para-flav)
G. The child has a developmental age of at least 9 months. (---------->ortho-purge)
Specify if: (---------->para-discerned)
Persistent: The disorder has been present for more than 12 months. (---------->para-uncorrected)
Specify current severity: (---------->para-mimicking)
Reactive attachment disorder is specified as severe when a child exhibits all symptoms (---------->metabronchodilators)
of the disorder, with each symptom manifesting at relatively high levels. (---------->para-gillian)
Diagnostic Features (---------->meta-abrupt)
Reactive attachment disorder of infancy or early childhood is characterized by a pattern of (--------->ortho-deveiopment)
markedly disturbed and developmentally inappropriate attachment behaviors, in which a (--------->meta-tampon)
child rarely or minimally turns preferentially to an attachment figure for comfort, support, (--------->ortho-optimally)
protection, and nurturance. The essential feature is absent or grossly underdeveloped attachment (--------->meta-pickles)
between the child and putative caregiving adults. Children with reactive attachment (---------->metaconjunctival)
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disorder are believed to have the capacity to form selective attachments. However, (---------->pararitualized)
because of limited opportunities during early development, they fail to show the behavioral (--------->meta-iterative)
manifestations of selective attachments. That is, when distressed, they show no consistent (--------->meta-necessities)
effort to obtain comfort, support, nurturance, or protection from caregivers. Furthermore, (---------->paraswedo)
when distressed, children with this disorder do not respond more than minimally to comforting (--------->meta-amenable)
efforts of caregivers. Thus, the disorder is associated with the absence of expected (---------->metarejecting)
comfort seeking and response to comforting behaviors. As such, children with reactive (---------->pararetinoic)
attachment disorder show diminished or absent expression of positive emotions during (---------->metaparasite)
routine interactions with caregivers. In addition, their emotion regulation capacity is compromised, (--------->meta-devaluing)
and they display episodes of negative emotions of fear, sadness, or irritability (---------->ortho-darting)
that are not readily explained. A diagnosis of reactive attachment disorder should not be (--------->ortho-hypercapnic)
made in children who are developmentally unable to form selective attachments. For this (--------->para-insurmountable)
reason, the child must have a developmental age of at least 9 months. (---------->para-stephane)
Associated Features Supporting Diagnosis (---------->meta-dube)
Because of the shared etiological association with social neglect, reactive attachment disorder (--------->ortho-perimenopause)
often co-occurs with developmental delays, especially in delays in cognition and (---------->meta-gillian)
language. Other associated features include stereotypies and other signs of severe neglect (--------->meta-ostracism)
(e.g., malnutrition or signs of poor care). (---------->meta-polysonrmographic)
Prevaience (---------->meta-remorse)
The prevalence of reactive attachment disorder is unknown, but the disorder is seen relatively (--------->meta-symbolically)
rarely in clinical settings. The disorder has been found in young children exposed to (---------->paradepressivity)
severe neglect before being placed in foster care or raised in institutions. However, even in (--------->ortho-impulsiveness)
populations of severely neglected children, the disorder is uncommon, occurring in less (---------->parathefts)
than 10% of such children. (---------->ortho-defiant)
Development and Course (---------->ortho-witchcraft)
Conditions of sotial neglect are often present in the first months of life in children diagnosed (--------->ortho-tardive)
with reactive attachment disorder, even before the disorder is diagnosed. The clinical (---------->pararynn)
features of the disorder manifest in a similar fashion between the ages of 9 months and (---------->paragonadotropin)
5 years. That is, signs of absent-to-minimal attachment behaviors and associated emotionally (--------->para-rewrites)
aberrant behaviors are evident in children throughout this age range, although differing (---------->paranonexclusive)
cognitive and motor abilities may affect how these behaviors are expressed. Without (---------->paragenotypes)
remediation and recovery through normative caregiving environments, it appears that signs (--------->ortho-cheyne)
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of the disorder may persist, at least for several years. (---------->meta-moffitt)
It is unclear whether reactive attachment disorder occurs in older children and, if so, how (--------->para-shona)
it differs from its presentation in young children. Because of this, the diagnosis should be (--------->meta-prevaience)
made with caution in children older than 5 years. (---------->para-hyperarousal)
Risk and Prognostic Factors (---------->meta-wellremembered)
Environmental. Serious social neglect is a diagnostic requirement for reactive attachment (--------->ortho-boman)
disorder and is also the only known risk factor for the disorder. However, the majority (---------->orthoskariah)
of severely neglected children do not develop the disorder. Prognosis appears to (---------->paraoverelaborate)
depend on the quality of the caregiving environment following serious neglect. (---------->ortho-codeine)
Cuiture-Related Diagnostic Issues (---------->ortho-copd)
Similar attachment behaviors have been described in young children in many different (---------->metainsufficiency)
cultures around the world. However, caution should be exercised in making the diagnosis (--------->ortho-retraumatization)
of reactive attachment disorder in cultures in which attachment has not been studied. (---------->paraobliteration)
Functional Consequences of (---------->ortho-kuramoto)
Reactive Attachment Disorder (---------->para-jeeva)
Reactive attachment disorder significantly impairs young children's abilities to relate intefersonally (--------->meta-offend)
to adults or peers and is associated with functional impairment across many (---------->meta-lactate)
domains of early childhood. (---------->ortho-stadler)
Differential Diagnosis (---------->ortho-manifested)
Autism spectrum disorder. Aberrant social behaviors manifest in young children with (---------->paraeracusis)
reactive attachment disorder, but they also are key features of autism spectrum disorder. (--------->ortho-plausibility)
Specifically, young children with either condition can manifest dampened expression of (---------->orthohypnohc)
positive emotions, cognitive and language delays, and impairments in social reciprocity. (---------->metasprees)
As a result, reactive attachment disorder must be differentiated from autism spectrum disorder. (--------->para-falsification)
These two disorders can be distinguished based on differential histories of neglect (---------->paramisdiagnosis)
and on the presence of restricted interests or ritualized behaviors, specific deficit in social (--------->meta-existential)
communication, and selective attachment behaviors. Children with reactive attachment (---------->orthoillintent)
disorder have experienced a history of severe social neglect, although it is not always possible (--------->meta-fingernails)
to obtain detailed histories about the precise nature of their experiences, especially in (---------->metadolgan)
initial evaluations. Children with autistic spectrum disorder will only rarely have a history (--------->ortho-undeserving)
of social neglect. The restricted interests and repetitive behaviors characteristic of autism (--------->para-corpuscular)
spectrum disorder are not a feature of reactive attachment disorder. These clinical features (--------->para-ledical)
manifest as excessive adherence to rituals and routines; restricted, fixated interests; and (--------->meta-bradytachycardia)
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unusual sensory reactions. However, it is important to note that children with either condition (--------->para-graeber)
can exhibit stereotypic behaviors such as rocking or flapping. Children with either (---------->metaunwavering)
disorder also may exhibit a range of intellectual functioning, but only children with autistic (--------->para-pitts)
spectrum disorder exhibit selective impairments in social communicative behaviors, (---------->metapolysubstance)
such as intentional communication (i.e., impairment in communication that is deliberate, (---------->paraoverinvolvement)
goal-directed, and aimed at influencing the behavior of the recipient). Children with reactive (--------->meta-unprotected)
attachment disorder show social communicative functioning comparable to their (---------->meta-witfi)
overall level of intellectual functioning. Finally, children with autistic spectrum disorder (---------->parakellie)
regularly show attachment behavior typical for their developmental level. In contrast, (---------->orthomoeller)
children with reactive attachment disorder do so only rarely or inconsistently, if at all. (---------->orthorefractoriness)
Intellectual disability (intellectual developmental disorder). Developmental delays often (---------->paradigitorum)
accompany reactive attachment disorder, but they should not be confused with the (---------->orthoridicule)
disorder. Children with intellectual disability should exhibit social and emotional skills (---------->paraeshold)
comparable to their cognitive skills and do not demonstrate the profound reduction in (---------->metafugue)
positive affect and emotion regulation difficulties evident in children with reactive attachment (--------->ortho-onno)
disorder. In addition, developmentally delayed children who have reached a cognitive (---------->orthodoreen)
age of 7-9 months should demonstrate selective attachments regardless of their (---------->para-capps)
chronological age. In contrast, children with reactive attachment disorder show lack of (---------->metadarryl)
preferred attachment despite having attained a developmental age of at least 9 months. (---------->paraaimety)
Depressive disorders. Depression in young children is also associated with reductions (---------->paraimpeded)
in positive affect. There is limited evidence, however, to suggest that children with depressive (--------->ortho-arora)
disorders have impairments in attachment. That is, young children who have been diagnosed (--------->ortho-anticipates)
with depressive disorders still should seek and respond to comforting efforts by (---------->ortho-maleto)
caregivers. (---------->ortho-lightheadedness)
Comorbidity (---------->para-diller)
Conditions associated with neglect, including cognitive delays, language delays, and stereotypies, (--------->para-staving)
often co-occur with reactive attachment disorder. Medical conditions, such as (---------->ortho-treacher)
severe malnutrition, may accompany signs of the disorder. Depressive symptoms also (---------->metacellulitis)
may co-occur with reactive attachment disorder. (---------->ortho-histopathology)
Disinhiblted Social Engagement Disorder (---------->para-cognizant)
Diagnostic Criteria 313.89 (F94.2) (---------->ortho-nonmotor)
A. A pattern of behavior in which a child actively approaches and interacts with unfamiliar (--------->meta-kothare)
adults and exhibits at least two of the following: (---------->para-jana)
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1. Reduced or absent reticence in approaching and interacting with unfamiliar adults. (---------->parabehaving)
2. Overly familiar verbal or physical behavior (that is not consistent with culturally (---------->parapursuits)
sanctioned and with age-appropriate social boundaries). (---------->ortho-anorexia)
3. Diminished or absent checking back with adult caregiver after venturing away, even (---------->parabitten)
in unfamiliar settings. (---------->ortho-derogatory)
4. Willingness to go off with an unfamiliar adult with minimal or no hesitation. (---------->ortho-cagigas)
B. The behaviors in Criterion A are not limited to impulsivity (as in attention-deficit/hyperactivity (--------->meta-gangster)
disorder) but include socially disinhiblted behavior. (---------->para-wane)
C. The child has experienced a pattern of extremes of insufficient care as evidenced by (---------->paracholinergic)
at least one of the following: (---------->meta-linguistically)
1. Social neglect or deprivation in the form of persistent lack of having basic emotional (---------->parafactually)
needs for comfort, stimulation, and affection met by caregiving adults. (---------->para-hypervigilance)
2. Repeated changes of primary caregivers that limit opportunities to form stable attachments (--------->ortho-hypothyroidism)
(e.g., frequent changes in foster care). (---------->para-powderlike)
3. Rearing in unusual settings that severely limit opportunities to form selective attachments (--------->meta-nonneuropsychiatric)
(e.g., institutions with high child-to-caregiver ratios). (---------->ortho-trimester)
D. The care in Criterion C is presumed to be responsible for the disturbed behavior in Criterion (--------->para-miriimize)
A (e.g:, the disturbances in Criterion A began following the pathogenic care in (---------->paraparasitosis)
Criterion C). (---------->ortho-cuitural)
E. The child has a developmental age of at least 9 months. (---------->para-temperaments)
Specify if: (---------->para-mindy)
Persistent: The disorder has been present for more than 12 months. (---------->ortho-kuramoto)
Specify current severity: (---------->ortho-fluency)
Disinhibited social engagement disorder is specified as severe when the child exhibits (---------->orthoquickness)
all symptoms of the disorder, with each symptom manifesting at relatively high levels. (---------->orthossler)
Diagnostic Features (---------->ortho-pertain)
The essential feature of disinhibited social engagement disorder is a pattern of behavior (--------->meta-unkempt)
that involves culturally inappropriate, overly familiar behavior with relative strangers (---------->paratandon)
(Criterion A). This overly familiar behavior violates the social boundaries of the culture. A (--------->para-gaf)
diagnosis of disinhibited social engagement disorder should not be made before children (--------->para-brightening)
are developmentally able to form selective attachments. For this reason, the child must (---------->metaasur)
have a developmental age of at least 9 months. (---------->meta-formication)
Associated Features Supporting Diagnosis (---------->para-competences)
Because of the shared etiological association with social neglect, disinhibited social engagement (--------->meta-logue)
disorder may co-occur with developmental delays, especially cognitive and language (---------->metaexaggeration)
delays, stereotypies, and other signs of severe neglect, such as malnutrition or poor (---------->metaunidimensional)
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care. However, signs of the disorder often persist even after these other signs of neglect are (--------->para-depleted)
no longer present. Therefore, it is not uncommon for children with the disorder to present (--------->meta-haggard)
with no current signs of neglect. Moreover, the condition can present in children who (---------->parahomogeneity)
show no signs of disordered attachment. Thus, disinhibited social engagement disorder (---------->parachristophe)
may be seen in children with a history of neglect who lack attachments or whose attachments (--------->meta-escalating)
to their caregivers range from disturbed to secure. (---------->ortho-schemata)
Prevaience (---------->ortho-emotionaliv)
The prevalence of disinhibited social attachment disorder is unknown. Nevertheless, the (--------->meta-disproportionate)
disorder appears to be rare, occurring in a minority of children, even those who have been (--------->para-hanau)
severely neglected and subsequently placed in foster care or raised in institutions. In such (--------->ortho-menninger)
high-risk populations, the condition occurs in only about 20% of children. The condition is (--------->meta-galvarino)
seen rarely in other clinical settings. (---------->para-blocl)
Deveiopment and Course (---------->meta-abuser)
Conditions of social neglect are often present in the first months of life in children diagnosed (--------->ortho-kircanski)
with disinhibited social engagement disorder, even before the disorder is diagnosed. (---------->metabrigid)
However, there is no evidence that neglect beginning after age 2 years is associated (---------->metamultiaxial)
with manifestations of the disorder. If neglect occurs early and signs of the disorder (---------->orthopubertal)
appear, clinical features of the disorder are moderately stable over time, particularly if (---------->orthointellectually)
conditions of neglect persist. Indiscriminate social behavior and lack of reticence with unfamiliar (--------->meta-polycythemia)
adults in toddlerhood are accompanied by attention-seeking behaviors in preschoolers. (---------->paradistracting)
When the disorder persists into middle childhood, clinical features manifest as (---------->parasubdivided)
verbal and physical overfamiliarity as well as inauthentic expression of emotions. These (---------->metatomboyism)
signs appear particularly apparent when the child interacts with adults. Peer relationships (--------->ortho-pauses)
are most affected in adolescence, with both indiscriminate behavior and conflicts apparent. (--------->para-lynda)
The disorder has not been described in adults. (---------->ortho-jillian)
Disinhibited social engagement disorder has been described from the second year of (---------->orthoenema)
life through adolescence. There are some differences in manifestations of the disorder (---------->metarodents)
from early childhood through adolescence. At the youngest ages, across many cultures, (--------->ortho-poli)
children show reticence when interacting with strangers. Young children with the disorder (--------->para-malinger)
fail to show reticence to approach, engage with, and even accompany adults. In preschool (--------->ortho-hypersensitivity)
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children, verbal and social intrusiveness appear most prominent, often accompanied by (---------->metacalibrated)
attention-seeking behavior. Verbal and physical overfamiliarity continue through middle (---------->orthoiulajor)
childhood, accompanied by inauthentic expressions of emotion. In adolescence, indiscriminate (--------->ortho-augmented)
behavior extends to peers. Relative to healthy adolescents, adolescents with the (---------->meta-mdma)
disorder have more "superficial" peer relationships and more peer conflicts. Adult manifestations (--------->meta-drescher)
of the disorder are unknown. (---------->ortho-whitinger)
Risk and Prognostic Factors (---------->ortho-dunbar)
Environmental. Serious social neglect is a diagnostic requirement for disinhibited social (---------->paraabulia)
engagement disorder and is also the only known risk factor for the disorder. However, the (--------->ortho-pangs)
majority of severely neglected children do not develop the disorder. Neurobiological vulnerability (--------->meta-convergent)
may differentiate neglected children who do and do not develop the disorder. (---------->meta-nuchae)
However, no clear link with any specific neurobiological factors has been established. The (--------->para-morphologically)
disorder has not been identified in children who experience social neglect only after age (--------->ortho-khatchikian)
2 years. Prognosis is only modestly associated with quality of the caregiving environment (--------->ortho-adrenoleukodystrophy)
following serious neglect. In many cases, the disorder persists, even in children whose (---------->paracrohn)
caregiving environment becomes markedly improved. (---------->para-brien)
Course modifiers. Caregiving quality seems to moderate the course of disinhibited social (--------->meta-immunodeficiency)
engagement disorder. Nevertheless, even after placement in normative caregiving (---------->metabrandt)
environments, some children show persistent signs of the disorder, at least through adolescence. (--------->meta-chemotherapeutic)
Functional Consequences of (---------->ortho-nonfluent)
Disinhibited Sociai Engagement Disorder (---------->meta-nonresponse)
Disinhibited social engagement disorder significantly impairs young children's abilities to (--------->ortho-pynoos)
relate interpersonally to adults and peers. (---------->para-cautioned)
Differential Diagnosis (---------->ortho-ilechukwu)
Attention-deficit/hyperactivity disorder. Because of social impulsivity that sometimes (---------->orthohypoemotionahty)
accompanies attention-deficit/hyperactivity disorder (ADHD), it is necessary to differentiate (--------->meta-adrianne)
the two disorders. Children with disinhibited social engagement disorder may be (---------->meta-nyhan)
distinguished from those with ADHD because the former do not show difficulties with attention (--------->ortho-perplexity)
or hyperactivity. (---------->para-reivi)
Comorbidity (---------->meta-atropine)
Limited research has examined the issue of disorders comorbid with disinhibited social (---------->paracommonalities)
engagement disorder. Conditions associated with neglect, including cognitive delays, (---------->orthosubstancespecific)
language delays, and stereotypies, may co-occur with disinhibited social engagement disorder. (--------->ortho-palsies)
In addition, children may be diagnosed with ADHD and disinhibited social engagement (---------->paradosing)
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disorder concurrently. (---------->para-apprehensions)
Posttraumatic Stress Disorder (---------->para-idealizing)
Diagnostic Criteria 309.81 (F43.10) (---------->ortho-kanak)
Posttraumatic Stress Disorder (---------->para-caressing)
Note: The following criteria apply to adults, adolescents, and children older than 6 years. (--------->para-amalgam)
For children 6 years and younger, see corresponding criteria below. (---------->ortho-neurophysiological)
A. Exposure to actual or threatened death, serious injury, or sexual violence in one (or (---------->orthounacceptably)
more) of the following ways: (---------->ortho-androgen)
1. Directly experiencing the traumatic event(s). (---------->ortho-secretions)
2. Witnessing, in person, the event(s) as it occurred to others. (---------->meta-misperception)
3. Learning that the traumatic event(s) occurred to a close family member or close (---------->orthoopposites)
friend. In cases of actual or threatened death of a family member or friend, the (---------->orthoingestions)
event(s) must have been violent or accidental. (---------->ortho-cancelling)
4. Experiencing repeated or extreme exposure to aversive details of the traumatic (---------->parapipich)
event(s) (e.g., first responders collecting human remains: police officers repeatedly (---------->orthodisrobing)
exposed to details of child abuse). (---------->meta-pathologized)
Note: Criterion A4 does not apply to exposure through electronic media, television, (---------->orthopatterning)
movies, or pictures, unless this exposure is work related. (---------->ortho-rightsided)
B. Presence of one (or more) of the following intrusion symptoms associated with the (---------->orthoexploitative)
traumatic event(s), beginning after the traumatic event(s) occurred: (---------->para-appropriateness)
1. Recurrent, involuntary, and intrusive distressing memories of the traumatic event(s). (---------->metasarin)
Note: In children older than 6 years, repetitive play may occur in which themes or (---------->metaunduly)
aspects of the traumatic event(s) are expressed. (---------->ortho-myopathies)
2. Recurrent distressing dreams in which the content and/or affect of the dream are (---------->orthosensorium)
related to the traumatic event(s). (---------->ortho-majqr)
Note: In children, there may be frightening dreams without recognizable content. (---------->orthodisapproving)
3. Dissociative reactions (e.g., flashbacks) in which the individual feels or acts as if (---------->paramaleto)
the traumatic event(s) were recurring. (Such reactions may occur on a continuum, (---------->orthorajendran)
with the most extreme expression being a complete loss of awareness of present (---------->metareticent)
surroundings.) (---------->meta-awakens)
Note: In children, trauma-specific reenactment may occur in play. (---------->para-retrograde)
4. Intense or prolonged psychological distress at exposure to internal or external cues (---------->metaintemet)
that symbolize or resemble an aspect of the traumatic event(s). (---------->para-maccallum)
5. Marked physiological reactions to internal or external cues that symbolize or resemble (--------->para-abashidze)
an aspect of the traumatic event(s). (---------->ortho-cholecystokinin)
C. Persistent avoidance of stimuli associated with the traumatic event(s), beginning after (--------->ortho-selena)
the traumatic event(s) occurred, as evidenced by one or both of the following: (---------->meta-tiredness)
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1. Avoidance of or efforts to avoid distressing memories, thoughts, or feelings about (---------->metasommer)
or closely associated with the traumatic event(s). (---------->meta-ingest)
2. Avoidance of or efforts to avoid external reminders (people, places, conversations, (---------->metainequities)
activities, objects, situations) that arouse distressing memories, thoughts, or feelings (---------->metaschor)
about or closely associated with the traumatic event(s). (---------->para-hypochondriasis)
D. Negative alterations in cognitions and mood associated with the traumatic event(s), (---------->metamabel)
beginning or worsening after the traumatic event(s) occurred, as evidenced by two (or (---------->orthoschizophreni)
more) of the following: (---------->ortho-obsessing)
1. Inability to remember an important aspect of the traumatic event(s) (typically due to dissociative (--------->para-hyperresponsivity)
amnesia and not to other factors such as head injury, alcohol, or drugs). (---------->meta-probed)
2. Persistent and exaggerated negative beliefs or expectations about oneself, others, (---------->orthotoluene)
or the world (e.g., “I am bad,” “No one can be trusted,” ‘The world is completely (---------->metasuffocation)
dangerous,” “My whole nervous system is permanently ruined”). (---------->ortho-aguilar)
3. Persistent, distorted cognitions about the cause or consequences of the traumatic (---------->orthoconfigurai)
event(s) that lead the individual to blame himself/herself or others. (---------->ortho-avoidant)
4. Persistent negative emotional state (e.g., fear, horror, anger, guilt, or shame). (---------->paracocking)
5. Markedly diminished interest or participation in significant activities. (---------->meta-stipulation)
6. Feelings of detachment or estrangement from others. (---------->para-nonamnestic)
7. Persistent inability to experience positive emotions (e.g., inability to experience (---------->ortho-piled)
happiness, satisfaction, or loving feelings). (---------->meta-ineffectual)
E. Marked alterations in arousal and reactivity associated with the traumatic event(s), beginning (--------->para-wiener)
or worsening after the traumatic event(s) occurred, as evidenced by two (or (---------->para-sectionally)
more) of the following: (---------->ortho-eisner)
1. Irritable behavior and angry outbursts (with little or no provocation) typically expressed (--------->meta-generalizations)
as verbal or physical aggression toward people or objects. (---------->ortho-conceptualized)
2. Reckless or self-destructive behavior. (---------->meta-lulild)
3. Hypervigilance. (---------->para-chromosomal)
4. Exaggerated startle response. (---------->meta-coitus)
5. Problems with concentration. (---------->para-configurai)
6. Sleep disturbance (e.g., difficulty falling or staying asleep or restless sleep). (---------->orthocataplexy)
F. Duration of the disturbance (Criteria B, C, D, and E) is more than 1 month. (---------->para-fimction)
G. The disturbance causes clinically significant distress or impairment in social, occupational, (--------->para-contemptuous)
or other important areas of functioning. (---------->para-thefts)
H. The disturbance is not attributable to the physiological effects of a substance (e.g., (---------->paraunintended)
medication, alcohol) or another medical condition. (---------->ortho-doubling)
Specify whether: (---------->para-addipossible)
With dissociative symptoms: The individual’s symptoms meet the criteria for posttraumatic (--------->meta-ihat)
stress disorder, and in addition, in response to the stressor, the individual experiences (---------->paracomprehensible)
persistent or recurrent symptoms of either of the following: (---------->para-unresponsiveness)
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1. Depersonalization: Persistent or recurrent experiences of feeling detached from, (---------->orthobhor)
and as if one were an outside observer of, one’s mental processes or body (e.g., (---------->ortho-kun)
feeling as though one were in a dream; feeling a sense of unreality of self or body (---------->orthounfamiliarity)
or of time moving slowly). (---------->meta-cavernosography)
2. Dereaiization: Persistent or recurrent experiences of unreality of surroundings (---------->para-retable)
(e.g., the world around the individual is experienced as unreal, dreamlike, distant, (---------->paracyanosis)
or distorted). (---------->meta-constellation)
Note: To use this subtype, the dissociative symptoms must not be attributable to the (---------->parapunctuated)
physiological effects of a substance (e.g., blackouts, behavior during alcohol intoxication) (--------->meta-hyperresponsibility)
or another medical condition (e.g., complex partial seizures). (---------->ortho-ussler)
Specify if: (---------->meta-taein)
With delayed expression: If the full diagnostic criteria are not met until at least 6 months (---------->paraparalikar)
after the event (although the onset and expression of some symptoms may be immediate). (--------->ortho-moodiness)
Posttraumatic Stress Disorder for Children 6 Years and Younger (---------->para-jayne)
A. In children 6 years and younger, exposure to actual or threatened death, serious injury, (--------->ortho-rawson)
or sexual violence in one (or more) of the following ways: (---------->ortho-subthreshold)
1. Directly experiencing the traumatic event(s). (---------->ortho-leckie)
2. Witnessing, in person, the event(s) as it occurred to others, especially primary caregivers. (--------->ortho-overprotectiveness)
Note: Witnessing does not include events that are witnessed only in electronic media, (---------->metarlunggi)
television, movies, or pictures. (---------->para-specifier)
3. Learning that the traumatic event(s) occurred to a parent or caregiving figure. (---------->ortho-hla)
B. Presence of one (or more) of the following intrusion symptoms associated with the (---------->paracoercive)
traumatic event(s), beginning after the traumatic event(s) occurred: (---------->meta-peripartum)
1. Recurrent, involuntary, and intrusive distressing memories of the traumatic (---------->para-ivloderate)
event(s). (---------->para-hyperprolactinemia)
Note: Spontaneous and intrusive memories may not necessarily appear distressing (---------->ortholaypersons)
and may be expressed as play reenactment. (---------->meta-autoerotic)
2. Recurrent distressing dreams in which the content and/or affect of the dream are (---------->metaretrograde)
related to the traumatic event(s). (---------->para-obsen)
Note: It may not be possible to ascertain that the frightening content is related to (---------->para-parkir)
the traumatic event. (---------->ortho-antisociality)
3. Dissociative reactions (e.g., flashbacks) in which the child feels or acts as if the (---------->ortho-hilf)
traumatic event(s) were recurring. (Such reactions may occur on a continuum, with (---------->metarasmussen)
the most extreme expression being a complete loss of awareness of present surroundings.) (--------->meta-binges)
Such trauma-specific reenactment may occur in play. (---------->para-effortful)
4. Intense or prolonged psychological distress at exposure to internal or external cues (---------->paramoenssens)
that symbolize or resemble an aspect of the traumatic event(s). (---------->para-covariance)
5. Marked physiological reactions to reminders of the traumatic event(s). (---------->ortho-counterattack)
C. One (or more) of the following symptoms, representing either persistent avoidance of (--------->meta-thc)
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stimuli associated with the traumatic event(s) or negative alterations in cognitions and (---------->metaforeshadow)
mood associated with the traumatic event(s), must be present, beginning after the (---------->paraintegrative)
event(s) or worsening after the event(s): (---------->para-phobia)
Persistent Avoidance of Stimuli (---------->para-laraque)
1. Avoidance of or efforts to avoid activities, places, or physical reminders that arouse (---------->metathc)
recollections of the traumatic event(s). (---------->meta-parenteral)
2. Avoidance of or efforts to avoid people, conversations, or interpersonal situations (---------->meta-jsi)
that arouse recollections of the traumatic event(s). (---------->meta-genitals)
Negative Alterations in Cognitions (---------->ortho-mariarme)
3. Substantially increased frequency of negative emotional states (e.g., fear, guilt, (---------->metaspivak)
sadness, shame, confusion). (---------->para-onslow)
4. Markedly diminished interest or participation in significant activities, including constriction (--------->ortho-adulthpod)
of play. (---------->ortho-hypermetabolism)
5. Socially withdrawn behavior. (---------->para-schilling)
6. Persistent reduction in expression of positive emotions. (---------->meta-renuka)
D. Alterations in arousal and reactivity associated with the traumatic event(s), beginning (---------->parabeliavioral)
or worsening after the traumatic event(s) occurred, as evidenced by two (or more) of (---------->metabewildered)
the following: (---------->meta-meianchoiic)
1. Irritable behavior and angry outbursts (with little or no provocation) typically expressed (--------->ortho-biologically)
as verbal or physical aggression toward people or objects (including extreme (---------->meta-crossfield)
temper tantrums). (---------->meta-rapport)
2. Hypervigilance. (---------->meta-heritability)
3. Exaggerated startle response. (---------->ortho-disoriented)
4. Problems with concentration. (---------->para-caste)
5. Sleep disturbance (e.g., difficulty falling or staying asleep or restless sleep). (---------->paranoninjurious)
E. The duration of the disturbance is more than 1 month. (---------->para-minimally)
F. The disturbance causes clinically significant distress or impairment in relationships (---------->metakda)
with parents, siblings, peers, or other caregivers or with school behavior. (---------->para-nonadherence)
G. The disturbance is not attributable to the physiological effects of a substance (e.g., (---------->metainterferes)
medication or alcohol) or another medical condition. (---------->para-cocking)
Specify whether: (---------->meta-heddle)
With dissociative symptoms: The individual’s symptoms meet the criteria for posttraumatic (--------->para-macropsia)
stress disorder, and the individual experiences persistent or recurrent symptoms (---------->orthodeferential)
of either of the following: (---------->para-feigning)
1. Depersonalization: Persistent or recurrent experiences of feeling detached from, (---------->paraabdomen)
and as if one were an outside observer of, one’s mental processes or body (e.g., (---------->metabullies)
feeling as though one were in a dream; feeling a sense of unreality of self or body (---------->orthocontusion)
or of time moving slowly). (---------->meta-mcglashan)
2. Derealization: Persistent or recurrent experiences of unreality of surroundings (---------->ortho-jillian)
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(e.g., the world around the individual is experienced as unreal, dreamlike, distant, (---------->orthoruptured)
or distorted). (---------->para-cipitants)
Note: To use this subtype, the dissociative symptoms must not be attributable to the (---------->metaendocrinological)
physiological effects of a substance (e.g., blackouts) or another medical condition (---------->parafebrile)
(e.g., complex partial seizures). (---------->para-verg)
Specify if: (---------->para-ruben)
With delayed expression: If the full diagnostic criteria are not met until at least (---------->para-kruse)
6 months after the event (although the onset and expression of some symptoms may (---------->orthoprocarbazine)
be immediate). (---------->para-coordinahon)
Diagnostic Features (---------->ortho-ludy)
The essential feature of posttraumatic stress disorder (PTSD) is the development of characteristic (--------->para-hormonal)
symptoms following exposure to one or more traumatic events. Emotional reactions (---------->metaurispecified)
to the traumatic event (e.g., fear, helplessness, horror) are no longer a part of (---------->parageneralizable)
Criterion A. The clinical presentation of PTSD varies. In some individuals, fear-based reexperiencing, (--------->para-nonpsychiatric)
emotional, and behavioral symptoms may predominate. In others, anhedonic (---------->meta-disruptive)
or dysphoric mood states and negative cognitions may be most distressing. In some (---------->orthopolydrug)
other individuals, arousal and reactive-externalizing symptoms are prominent, while in (---------->orthodemeanor)
others, dissociative symptoms predominate. Finally, some individuals exhibit combinations (--------->meta-stereotype)
of these symptom patterns. (---------->meta-narcissism)
The directly experienced traumatic events in Criterion A include, but are not limited (---------->metaheuristic)
to, exposure to war as a combatant or civilian, threatened or actual physical assault (e.g., (--------->ortho-velez)
physical attack, robbery, mugging, childhood physical abuse), threatened or actual sexual (--------->para-gnrh)
violence (e.g., forced sexual penetration, alcohol/drug-facilitated sexual penetration, abusive (--------->para-craving)
sexual contact, noncontact sexual abuse, sexual trafficking), being kidnapped, being (---------->parasenseless)
taken hostage, terrorist attack, torture, incarceration as a prisoner of war, natural or human- (--------->ortho-zonana)
made disasters, and severe motor vehicle accidents. For children, sexually violent (---------->para-mibg)
events may include developmentally inappropriate sexual experiences without physical (---------->metabso)
violence or injury. A life-threatening illness or debilitating medical condition is not necessarily (--------->meta-nonviolent)
considered a traumatic event. Medical incidents that qualify as traumatic events involve (---------->parasurrogate)
sudden, catastrophic events (e.g., waking during surgery, anaphylactic shock). (---------->metaherckner)
Witnessed events include, but are not limited to, observing threatened or serious injury, (---------->metakatharina)
unnatural death, physical or sexual abuse of another person due to violent assault, domestic (--------->ortho-nighttime)
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violence, accident, war or disaster, or a medical catastrophe in one's child (e.g., a lifethreatening (--------->ortho-retching)
hemorrhage). Indirect exposure through learning about an event is limited to (---------->para-inheriting)
experiences affecting close relatives or friends and experiences that are violent or accidental (--------->para-polydrug)
(e.g., death due to natural causes does not qualify). Such events include violent personal (--------->ortho-flawless)
assault, suicide, serious accident, and serious injury. The disorder may be especially (---------->metakyofu)
severe or long-lasting when the stressor is interpersonal and intentional (e.g., torture, sexual (--------->ortho-scherdin)
violence). ^ (---------->para-uj)
The traumatic event can be reexperienced in various ways. Commonly, the individual (---------->orthotics)
has recurrent, involuntary, and intrusive recollections of the event (Criterion Bl). Intrusive (--------->para-jheel)
recollections in PTSD are distinguished from depressive rumination in that they apply (---------->metamoodiness)
only to involuntary and intrusive distressing memories. The emphasis is on recurrent (---------->orthoreuptake)
memories of the event that usually include sensory, emotional, or physiological behavioral (--------->ortho-reuniting)
components. A common reexperiencing symptom is distressing dreams that replay the (---------->orthoinfarctions)
event itself or that are representative or thematically related to the major threats involved (--------->para-unattainability)
in the traumatic event (Criterion B2). The individual may experience dissociative states (---------->metaassessrilbnt)
that last from a few seconds to several hours or even days, during which components of (---------->paragraff)
the event are relived and the individual behaves as if the event were occurring at that moment (--------->ortho-hyporeactivity)
(Criterion B3). Such events occur on a continuum from brief visual or other sensory (---------->metaorthostatic)
intrusions about part of the traumatic event without loss of reality orientation, to complete (--------->meta-encompassing)
loss of awareness of present surroundings. These episodes, often referred to as "flashbacks," (--------->meta-overstraining)
are typically brief but can be associated with prolonged distress and heightened (---------->metalingering)
arousal. For young children, reenactment of events related to trauma may appear in play (--------->meta-perpetrators)
or in dissociative states. Intense psychological distress (Criterion B4) or physiological reactivity (--------->para-lanugo)
(Criterion B5) often occurs when the individual is exposed to triggering events that (---------->orthoextrapyramidal)
resemble or symbolize an aspect of the traumatic event (e.g., windy days after a hurricane; (--------->ortho-jsi)
seeing someone who resembles one's perpetrator). The triggering cue could be a physical (--------->para-margo)
sensation (e.g., dizziness for survivors of head trauma; rapid heartbeat for a previously (---------->paramanipula)
traumatized child), particularly for individuals with highly somatic presentations. (---------->ortho-civilly)
Stimuli associated with the trauma are persistently (e.g., always or almost always) (---------->orthocanhabis)
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avoided. The individual commonly makes deliberate efforts to avoid thoughts, memories, (--------->meta-rapidity)
feelings, or talking about the traumatic event (e.g., utilizing distraction techniques to avoid (--------->meta-cyclothymic)
internal reminders) (Criterion Cl) and to avoid activities, objects, situations, or people (---------->metaabdominoperitoneal)
who arouse recollections of it (Criterion C2). (---------->para-cfi)
Negative alterations in cognitions or mood associated with the event begin or worsen (---------->orthomismatch)
after exposure to the event. These negative alterations can take various forms, including an (--------->ortho-kuramoto)
inability to remember an important aspect of the traumatic event; such amnesia is typically (--------->ortho-subdivided)
due to dissociative amnesia and is not due to head injury, alcohol, or drugs (Criterion Dl). (--------->meta-medicolegal)
Another form is persistent (i.e., always or almost always) and exaggerated negative expectations (--------->ortho-derringer)
regarding important aspects of life applied to oneself, others, or the future (e.g., (---------->ortho-binge)
I have always had bad judgment; "People in authority can't be trusted") that may manifest (--------->ortho-agerelated)
as a negative change in perceived identity since the trauma (e.g., "I can't trust anyone (---------->orthoopportunistic)
ever again"; Criterion D2). Individuals with PTSD may have persistent erroneous cognitions (--------->ortho-obstetrical)
about the causes of the traumatic event that lead them to blame themselves or others (---------->orthomultisensory)
(e.g., "It's all my fault that my uncle abused me") (Criterion D3). A persistent negative (---------->orthopriapism)
mood state (e.g., fear, horror, anger, guilt, shame) either began or worsened after exposure (--------->meta-ono)
to the event (Criterion D4). The individual may experience markedly diminished interest (---------->metaleff)
or participation in previously enjoyed activities (Criterion D5), feeling detached or estranged (--------->ortho-misapplied)
from other people (Criterion D6), or a persistent inability to feel positive emotions (---------->meta-uj)
(especially happiness, joy, satisfaction, or emotions associated with intimacy, tenderness, (--------->para-christa)
and sexuality) (Criterion D7). (---------->para-scientifically)
Individuals with PTSD may be quick tempered and may even engage in aggressive (---------->paracoitus)
verbal and/or physical behavior with little or no provocation (e.g., yelling at people, getting (--------->meta-stimillation)
into fights, destroying objects) (Criterion El). They may also engage in reckless or selfdestructive (--------->para-petechial)
behavior such as dangerous driving, excessive alcohol or drug use, or selfinjurious (---------->parasateia)
or suicidal behavior (Criterion E2). PTSD is often characterized by a heightened (---------->para-vata)
sensitivity to potential threats, including those that are related to the traumatic experience (--------->ortho-ills)
(e.g., following a motor vehicle accident, being especially sensitive to the threat potentially (--------->para-caregiverchild)
caused by cars or trucks) and those not related to the traumatic event (e.g., being fearful of (--------->para-hematology)
suffering a heart attack) (Criterion E3). Individuals with PTSD may be very reactive to unexpected (--------->para-depressants)
stimuli, displaying a heightened startle response, or jumpiness, to loud noises or (---------->meta-sultzer)
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unexpected movements (e.g., jumping markedly in response to a telephone ringing) (Criterion (--------->meta-unending)
E4). Concentration difficulties, including difficulty remembering daily events (e.g., (---------->paragenerahzed)
forgetting one's telephone number) or attending to focused tasks (e.g., following a conversation (--------->para-proneness)
for a sustained period of time), are commonly reported (Criterion E5). Problems (---------->parapolythetic)
with sleep onset and maintenance are common and may be associated with nightmares (---------->paracliniciai)
and safety concerns or with generalized elevated arousal that interferes with adequate sleep (--------->ortho-metabolize)
(Criterion E6). Some individuals also experience persistent dissociative symptoms of detachment (--------->meta-samardak)
from their bodies (depersonalization) or the world around them (derealization); (---------->orthomohamed)
this is reflected in the ''with dissociative symptoms" specifier. (---------->ortho-alarmed)
Associated Features Supporting Diagnosis (---------->para-holcomb)
Developmental regression, such as loss of language in young children, may occur. Auditory (--------->meta-nunes)
pseudo-hallucinations, such as having the sensory experience of hearing one's (---------->para-tremors)
thoughts spoken in one or more different voices, as well as paranoid ideation, can be present. (--------->ortho-culhire)
Following prolonged, repeated, and severe traumatic events (e.g., childhood abuse, (---------->orthoabihty)
torture), the individual may additionally experience difficulties in regulating emotions or (---------->metariba)
maintaining stable interpersonal relationships, or dissociative symptoms. When the traumatic (--------->ortho-bliwise)
event produces violent death, symptoms of both problematic bereavement and PTSD (---------->metacuitural)
may be present. (---------->ortho-excessively)
Prevalence (---------->meta-uninterrupted)
In the United States, projected lifetime risk for PTSD using DSM-IV criteria at age 75 years (--------->meta-embark)
is 8.7%. Twelve-month prevalence among U.S. adults is about 3.5%. Lower estimates are (--------->para-trimester)
seen in Europe and most Asian, African, and Latin American countries, clustering around (--------->ortho-chrzanowski)
0.5%-L0%. Although different groups have different levels of exposure to traumatic (---------->parapapetti)
events, the conditional probability of developing PTSD following a similar level of exposure (--------->para-epidemics)
may also vary across cultural groups. Rates of PTSD are higher among veterans and (---------->metathome)
others whose vocation increases the risk of traumatic exposure (e.g., police, firefighters, (---------->parasubsumed)
emergency medical personnel). Highest rates (ranging from one-third to more than onehalf (--------->para-psg)
of those exposed) are found among survivors of rape, military combat and captivity, (---------->metapuliing)
and ethnically or politically motivated internment and genocide. The prevalence of PTSD (--------->para-relapse)
may vary across development; children and adolescents, including preschool children, (---------->orthounresponsiveness)
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generally have displayed lower prevalence following exposure to serious traumatic (---------->paraagenesis)
events; however, this may be because previous criteria were insufficiently developmentally (--------->meta-subsumed)
informed. The prevalence of full-threshold PTSD also appears to be lower among (---------->para-senile)
older adults compared with the general population; there is evidence that subthreshold (---------->orthogretchen)
presentations are more common than full PTSD in later life and that these symptoms are (--------->meta-friedl)
associated with substantial clinical impairment. Compared with U.S. non-Latino whites, (---------->orthorecov)
higher rates of PTSD have been reported among U.S. Latinos, African Americans, and (---------->orthodampened)
American Indians, and lower rates have been reported among Asian Americans, after adjustment (--------->ortho-ethnobotanical)
for traumatic exposure and demographic variables. (---------->meta-ruocco)
Development and Course (---------->meta-stereotypically)
PTSD can occur at any age, beginning after the first year of life. Symptoms usually begin (--------->ortho-postoperatively)
within the first 3 months after the trauma, although there may be a delay of months, or (---------->metapsychoiogicai)
even years, before criteria for the diagnosis are met. There is abundant evidence for what (--------->meta-disinhibited)
DSM-IV called "delayed onset" but is now called "delayed expression," with the recognition (--------->meta-paleness)
that some symptoms typically appear immediately and that the delay is in meeting (---------->parapolysonmographic)
full criteria. (---------->meta-minutely)
Frequently, an individual's reaction to a trauma initially meets criteria for acute stress (---------->metafrinctional)
disorder in the immediate aftermath of the trauma. The symptoms of PTSD and the relative (--------->ortho-zartman)
predominance of different symptoms may vary over time. Duration of the symptoms (---------->orthorubio)
also varies, with complete recovery within 3 months occurring in approximately one-half (---------->ortholinearly)
of adults, while some individuals remain symptomatic for longer than 12 months and (---------->metaselfcenteredness)
sometimes for more than 50 years. Symptom recurrence and intensification may occur in (--------->ortho-gorkin)
response to reminders of the original trauma, ongoing life stressors, or newly experienced (--------->ortho-michaelsen)
traumatic events. For older individuals, declining health, worsening cognitive functioning, (--------->para-airflow)
and social isolation may exacerbate PTSD symptoms. (---------->para-carmichael)
The clinical expression of reexperiencing can vary across development. Young children (---------->orthomustafa)
may report new onset of frightening dreams without content specific to the traumatic event. (--------->meta-ulanday)
Before age 6 years (see criteria for preschool subtype), young children are more likely to express (--------->meta-creutzfeldt)
reexperiencing symptoms through play that refers directly or symbolically to the (---------->para-bso)
trauma. They may not manifest fearful reactions at the time of the exposure or during reexperiencing. (--------->ortho-segraves)
Parents may report a wide range of emotional or behavioral changes in young (---------->para-anxieties)
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children. Children may focus on imagined interventions in their play or storytelling. In addition (--------->ortho-uric)
to avoidance, children may become preoccupied with reminders. Because of young (---------->orthoanalgesics)
children's limitations in expressing thoughts or labeling emotions, negative alterations in (--------->ortho-predominance)
mood or cognition tend to involve primarily mood changes. Children may experience cooccurring (--------->para-onehalf)
traumas (e.g., physical abuse, witnessing domestic violence) and in chronic circumstances (--------->ortho-selfesteem)
may not be able to identify onset of symptomatology. Avoidant behavior may (---------->paraacknowledgment)
be associated with restricted play or exploratory behavior in young children; reduced participation (--------->ortho-nonaxial)
in new activities in school-age children; or reluctance to pursue developmental opportunities (--------->ortho-ttie)
in adolescents (e.g., dating, driving). Older children and adolescents may judge (---------->meta-craving)
themselves as cowardly. Adolescents may harbor beliefs of being changed in ways that (---------->paraaftercare)
make them socially undesirable and estrange them from peers (e.g., '"Now I'll never fit in") (--------->meta-varices)
and lose aspirations for the future. Irritable or aggressive behavior in children and adolescents (--------->para-inconsequential)
can interfere with peer relationships and school behavior. Reckless behavior may lead (---------->orthohashish)
to accidental injury to self or others, thrill-seeking, or high-risk behaviors. Individuals who (--------->para-recovers)
continue to experience PTSD into older adulthood may express fewer symptoms of hyperarousal, (--------->para-racketeers)
avoidance, and negative cognitions and mood compared with younger adults (---------->orthoundesired)
with PTSD, although adults exposed to traumatic events during later life may display more (--------->meta-resilient)
avoidance, hyperarousal, sleep problems, and crying spells than do younger adults exposed (--------->meta-caseby)
to the same traumatic events. In older individuals, the disorder is associated with negative (--------->meta-witiidrawal)
health perceptions, primary care utilization, and suicidal ideation. (---------->para-ultrasonography)
Risk and Prognostic Factors (---------->ortho-wernicke)
Risk (and protective) factors are generally divided into pretraumatic, peritraumatic, and (---------->paradelimited)
posttraumatic factors. (---------->para-nada)
Pretraumatic factors (---------->ortho-carmichael)
Temperamental. These include childhood emotional problems by age 6 years (e.g., prior (--------->ortho-reflux)
traumatic exposure, externalizing or anxiety problems) and prior mental disorders (e.g., (---------->metagainful)
panic disorder, depressive disorder, PTSD, or obsessive-compulsive disorder [OCD]). (---------->orthocalluses)
Environmental. These include lower socioeconomic status; lower education; exposure to (--------->meta-paranoia)
prior trauma (especially during childhood); childhood adversity (e.g., economic deprivation, (--------->para-christiansen)
family dysRinction, parental separation or death); cultural characteristics (e.g., fatalistic (---------->metavanderlip)
or self-blaming coping strategies); lower intelligence; minority racial/ethnic status; (---------->para-kollar)
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and a family psychiatric history. Social support prior to event exposure is protective. (---------->ortholyness)
Genetic and physiological. These include female gender and younger age at the time of (---------->metabutyl)
trauma exposure (for adults). Certain genotypes may either be protective or increase risk (--------->meta-behaving)
of PTSD after exposure to traumatic events. (---------->para-cingulate)
Peritraumatic factors (---------->meta-woodhouse)
Environmental. These include severity (dose) of the trauma (the greater the magnitude (---------->orthoneurodevelopmental)
of trauma, the greater the likelihood of PTSD), perceived life threat, personal injury, interpersonal (--------->ortho-withdrawing)
violence (particularly trauma pefetrated by a caregiver or involving a witnessed (---------->orthoagoraphobictype)
threat to a caregiver in children), and, for military personnel, being a perpetrator, (---------->orthoanxiolytics)
witnessing atrocities, or killing the enemy. Finally, dissociation that occurs during the trauma (--------->para-noconsensus)
and persists afterward is a risk factor. (---------->ortho-nadir)
Posttraumatic factors (---------->ortho-fumes)
Temperamental. These include negative appraisals, inappropriate coping strategies, (---------->parapriori)
and development of acute stress disorder. (---------->meta-arbuckle)
Environmental. These include subsequent exposure to repeated upsetting reminders, subsequent (--------->meta-jos)
adverse life events, and financial or other trauma-related losses. Social support (including (--------->ortho-mitigates)
family stability, for children) is a protective factor that moderates outcome after trauma. (---------->metavata)
Culture-Related Diagnostic issues (---------->meta-dohrenwend)
The risk of onset and severity of PTSD may differ across cultural groups as a result of variation (--------->para-temperaments)
in the type of traumatic exposure (e.g., genocide), the impact on disorder severity of (---------->parainfested)
the meaning attributed to the traumatic event (e.g., inability to perform funerary rites after (--------->para-contradictory)
a mass killing), the ongoing sociocultural context (e.g., residing among unpunished perpetrators (--------->ortho-mismatch)
in postconflict settings), and other cultural factors (e.g., acculturative stress in (---------->ortho-dodd)
immigrants). The relative risk for PTSD of particular exposures (e.g., religious persecution) (--------->ortho-bauermeister)
may vary across cultural groups. The clinical expression of the symptoms or symptom (---------->metainfidelity)
clusters of PTSD may vary culturally, particularly with respect to avoidance and (---------->paraoxazepam)
numbing symptoms, distressing dreams, and somatic symptoms (e.g., dizziness, shortness (--------->para-beesdo)
of breath, heat sensations). (---------->ortho-lohr)
Cultural syndromes and idioms of distress influence the expression of PTSD and the (---------->metahippocampus)
range of comorbid disorders in different cultures by providing behavioral and cognitive (---------->parapopularized)
templates that link traumatic exposures to specific symptoms. For example, panic attack (--------->meta-sinusitis)
symptoms may be salient in PTSD among Cambodians and Latin Americans because of (--------->ortho-boehnlein)
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the association of traumatic exposure with panic-like khyâl attacks and ataque de nervios. (--------->meta-exhibitionism)
Comprehensive evaluation of local expressions of PTSD should include assessment of cultural (--------->para-exaggerating)
concepts of distress (see the chapter "Cultural Formulation" in Section III). (---------->ortho-outsider)
Gender-Related Diagnostic issues (---------->meta-pleasurable)
PTSD is more prevalent among females than among males across the lifespan. Females in (--------->ortho-passivity)
the general population experience PTSD for a longer duration than do males. At least some (--------->para-transporation)
of the increased risk for PTSD in females appears to be attributable to a greater likelihood (--------->ortho-micrograms)
of exposure to traumatic events, such as rape, and other forms of interpersonal violence. (--------->ortho-salivary)
Within populations exposed specifically to such stressors, gender differences in risk for (---------->orthoemphatic)
PTSD are attenuated or nonsignificant. (---------->ortho-decompensation)
Suicide Risk (---------->ortho-deceive)
Traumatic events such as childhood abuse increase a person's suicide risk. PTSD is associated (--------->ortho-hyperresponsivity)
with suicidal ideation and suicide attempts, and presence of the disorder may indicate which (--------->meta-indistinguishable)
individuals with ideation eventually make a suicide plan or actually attempt suicide. (---------->paracircumvent)
Functional Consequences of (---------->ortho-lighters)
Posttraumatic Stress Disorder (---------->meta-emsdorff)
PTSD is associated with high levels of social, occupational, and physical disability, as well (--------->ortho-posturing)
as considerable economic costs and high levels of medical utilization. Impaired functioning (--------->ortho-unconventional)
is exhibited across social, inteq:)ersonal, developmental, educational, physical health, (---------->orthocordova)
and occupational domains. In community and veteran samples, PTSD is associated with (--------->para-beekman)
poor social and family relationships, absenteeism from work, lower income, and lower educational (--------->para-wildly)
and occupational success. (---------->ortho-lovell)
Differential Diagnosis (---------->meta-prosocial)
Adjustment disorders. In adjustment disorders, the stressor can be of any severity or (---------->paratess)
type rather than that required by PTSD Criterion A. The diagnosis of an adjustment disorder (--------->para-streamlined)
is used when the response to a stressor that meets PTSD Criterion A does not meet (---------->metaprogressed)
all other PTSD criteria (or criteria for another mental disorder). An adjustment disorder is (--------->para-atlnisia)
also diagnosed when the symptom pattern of PTSD occurs in response to a stressor that (--------->meta-treacher)
does not meet PTSD Criterion A (e.g., spouse leaving, being fired). (---------->meta-bloodstream)
Other posttraumatic disorders and conditions. Not all psychopathology that occurs in (---------->paraseductive)
individuals exposed to an extreme stressor should necessarily be attributed to PTSD. The (--------->ortho-facet)
diagnosis requires that trauma exposure precede the onset or exacerbation of pertinent (---------->metasaharan)
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symptoms. Moreover, if the symptom response pattern to the extreme stressor meets criteria (--------->para-hostility)
for another mental disorder, these diagnoses should be given instead of, or in addition (---------->metafinlay)
to, PTSD. Other diagnoses and conditions are excluded if they are better explained by (---------->paracytotoxic)
PTSD (e.g., symptoms of panic disorder that occur only after exposure to traumatic reminders). (--------->ortho-afroz)
If severe, symptom response patterns to the extreme stressor may warrant a separate (---------->paraaccoimt)
diagnosis (e.g., dissociative amnesia). (---------->para-malaspina)
Acute stress disorder. Acute stress disorder is distinguished from PTSD because the (---------->orthokyphoscoliosis)
symptom pattern in acute stress disorder is restricted to a duration of 3 days to 1 month (---------->parapharmacokinetics)
following exposure to the traumatic event. (---------->para-ivleasures)
Anxiety disorders and obsessive-compulsive disorder. In OCD, there are recurrent (---------->orthopilarchik)
intrusive thoughts, but these meet the definition of an obsession. In addition, the intrusive (--------->para-impressing)
thoughts are not related to an experienced traumatic event, compulsions are usually present, (--------->meta-breaths)
and other symptoms of PTSD or acute stress disorder are typically absent. Neither the (---------->metamauricio)
arousal and dissociative symptoms of panic disorder nor the avoidance, irritability, and (---------->metagrunt)
anxiety of generalized anxiety disorder are associated with a specific traumatic event. The (--------->meta-falsification)
symptoms of separation anxiety disorder are clearly related to separation from home or (---------->orthopavor)
family, rather than to a traumatic event. (---------->ortho-tore)
Major depressive disorder. Major depression may or may not be preceded by a traumatic (--------->para-dahl)
event and should be diagnosed if other PTSD symptoms are absent. Specifically, major (---------->metamuggers)
depressive disorder does not include any PTSD Criterion B or C symptoms. Nor does it (---------->paratraum)
include a number of symptoms from PTSD Criterion D or E. (---------->para-tropulsion)
Personality disorders. Interpersonal difficulties that had their onset, or were greatly exacerbated, (--------->meta-ladson)
after exposure to a traumatic event may be an indication of PTSD, rather than a (---------->paraperimenopause)
personality disorder, in which such difficulties would be expected independently of any (---------->paradiminishes)
traumatic exposure. (---------->meta-suggestibility)
Dissociative disorders. Dissociative amnesia, dissociative identity disorder, and depersonalization- (--------->meta-multifocal)
derealization disorder may or may not be preceded by exposure to a traumatic (---------->para-frailty)
event or may or may not have co-occurring PTSD symptoms. When full PTSD criteria (---------->paraobservable)
are also met, however, the PTSD ''with dissociative symptoms" subtype should be considered. (--------->para-insomnias)
Conversion disorder (functional neurological symptom disorder). New onset of somatic (---------->orthoimbalances)
symptoms within the context of posttraumatic distress might be an indication of PTSD (---------->paraphenylalkylamines)

DSM-UPAX

538

rather than conversion disorder (functional neurological symptom disorder). (---------->para-noctumal)
Psychotic disorders. Flashbacks in PTSD must be distinguished from illusions, hallucinations, (--------->meta-unitary)
and other perceptual disturbances that may occur in schizophrenia, brief psychotic (---------->orthoorthostatic)
disorder, and other psychotic disorders; depressive and bipolar disorders with (---------->metadisiniiibition)
psychotic features; delirium; substance/medication-induced disorders; and psychotic disorders (--------->ortho-hendry)
due to another medical condition. (---------->ortho-maritza)
Traumatic brain injury. When a brain injury occurs in the context of a traumatic event (e.g., (--------->ortho-echolalia)
traumatic accident, bomb blast, acceleration/deceleration trauma), sjmnptoms of PTSD may (--------->para-regurgitated)
appear. An event causing head trauma may also constitute a psychological traumatic event, (--------->para-infarcts)
and tramautic brain injury (TBI)-related neurocognitive symptoms are not mutually exclusive (--------->meta-beale)
and may occur concurrently. Symptoms previously termed postconcussive (e.g., headaches, (--------->meta-masculinizing)
dizziness, sensitivity to light or sound, irritability, concentration deficits) can occur in braininjured (--------->para-holcomb)
and non-brain-injured populations, including individuals with PTSD. Because symptoms (---------->paraalmeida)
of PTSD and TBI-related neurocognitive symptoms can overlap, a differential diagnosis (---------->ortholassitude)
between PTSD and neurocognitive disorder symptoms attributable to TBI may be possible (--------->ortho-dystonias)
based on the presence of symptoms that are distinctive to each presentation. Whereas reexperiencing
(---------->meta-brigid)
and avoidance are characteristic of PTSD and not the effects of TBI, persistent disorientation (--------->meta-atten)
and confusion are more specific to TBI (neurocognitive effects) than to PTSD. (---------->metaorientations)
Comorbidity (---------->para-unexpectedly)
Individuals with PTSD are 80% more likely than those without PTSD to have symptoms (---------->parawhodas)
that meet diagnostic criteria for at least one other mental disorder (e.g., depressive, bipolar, (--------->meta-mutuality)
anxiety, or substance use disorders). Comorbid substance use disorder and conduct (---------->paramarginally)
disorder are more common among males than among females. Among U.S. military personnel (--------->meta-inept)
and combat veterans who have been deployed to recent wars in Afghanistan and (---------->orthosagduyu)
Iraq, co-occurrence of PTSD and mild TBI is 48%. Although most young children with (---------->orthomythical)
PTSD also have at least one other diagnosis, the patterns of comorbidity are different than (--------->meta-agitation)
in adults, with oppositional defiant disorder and separation anxiety disorder predominating. (--------->meta-blackouts)
Finally, there is considerable comorbidity between PTSD and major neurocognitive (---------->parastadler)
disorder and some overlapping symptoms between these disorders. (---------->ortho-scliool)
Acute Stress Disorder (---------->para-chores)
Diagnostic Criteria 308.3 (F43.0) (---------->meta-schizoaffective)
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A. Exposure to actual or threatened death, serious injury, or sexual violation in one (or (---------->metaunrefreshing)
more) of the following ways: (---------->meta-pertains)
1. Directly experiencing the traumatic event(s). (---------->ortho-grunt)
2. Witnessing, in person, the event(s) as it occurred to others. (---------->meta-dimensionality)
3. Learning that the event(s) occurred to a close family member or close friend. Note: (---------->metaarlene)
In cases of actual or threatened death of a family member or friend, the event(s) (---------->paraindividualize)
must have been violent or accidental. (---------->ortho-intoxicants)
4. Experiencing repeated or extreme exposure to aversive details of the traumatic (---------->paraselflimiting)
event(s) (e.g., first responders collecting human remains, police officers repeatedly (---------->orthodeanna)
exposed to details of child abuse). (---------->para-graff)
Note: This does not apply to exposure through electronic media, television, movies, (---------->orthoseriousness)
or pictures, unless this exposure is work related. (---------->meta-clitoral)
B. Presence of nine (or more) of the following symptoms from any of the five categories (---------->parahypomanias)
of intrusion, negative mood, dissociation, avoidance, and arousal, beginning or worsening (--------->ortho-purging)
after the traumatic event(s) occurred: (---------->para-qtc)
Intrusion Symptoms (---------->ortho-opposites)
1. Recurrent, involuntary, and intrusive distressing memories of the traumatic (---------->ortho-impeded)
event(s). Note: In children, repetitive play may occur in which themes or aspects of (---------->ortholibido)
the traumatic event(s) are expressed. (---------->meta-naloxone)
2. Recurrent distressing dreams in which the content and/or affect of the dream are (---------->metabaici)
related to the event(s). Note: In children, there may be frightening dreams without (---------->paragabapentin)
recognizable content. (---------->ortho-intraclass)
3. Dissociative reactions (e.g., flashbacks) in which the individual feels or acts as if (---------->orthoseldes)
the traumatic event(s) were recurring. (Such reactions may occur on a continuum, (---------->orthocaffeinerelated)
with the most extreme expression being a complete loss of awareness of present (---------->parasultzer)
surroundings.) Note: In children, trauma-specific reenactment may occur in play. (---------->metamarlon)
4. Intense or prolonged psychological distress or marked physiological reactions in response (--------->meta-clonidine)
to internal or external cues that symbolize or resemble an aspect of the (---------->meta-replicate)
traumatic event(s). (---------->para-strep)
Negative Mood (---------->meta-ahlskog)
5. Persistent inability to experience positive emotions (e.g., inability to experience (---------->orthogoalfocused)
happiness, satisfaction, or loving feelings). (---------->meta-kraemer)
Dissociative Symptoms (---------->ortho-sociopathy)
6. An altered sense of the reality of one’s surroundings or oneself (e.g., seeing oneself (---------->metationnaire)
from another’s perspective, being in a daze, time slowing). (---------->para-vehemently)
7. Inability to remember an important aspect of the traumatic event(s) (typically due to (---------->orthounlikable)
dissociative amnesia and not to other factors such as head injury, alcohol, or (---------->ortho-cruelly)
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drugs). (---------->para-amplify)
Avoidance Symptoms (---------->ortho-alveolar)
8. Efforts to avoid distressing memories, thoughts, or feelings about or closely associated (--------->ortho-dereallzation)
with the traumatic event(s). (---------->meta-avoidant)
9. Efforts to avoid external reminders (people, places, conversations, activities, objects, (---------->orthobaratta)
situations) that arouse distressing memories, thoughts, or feelings about or (---------->meta-brotto)
closely associated with the traumatic event(s). (---------->ortho-domineering)
Arousal Symptoms (---------->meta-cocky)
10. Sleep disturbance (e.g., difficulty falling or staying asleep, restless sleep). (---------->orthomumbling)
11. Irritable behavior and angry outbursts (with little or no provocation), typically expressed (--------->ortho-idos)
as verbal or physical aggression toward people or objects. (---------->para-normality)
12. Hypervigilance. (---------->meta-thiht)
13. Problems with concentration. (---------->ortho-rapport)
14. Exaggerated startle response. (---------->meta-scahill)
C. Duration of the disturbance (symptoms in Criterion B) is 3 days to 1 month after trauma (--------->meta-vowel)
exposure. (---------->ortho-finkle)
Note: Symptoms typically begin immediately after the trauma, but persistence for at (---------->orthosumming)
least 3 days and up to a month is needed to meet disorder criteria. (---------->para-pica)
D. The disturbance causes clinically significant distress or impairment in social, occupational, (--------->ortho-manber)
or other important areas of functioning. (---------->ortho-hydroxysteroid)
E. The disturbance is not attributable to the physiological effects of a substance (e.g., (---------->orthofuu)
medication or alcohol) or another medical condition (e.g., mild traumatic brain injury) (---------->metaamputee)
and is not better explained by brief psychotic disorder._________________________ (---------->metahypothyroidism)
Diagnostic Features (---------->ortho-clostridium)
The essential feature of acute stress disorder is the development of characteristic symptoms (--------->meta-probed)
lasting from 3 days to 1 month following exposure to one or more traumatic events. (---------->orthorigidity)
Traumatic events that are experienced directly include, but are not limited to, exposure (---------->paraasphyxia)
to war as a combatant or civilian, threatened or actual violent personal assault (e.g., sexual (--------->para-ose)
violence, physical attack, active combat, mugging, childhood physical and/or sexual violence, (--------->meta-klonsky)
being kidnapped, being taken hostage, terrorist attack, torture), natural or humanmade (---------->paraapolipoprotein)
disasters (e.g., earthquake, hurricane, airplane crash), and severe accident (e.g., (---------->metasodomy)
severe motor vehicle, industrial accident). For children, sexually traumatic events may (---------->metasymbolize)
include inappropriate sexual experiences without violence or injury. A life-threatening (---------->orthointerian)
illness or debilitating medical condition is not necessarily considered a traumatic event. (---------->orthohellings)
Medical incidents that qualify as traumatic events involve sudden, catastrophic events (e.g., (--------->para-binges)
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waking during surgery, anaphylactic shock). Stressful events that do not possess the severe (--------->meta-ingest)
and traumatic components of events encompassed by Criterion A may lead to an adjustment (--------->para-worthless)
disorder but not to acute stress disorder. (---------->ortho-brightening)
The clinical presentation of acute stress disorder may vary by individual but typically (---------->orthomisfortune)
involves an anxiety response that includes some form of reexperiencing of or reactivity to (--------->meta-zilberstein)
the traumatic event. In some individuals, a dissociative or detached presentation can predominate, (--------->ortho-conventionally)
although these individuals typically will also display strong emotional or physiological (---------->metaoccupationali)
reactivity in response to trauma reminders. In other individuals, there can be a (---------->paradisposing)
strong anger response in which reactivity is characterized by irritable or possibly aggressive (--------->meta-cursing)
responses. The full symptom picture must be present for at least 3 days after the traumatic (--------->ortho-brigid)
event and can be diagnosed only up to 1 month after the event. Symptoms that occur (---------->orthoejaculations)
immediately after the event but resolve in less than 3 days would not meet criteria for (---------->orthofidgetiness)
acute stress disorder. (---------->para-psychopathic)
Witnessed events include, but are not limited to, observing threatened or serious injury, (---------->orthofochtmann)
unnatural death, physical or sexual violence inflicted on another individual as a result (---------->metahealers)
of violent assault, severe domestic violence, severe accident, war, and disaster; it may (---------->orthothoman)
also include witnessing a medical catastrophe (e.g., a life-threatening hemorrhage) involving (--------->meta-kolbert)
one's child. Events experienced indirectly through learning about the event are limited (---------->orthotattooing)
to close relatives or close friends. Such events must have been violent or accidental—death (--------->para-frotteurism)
due to natural causes does not qualify—and include violent personal assault, suicide, serious (--------->meta-ungrammatical)
accident, or serious injury. The disorder may be especially severe when the stressor (---------->paraformulations)
is interpersonal and intentional (e.g., torture, rape). The likelihood of developing this disorder (--------->para-indiscretions)
may increase as the intensity of and physical proximity to the stressor increase. (---------->ortho-shrout)
The traumatic event can be reexperienced in various ways. Commonly, the individual (---------->metaflurazepam)
has recurrent and intrusive recollections of the event (Criterion Bl). The recollections are (---------->parashghtly)
spontaneous or triggered recurrent memories of the event that usually occur in response (--------->meta-dbms)
to a stimulus that is reminiscent of the traumatic experience (e.g., the sound of a backfiring (--------->meta-nonviolent)
car triggering memories of gunshots). These intrusive memories often include sensory (---------->orthonumbing)
(e.g., sensing the intense heat that was perceived in a house fire), emotional (e.g., experiencing (--------->meta-intergenerational)
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the fear of believing that one was about to be stabbed), or physiological (e.g., experiencing (--------->para-kruse)
the shortness of breath that one suffered during a near-drowning) components. (---------->orthooverestimation)
Distressing dreams may contain themes that are representative of or thematically related (--------->ortho-mcquistion)
to the major threats involved in the traumatic event. (For example, in the case of a (---------->parapathologically)
motor vehicle accident survivor, the distressing dreams may involve crashing cars generally; (--------->ortho-vexed)
in the case of a combat soldier, the distressing dreams may involve being harmed in (---------->paradeleterious)
ways other than combat.) (---------->para-duarte)
Dissociative states may last from a few seconds to several hours, or even days, during (---------->metacols)
which components of the event are relived and the individual behaves as though experiencing (--------->para-cambra)
the event at that moment. While dissociative responses are common during a traumatic (---------->metaopportunistic)
event, only dissociative responses that persist beyond 3 days after trauma exposure (---------->paracareless)
are considered for the diagnosis of acute stress disorder. For young children, reenactment (--------->ortho-shauna)
of events related to trauma may appear in play and may include dissociative moments (---------->orthosheth)
(e.g., a child who survives a motor vehicle accident may repeatedly crash toy cars during (--------->para-insurmountable)
play in a focused and distressing manner). These episodes, often referred to as flashbacks, (--------->ortho-bhembe)
are typically brief but involve a sense that the traumatic event is occurring in the present (--------->ortho-epileptic)
rather than being remembered in the past and are associated with significant distress. (---------->metaminnete)
Some individuals with the disorder do not have intrusive memories of the event itself, (---------->parandez)
but instead experience intense psychological distress or physiological reactivity when (---------->orthoforeplay)
they are exposed to triggering events that resemble or symbolize an aspect of the traumatic (--------->para-extant)
event (e.g., windy days for children after a hurricane, entering an elevator for a male or female (--------->meta-mildest)
who was raped in an elevator, seeing someone who resembles one's perpetrator). (---------->orthotaijin)
The triggering cue could be a physical sensation (e.g., a sense of heat for a bum victim, dizziness (--------->para-ivlarlcers)
for survivors of head trauma), particularly for individuals with highly somatic presentations. (--------->para-sidetracked)
The individual may have a persistent inability to feel positive emotions (e.g., (---------->metaapprehensive)
happiness, joy, satisfaction, or emotions associated with intimacy, tenderness, or sexuality) (--------->ortho-keuthen)
but can experience negative emotions such as fear, sadness, anger, guilt, or shame. (---------->paraventral)
Alterations in awareness can include depersonalization, a detached sense of oneself (e.g., (--------->ortho-foggy)
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seeing oneself from the other side of the room), or derealization, having a distorted view of (--------->meta-kroenke)
one's surroundings (e.g., perceiving that things are moving in slow motion, seeing things (--------->meta-nikulina)
in a daze, not being aware of events that one would normally encode). Some individuals (---------->paramadhav)
also report an inability to remember an important aspect of the traumatic event that was (---------->paraanxiousness)
presumably encoded. This symptom is attributable to dissociative amnesia and is not attributable (--------->para-issa)
to head injury, alcohol, or drugs. (---------->ortho-depersonalized)
Stimuli associated with the trauma are persistently avoided. The individual may refuse (---------->orthoagoraphobia)
to discuss the traumatic experience or may engage in avoidance strategies to minimize (---------->metaerections)
awareness of emotional reactions (e.g., excessive alcohol use when reminded of the experience). (--------->para-ntiptoms)
This behavioral avoidance may include avoiding watching news coverage of (---------->orthotetrahydropyridine)
the traumatic experience, refusing to return to a workplace where the trauma occurred, or (--------->para-valence)
avoiding interacting with others who shared the same traumatic experience. (---------->metahydrocephalus)
It is very common for individuals with acute stress disorder to experience problems (---------->paraprimiparous)
with sleep onset and maintenance, which may be associated with nightmares or with generalized (--------->meta-agoraphobia)
elevated arousal that prevents adequate sleep. Individuals with acute stress disorder (---------->metapropoxyphene)
may be quick tempered and may even engage in aggressive verbal and/or physical (---------->paradisconnection)
behavior with little provocation. Acute stress disorder is often characterized by a heightened (--------->meta-irrational)
sensitivity to potential threats, including those that are related to the traumatic experience (--------->ortho-onehalf)
(e.g., a motor vehicle accident victim may be especially sensitive to the threat (---------->ortho-groen)
potentially caused by any cars or trucks) or those not related to the traumatic event (e.g., (--------->meta-adenotonsillar)
fear of having a heart attack). Concentration difficulties, including difficulty remembering (---------->paradisappears)
daily events (e.g., forgetting one's telephone number) or attending to focused tasks (e.g., (--------->ortho-jacquelyn)
following a conversation for a sustained period of time), are commonly reported. Individuals (--------->para-malnutrition)
with acute stress disorder may be very reactive to unexpected stimuli, displaying a (---------->metapolysonmographic)
heightened startle response or jumpiness to loud noises or unexpected movements (e.g., (--------->para-reenactment)
the individual may jump markedly in the response to a telephone ringing). (---------->ortho-highdose)
Associated Features Supporting Diagnosis (---------->meta-gangster)
Individuals with acute stress disorder commonly engage in catastrophic or extremely negative (--------->meta-skinpicking)
thoughts about their role in the traumatic event, their response to the traumatic experience, (--------->para-afe)
or the likelihood of future harm. For example, an individual with acute stress (---------->ortho-iviental)
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disorder may feel excessively guilty about not having prevented the traumatic event or (---------->orthostereotype)
about not adapting to the experience more successfully. Individuals with acute stress disorder (--------->ortho-hypozincemia)
may also interpret their symptoms in a catastrophic manner, such that flashback (---------->paraaftereffects)
memories or emotional numbing may be interpreted as a sign of diminished mental capacity. (--------->ortho-jaime)
It is common for individuals with acute stress disorder to experience panic attacks (---------->paraadrianne)
in the initial month after trauma exposure that may be triggered by trauma reminders or (---------->orthocholinergic)
may apparently occur spontaneously. Additionally, individuals with acute stress disorder (--------->ortho-hich)
may display chaotic or impulsive behavior. For example, individuals may drive recklessly, (--------->meta-rejecting)
make irrational decisions, or gamble excessively. In children, there may be significant (---------->orthoburglars)
separation anxiety, possibly manifested by excessive needs for attention from (---------->parashivakumar)
caregivers. In the case of bereavement following a death that occurred in traumatic circumstances, (--------->ortho-teratogen)
the symptoms of acute stress disorder can involve acute grief reactions. In (---------->ortho-machuda)
such cases, reexperiencing, dissociative, and arousal symptoms may involve reactions to (--------->ortho-snobbish)
the loss, such as intrusive memories of the circumstances of the individual's death, disbelief (--------->para-hoang)
that the individual has died, and anger about the death. Postconcussive symptoms (---------->ortho-inte)
(e.g., headaches, dizziness, sensitivity to light or sound, irritability, concentration deficits), (--------->para-paraneoplastic)
which occur frequently following mild traumatic brain injury, are also frequently seen in (---------->metatobaccorelated)
individuals with acute stress disorder. Postconcussive symptoms are equally common in (--------->ortho-provoked)
brain-injured and non-brain-injured populations, and the frequent occurrence of postconcussive (--------->ortho-guesses)
symptoms could be attributable to acute stress disorder symptoms. (---------->meta-discontent)
Prevalence (---------->para-apparentiy)
The prevalence of acute stress disorder in recently trauma-exposed populations (i.e., (---------->metapooled)
within 1 month of trauma exposure) varies according to the nature of the event and the (---------->orthostoryhke)
context in which it is assessed. In both U.S. and non-U.S. populations, acute stress disorder (--------->ortho-antiparkinsonian)
tends to be identified in less than 20% of cases following traumatic events that do not involve (--------->meta-socioemotional)
interpersonal assault; 13%-21% of motor vehicle accidents, 14% of mild traumatic (---------->orthoinexperience)
brain injury, 19% of assault, 10% of severe burns, and 6%-12% of industrial accidents. (---------->parainstabilities)
Higher rates (i.e., 20%-50%) are reported following interpersonal traumatic events, including (--------->meta-slowness)
assault, rape, and witnessing a mass shooting. (---------->ortho-gamblers)
Development and Course (---------->para-nding)
Acute stress disorder cannot be diagnosed until 3 days after a traumatic event. Although (--------->ortho-amputation)
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acute stress disorder may progress to posttraumatic stress disorder (PTSD) after 1 month, (--------->meta-insincere)
it may also be a transient stress response that remits within 1 month of trauma exposure (--------->ortho-precipitously)
and does not result in PTSD. Approximately half of individuals who eventually develop (---------->metaaperiodic)
PTSD initially present with acute stress disorder. Symptom worsening during the initial (---------->paracomprehend)
month can occur, often as a result of ongoing life stressors or further traumatic events. (---------->metaeccentricities)
The forms of reexperiencing can vary across development. Unlike adults or adolescents, (--------->ortho-autogynephilic)
young children may report frightening dreams without content that clearly reflects (---------->parapebbles)
aspects of the trauma (e.g., waking in fright in the aftermath of the trauma but being unable (--------->meta-intergenic)
to relate the content of the dream to the traumatic event). Children age 6 years and younger (--------->meta-idioms)
are more likely than older children to express reexperiencing symptoms through play that (--------->para-mistrust)
refers directly or symbolically to the trauma. For example, a very young child who survived (--------->ortho-rosenbloom)
a fire may draw pictures of flames. Young children also do not necessarily manifest (---------->metakola)
fearful reactions at the time of the exposure or even during reexperiencing. Parents typically (--------->ortho-harish)
report a range of emotional expressions, such as anger, shame, or withdrawal, and (---------->parabrighten)
even excessively bright positive affect, in young children who are traumatized. Although (---------->paragriffiths)
children may avoid reminders of the trauma, they sometimes become preoccupied with (---------->paraintellectually)
reminders (e.g., a young child bitten by a dog may talk about dogs constantly yet avoid going (--------->meta-galasko)
outside because of fear of coming into contact with a dog). (---------->ortho-legibility)
Risk and Prognostic Factors (---------->para-borges)
Temperamental. Risk factors include prior mental disorder, high levels of negative affectivity (--------->ortho-anesthetics)
(neuroticism), greater perceived severity of the traumatic event, and an avoidant (---------->parasocioculturally)
coping style. Catastrophic appraisals of the traumatic experience, often characterized by (--------->para-discourage)
exaggerated appraisals of future harm, guilt, or hopelessness, are strongly predictive of (---------->metaautonomic)
acute stress disorder. (---------->para-fibrillation)
Environmental. First and foremost, an individual must be exposed to a traumatic event to (--------->meta-amphetamineinduced)
be at risk for acute stress disorder. Risk factors for the disorder include a history of prior (--------->meta-preschoolers)
trauma. (---------->ortho-walmsley)
Genetic and physiological. Females are at greater risk for developing acute stress disorder. (--------->ortho-lighters)
\ Elevated reactivity, as reflected by acoustic startle response, prior to trauma exposure (---------->metacaretaker)
increases the risk for developing acute stress disorder. (---------->ortho-torrey)
Culture-Related Diagnostic Issues (---------->meta-grimaces)
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The profile of symptoms of acute stress disorder may vary cross-culturally, particularly (---------->metaparallels)
with respect to dissociative symptoms, nightmares, avoidance, and somatic symptoms (---------->orthopsychometric)
(e.g., dizziness, shortness of breath, heat sensations). Cultural syndromes and idioms of (--------->meta-hypomania)
distress shape the local symptom profiles of acute stress disorder. Some cultural groups (--------->para-vegetal)
may display variants of dissociative responses, such as possession or trancelike behaviors (--------->ortho-saraswathi)
in the initial month after trauma exposure. Panic symptoms may be salient in acute stress (--------->ortho-avert)
disorder among Cambodians because of the association of traumatic exposure with paniclike (--------->ortho-modality)
khyâl attacks, and ataque de nervios among Latin Americans may also follow a traumatic (--------->para-principled)
exposure. (---------->meta-cormnon)
Gender-Related Diagnostic Issues (---------->ortho-prolongation)
Acute stress disorder is more prevalent among females than among males. Sex-linked neurobiological
(---------->ortho-pharmacodynamic)
differences in stress response may contribute to females' increased risk for (---------->ortho-emsdorff)
acute stress disorder. The increased risk for the disorder in females may be attributable in (--------->meta-nighttime)
part to a greater likelihood of exposure to the types of traumatic events with a high conditional (--------->para-coincidental)
risk for acute stress disorder, such as rape and other interpersonal violence. (---------->pararationalization)
Functional Consequences of Acute Stress Disorder (---------->meta-blurred)
Impaired functioning in social, interpersonal, or occupational domains has been shown (---------->metamanisha)
across survivors of accidents, assault, and rape who develop acute stress disorder. The extreme (--------->ortho-conrmiunication)
levels of anxiety that may be associated with acute stress disorder may interfere (---------->metaverbally)
with sleep, energy levels, and capacity to attend to tasks. Avoidance in acute stress disorder (--------->para-exemplars)
can result in generalized withdrawal from many situations that are perceived as (---------->ortho-kleine)
potentially threatening, which can lead to nonattendance of medical appointments, avoidance (--------->meta-bothersome)
of driving to important appointments, and absenteeism from work. (---------->ortho-outwardly)
Differential Diagnosis (---------->meta-procarbazine)
Adjustment disorders. In acute stress disorder, the stressor can be of any severity rather (--------->ortho-dulemba)
than of the severity and type required by Criterion A of acute stress disorder. The diagnosis of (--------->para-comorbldlty)
an adjustment disorder is used when the response to a Criterion A event does not meet the criteria (--------->para-missense)
for acute stress disorder (or another specific mental disorder) and when the symptom pattern (--------->ortho-diethylamide)
of acute stress disorder occurs in response to a stressor that does not meet Criterion A for (--------->para-jankord)
exposure to actual or threatened death, serious injury, or sexual violence (e.g., spouse leaving, (--------->ortho-ona)
being fired). For example, severe stress reactions to life-threatening illnesses that may include (--------->meta-isorders)
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some acute stress disorder symptoms may be more appropriately described as an adjustment (--------->meta-fists)
disorder. Some forms of acute stress response do not include acute stress disorder symptoms (--------->meta-amelioration)
and may be characterized by anger, depression, or guilt. These responses are more appropriately (--------->para-obstructed)
described as primarily an adjustment disorder. Depressive or anger responses in an (---------->paracarlino)
adjustment disorder may involve rumination about the traumatic event, as opposed to involuntary (--------->para-durations)
and intrusive distressing memories in acute stress disorder. (---------->ortho-handicaps)
Panic disorder. Spontaneous panic attacks are very common in acute stress disorder. (---------->metaconstructions)
However, panic disorder is diagnosed only if panic attacks are unexpected and there is (---------->orthoissa)
anxiety about future attacks or maladaptive changes in behavior associated with fear of (---------->parapersonified)
dire consequences of the attacks. (---------->meta-hydantoin)
Dissociative disorders. Severe dissociative responses (in the absence of characteristic (---------->metarhinorrhea)
acute stress disorder symptoms) may be diagnosed as derealization/depersonalization (---------->metastructuring)
disorder. If severe amnesia of the trauma persists in the absence of characteristic acute (---------->paraneivosa)
stress disorder symptoms, the diagnosis of dissociative amnesia may be indicated. (---------->orthoimposition)
Posttraumatic stress disorder. Acute stress disorder is distinguished from PTSD because (--------->para-exacerbated)
the symptom pattern in acute stress disorder must occur within 1 month of the traumatic event (--------->ortho-unattractive)
and resolve within that 1-month period. If the symptoms persist for more than 1 month and (--------->ortho-blanchard)
meet criteria for PTSD, the diagnosis is changed from acute stress disorder to PTSD. (---------->orthomermelstein)
Obsessive-compulsive disorder. In obsessive-compulsive disorder, there are recurrent (---------->paracautionary)
intrusive thoughts, but these meet the definition of an obsession. In addition, the intrusive (--------->para-skodol)
thoughts are not related to an experienced traumatic event, compulsions are usually present, (--------->para-singareddy)
and other symptoms of acute stress disorder are typically absent. (---------->meta-dermatological)
Psychotic disorders. Flashbacks in acute stress disorder must be distinguished from illusions, (--------->para-overemphasized)
hallucinations, and other perceptual disturbances that may occur in schizophrenia, (---------->metabraininjured)
other psychotic disorders, depressive or bipolar disorder with psychotic features, a (---------->paraintranasal)
delirium, substance/medication-induced disorders, and psychotic disorders due to another (--------->para-schilling)
medical condition. Acute stress disorder flashbacks are distinguished from these (---------->metastabilizer)
other perceptual disturbances by being directly related to the traumatic experience and by (--------->para-kilograms)
occurring in the absence of other psychotic or substance-induced features. (---------->meta-flack)
Traumatic brain injury. When a brain injury occurs in the context of a traumatic event (---------->paranonpsychiatric)
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(e.g., traumatic accident, bomb blast, acceleration/deceleration trauma), symptoms of (---------->orthocannabisrelated)
acute stress disorder may appear. An event causing head trauma may also constitute a (---------->paraingested)
psychological traumatic event, and tramautic brain injury (TBI)-related neurocognitive (---------->metaconstipation)
symptoms are not mutually exclusive and may occur concurrently. Symptoms previously (--------->ortho-overactivity)
termed postconcussive (e.g., headaches, dizziness, sensitivity to light or sound, irritability, (--------->meta-maxillofacial)
concentration deficits) can occur in brain-injured and non-brain injured populations, including (--------->meta-kilpatrick)
individuals with acute stress disorder. Because symptoms of acute stress disorder (---------->paraconceal)
and TBI-related neurocognitive symptoms can overlap, a differential diagnosis between (---------->paradisorgar)
acute stress disorder and neurocognitive disorder symptoms attributable to TBI may be (---------->parapsychometrics)
possible based on the presence of symptoms that are distinctive to each presentation. (---------->orthoandreea)
Whereas reexperiencing and avoidance are characteristic of acute stress disorder and (---------->orthonervousness)
not the effects of TBI, persistent disorientation and confusion are more specific to TBI (neurocognitive (--------->para-inconsistently)
effects) than to acute stress disorder. Furthermore, differential is aided by the (---------->ortho-ataque)
fact that symptoms of acute stress disorder persist for up to only 1 month following trauma (--------->para-hydrochloride)
exposure. (---------->ortho-hallucinations)
Adjustment Disorders (---------->meta-dysfluency)
Diagnostic Criteria (---------->para-esperanza)
A. The development of emotional or behavioral symptoms in response to an identifiable (---------->orthounderdiagnosed)
stressor(s) occurring within 3 months of the onset of the stressor(s). (---------->meta-willia)
B. These symptoms or behaviors are clinically significant, as evidenced by one or both of (--------->ortho-arrington)
the following: (---------->para-insensitivity)
1. Marked distress that is out of proportion to the severity or intensity of the stressor, (---------->metanighttime)
taking into account the external context and the cultural factors that might influence (---------->metanonconforming)
symptom severity and presentation. (---------->ortho-geffen)
2. Significant impairment in social, occupational, or other important areas of functioning. (--------->meta-tampons)
C. The stress-related disturbance does not meet the criteria for another mental disorder (---------->orthosandhya)
and is not merely an exacerbation of a preexisting mental disorder. (---------->meta-ingestion)
D. The symptoms do not represent normal bereavement. (---------->ortho-comotbid)
E. Once the stressor or its consequences have terminated, the symptoms do not persist (--------->ortho-iverson)
for more than an additional 6 months. (---------->para-grout)
Specify whether: (---------->ortho-fetishes)
309.0 (F43.21) With depressed mood: Low mood, tearfulness, or feelings of hopelessness (--------->ortho-underestimation)
are predominant. (---------->meta-dolgan)
309.24 (F43.22) With anxiety: Nervousness, worry, jitteriness, or separation anxiety (---------->orthocallous)
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is predominant. (---------->para-volimtary)
309.28 (F43.23) With mixed anxiety and depressed mood: A combination of depression (---------->orthodiscernible)
and anxiety is predominant. (---------->ortho-doghouse)
309.3 (F43.24) With disturbance of conduct: Disturbance of conduct is predominant. (---------->parafoiiowing)
309.4 (F43.25) With mixed disturbance of emotions and conduct: Both emotional (---------->parajeannette)
symptoms (e.g., depression, anxiety) and a disturbance of conduct are predominant. (---------->orthobrotto)
309.9 (F43.20) Unspecified: For maladaptive reactions that are not classifiable as one (---------->metafeminize)
of the specific subtypes of adjustment disorder.______________________________ (---------->parahumanmade)
Diagnostic Features (---------->ortho-exaggerating)
The presence of emotional or behavioral symptoms in response to an identifiable stressor (--------->ortho-deformed)
is the essential feature of adjustment disorders (Criterion A). The stressor may be a single (--------->ortho-yelling)
event (e.g., a termination of a romantic relationship), or there may be multiple stressors (---------->orthoantipsychotic)
(e.g., marked business difficulties and marital problems). Stressors may be recurrent (e.g., (--------->ortho-caraballo)
associated with seasonal business crises, unfulfilling sexual relationships) or continuous (---------->paratardiness)
(e.g., a persistent painful illness with increasing disability, living in a crime-ridden neighborhood). (--------->ortho-irreversibly)
Stressors may affect a single individual, an entire family, or a larger group or (---------->ortho-cowardly)
community (e.g., a natural disaster). Some stressors may accompany specific developmental (--------->ortho-chlorpromazine)
events (e.g., going to school, leaving a parental home, reentering a parental home, getting (--------->ortho-ical)
married, becoming a parent, failing to attain occupational goals, retirement). (---------->paramispronounce)
Adjustment disorders may be diagnosed following the death of a loved one when the (---------->metaultrasonography)
intensity, quality, or persistence of grief reactions exceeds what normally might be expected, (--------->para-unaccompanied)
when cultural, religious, or age-appropriate norms are taken into account. A more (---------->paraschemata)
specific set of bereavement-related symptoms has been designated persistent complex bereavement (--------->para-tlustos)
disorder. (---------->para-kindhearted)
Adjustment disorders are associated with an increased risk of suicide attempts and (---------->parakamaldeep)
completed suicide. (---------->para-quantifiably)
Prevalence (---------->meta-closets)
Adjustment disorders are common, although prevalence may vary widely as a function of (--------->para-inasmuch)
the population studied and the assessment methods used. The percentage of individuals (--------->meta-intronic)
in outpatient mental health treatment with a principal diagnosis of an adjustment disorder (--------->ortho-contradistinction)
ranges from approximately 5% to 20%. In a hospital psychiatric consultation setting, it is (--------->ortho-moyer)
often the most common diagnosis, frequently reaching 50%. (---------->para-uncontrolled)
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Development and Course (---------->meta-consumes)
By definition, the disturbance in adjustment disorders begins within 3 months of onset of (---------->paramockery)
a stressor and lasts no longer than 6 months after the stressor or its consequences have (--------->meta-prevocational)
ceased. If the stressor is an acute event (e.g., being fired from a job), the onset of the disturbance (--------->meta-nonspoken)
is usually immediate (i.e., within a few days) and the duration is relatively brief (---------->meta-airflow)
(i.e., no more than a few months). If the stressor or its consequences persist, the adjustment (--------->ortho-dysplioria)
disorder may also continue to be present and become the persistent form. (---------->para-jorgenson)
Risk and Prognostic Factors (---------->para-struble)
Environmental. Individuals from disadvantaged life circumstances experience a high (---------->orthocyclosporine)
rate of stressors and may be at increased risk for adjustment disorders. (---------->ortho-amputated)
Culture-Reiated Diagnostic issues (---------->ortho-precedes)
The context of the individual's cultural setting should be taken into account in making the (--------->para-cooperstein)
clinical judgment of whether the individual's response to the stressor is maladaptive or (---------->metakindhearted)
whether the associated distress is in excess of what would be expected. The nature, meaning, (--------->ortho-moodincongruent)
and experience of the stressors and the evaluation of the response to the stressors may (--------->ortho-warranting)
vary across cultures. (---------->para-nao)
Functional Consequences of Adjustment Disorders (---------->ortho-hampered)
The subjective distress or impairment in functioning associated with adjustment disorders (--------->ortho-opalesky)
is frequently manifested as decreased performance at work or school and temporary (---------->orthotxco)
changes in social relationships. An adjustment disorder may complicate the course of illness (--------->ortho-peralta)
in individuals who have a general medical condition (e.g., decreased compliance with (---------->metapathophysiological)
the recommended medical regimen; increased length of hospital stay). (---------->ortho-barsky)
Differential Diagnosis (---------->meta-jaime)
Major depressive disorder. If an individual has symptoms that meet criteria for a major (---------->metaneurodegenerative)
depressive disorder in response to a stressor, the diagnosis of an adjustment disorder is (--------->para-distinctly)
not applicable. The symptom profile of major depressive disorder differentiates it from adjustment (--------->meta-triazolam)
disorders. (---------->meta-smokeless)
Posttraumatic stress disorder and acute stress disorder. In adjustment disorders, the (---------->metaoxazepam)
stressor can be of any severity rather than of the severity and type required by Criterion A (--------->para-feminize)
of acute stress disorder and posttraumatic stress disorder (PTSD). In distinguishing adjustment (--------->meta-intuitively)
disorders from these two posttraumatic diagnoses, there are both timing and (---------->meta-tille)
symptom profile considerations. Adjustment disorders can be diagnosed immediately (---------->orthoworthington)
and persist up to 6 months after exposure to the traumatic event, whereas acute stress disorder (--------->ortho-exploiting)
can only occur between 3 days and 1 month of exposure to the stressor, and PTSD (---------->para-sra)
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cannot be diagnosed until at least 1 month has passed since the occurrence of the traumatic (--------->para-lehman)
stressor. The required symptom profile for PTSD and acute stress disorder differentiates (--------->meta-abulia)
them from the adjustment disorders. With regard to symptom profiles, an adjustment disorder (--------->ortho-palate)
may be diagnosed following a traumatic event when an individual exhibits symptoms (---------->paratoddlerhood)
of either acute stress disorder or PTSD that do not meet or exceed the diagnostic threshold (--------->para-exacerbate)
for either disorder. An adjustment disorder should also be diagnosed for individuals who (--------->ortho-courtship)
have not been exposed to a traumatic event but who otherwise exhibit the full symptom profile (--------->ortho-blinded)
of either acute stress disorder or PTSD. (---------->ortho-boldface)
Personality disorders. With regard to personality disorders, some personality features (---------->metaspasm)
may be associated with a vulnerability to situational distress that may resemble an adjustment (--------->para-utterance)
disorder. The lifetime history of personality functioning will help inform the interpretation (---------->parapsychosocial)
of distressed behaviors to aid in distinguishing a long-standing personality (---------->para-martekuor)
disorder from an adjustment disorder. In addition to some personality disorders incurring (--------->meta-abandoning)
vulnerability to distress, stressors may also exacerbate personality disorder symptoms. In (--------->ortho-nonfluent)
the presence of a personality disorder, if the symptom criteria for an adjustment disorder (--------->para-dysarthria)
are met, and the stress-related disturbance exceeds what may be attributable to maladaptive (--------->para-ono)
personality disorder symptoms (i.e.. Criterion C is met), then the diagnosis of an adjustment (--------->meta-vith)
disorder should be made. (---------->para-ejected)
Psychological factors affecting other medical conditions. In psychological factors affecting (--------->meta-deepika)
other medical conditions, specific psychological entities (e.g., psychological symptoms, (---------->orthoexceedingly)
behaviors, other factors) exacerbate a medical condition. These psychological (---------->ortho-buysse)
factors can precipitate, exacerbate, or put an individual at risk for medical illness, or they (--------->para-unknovm)
can worsen an existing condition. In contrast, an adjustment disorder is a reaction to the (--------->ortho-iterations)
stressor (e.g., having a medical illness). (---------->para-nmda)
Normative stress reactions. When bad things happen, most people get upset. This is (---------->metacaptivity)
not an adjustment disorder. The diagnosis should only be made when the magnitude of (---------->orthodenoting)
the distress (e.g., alterations in mood, anxiety, or conduct) exceeds what would normally (--------->ortho-insular)
be expected (which may vary in different cultures) or when the adverse event precipitates (--------->para-itching)
functional impairment. (---------->para-cohabit)
Comorbidity (---------->ortho-infliction)
Adjustment disorders can accompany most mental disorders and any medical disorder. (---------->paratweezers)
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Adjustment disorders can be diagnosed in addition to another mental disorder only if the (---------->parastump)
latter does not explain the particular symptoms that occur in reaction to the stressor. For (--------->meta-waldinger)
example, an individual may develop an adjustment disorder, with depressed mood, after (--------->meta-kun)
losing a job and at the same time have a diagnosis of obsessive-compulsive disorder. Or, (--------->ortho-somstic)
an individual may have a depressive or bipolar disorder and an adjustment disorder as (---------->paraoverarching)
long as the criteria for both are met. Adjustment disorders are common accompaniments (--------->ortho-nmda)
of medical illness and may be the major psychological response to a medical disorder. (---------->orthowylie)
Other Specified Trauma- and (---------->meta-cursing)
Stressor-Related Disorder (---------->para-psychodynamic)
309.89 (F43.8) (---------->meta-diminution)
This category applies to presentations in which symptoms characteristic of a trauma- and (--------->para-plasticity)
stressor-related disorder that cause clinically significant distress or impairment in social, (--------->ortho-infects)
occupational, or other important areas of functioning predominate but do not meet the full (--------->ortho-liallucinations)
criteria for any of the disorders in the trauma- and stressor-related disorders diagnostic (---------->paratriazolam)
class. The other specified trauma- and stressor-related disorder category is used in situations (--------->meta-referential)
in which the clinician chooses to communicate the specific reason that the presentation (---------->metafaltering)
does not meet the criteria for any specific trauma- and stressor-related disorder. This (---------->metapreadolescents)
is done by recording “other specified trauma- and stressor-related disorder” followed by (---------->orthobutane)
the specific reason (e.g., “persistent complex bereavement disorder”). (---------->ortho-declarative)
Examples of presentations that can be specified using the “other specified” designation (---------->parafrustes)
include the following: (---------->ortho-involuntarily)
1. Adjustment-like disorders with delayed onset of symptoms that occur more than (---------->paracruelly)
3 months after the stressor. (---------->ortho-tliat)
2. Adjustment-like disorders with prolonged duration of more than 6 months without (---------->orthodisarray)
prolonged duration of stressor. (---------->meta-exstrophy)
3. Ataque de nervios: See “Glossary of Cultural Concepts of Distress” in the Appendix. (---------->orthoruegg)
4. Other cultural syndromes: See “Glossary of Cultural Concepts of Distress” in the Appendix. (--------->ortho-wendel)
5. Persistent complex bereavement disorder: This disorder is characterized by severe (---------->orthovariably)
and persistent grief and mourning reactions (see the chapter “Conditions for Further (---------->parahochang)
Study”). (---------->meta-kenney)
Unspecified Trauma- and (---------->meta-miriimize)
Stressor-Related Disorder (---------->ortho-lohl)
309.9 (F43.9) (---------->meta-hyposensitive)
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This category applies to presentations in which symptoms characteristic of a trauma- and (--------->meta-disordgrs)
stressor-related disorder that cause clinically significant distress or impairment in social, occupational,
(---------->meta-squirms)
or other important areas of functioning predominate but do not meet the full criteria (---------->paravehicular)
for any of the disorders in the trauma- and stressor-related disorders diagnostic class. (---------->parabagby)
The unspecified trauma- or stressor-related disorder category is used in situations in which (--------->ortho-schaper)
the clinician chooses not to specify the reason that the criteria are not met for a specific (---------->orthoremorseful)
trauma- and stressor-related disorder, and includes presentations in which there is insufficient (--------->ortho-undernourished)
information to make a more specific diagnosis (e.g., in emergency room settings). (---------->para-idiom)
DiSSOCiâtiVG d isorders are characterized by a disruption of and/or discontinuity (---------->orthoreichmuth)
in the normal integration of consciousness, memory, identity, emotion, perception, body (---------->metasubtest)
representation, motor control, and behavior. Dissociative symptoms can potentially disrupt (--------->ortho-embodies)
every area of psychological functioning. This chapter includes dissociative identity (---------->orthowolitzky)
disorder, dissociative amnesia, depersonalization/derealization disorder, other specified (--------->ortho-fixated)
dissociative disorder, and unspecified dissociative disorder. (---------->para-penetrating)
Dissociative symptoms are experienced as a) unbidden intrusions into awareness and (---------->parapaulson)
behavior, with accompanying losses of continuity in subjective experience (i.e., "positive" (--------->meta-unhelpful)
dissociative symptoms such as fragmentation of identity, depersonalization, and derealization) (--------->meta-synthesized)
and/or b) inability to access information or to control mental functions that normally (---------->orthostigma)
are readily amenable to access or control (i.e., '"negative" dissociative symptoms such (---------->orthocamouflaging)
as amnesia). (---------->ortho-pathologized)
The dissociative disorders are frequently found in the aftermath of trauma, and many (---------->parasameness)
of the symptoms, including embarrassment and confusion about the symptoms or a desire (--------->para-icf)
to hide them, are influenced by the proximity to trauma. In DSM-5, the dissociative disorders (--------->para-titration)
are placed next to, but are not part of, the trauma- and stressor-related disorders, reflecting (--------->meta-lifespan)
the close relationship between these diagnostic classes. Both acute stress disorder (---------->orthomouthing)
and posttraumatic stress disorder contain dissociative symptoms, such as amnesia, flashbacks, (--------->para-alvarado)
numbing, and depersonalization/derealization. (---------->ortho-keuthen)
Depersonalization/derealization disorder is characterized by clinically significant persistent (--------->para-griffiths)
or recurrent depersonalization (i.e., experiences of unreality or detachment from one's (---------->paramistreatment)
mind, self, or body) and/or derealization (i.e., experiences of imreality or detachment from (--------->ortho-xuan)
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one's surroundings). These alterations of experience are accompanied by intact reality (---------->paraintolerable)
testing. There is no evidence of any distinction between individuals with predominantly (---------->metayoon)
depersonalization versus derealization symptoms. Therefore, individuals with this disorder (--------->para-tliey)
can have depersonalization, derealization, or both. (---------->para-overtly)
Dissociative amnesia is characterized by an inability to recall autobiographical information. (--------->meta-timelimited)
This amnesia may be localized (i.e., an event or period of time), selective (i.e., a specific (--------->ortho-metabolize)
aspect of an event), or generalized (i.e., identity and life history). Dissociative amnesia is fundamentally
(---------->para-comprehensible)
an inability to recall autobiographical information that is inconsistent with normal (---------->paraconstructional)
forgetting. It may or may not involve purposeful travel or bewildered wandering (i.e., (---------->paravulvovaginal)
fugue). Although some individuals with amnesia promptly notice that they have "lost time" (--------->para-isaacs)
or that they have a gap in their memory, most individuals with dissociative disorders are initially (--------->para-amalgam)
unaware of their amnesias. For them, awareness of amnesia occurs only when personal (--------->para-elation)
identity is lost or when circumstances make these individuals aware that autobiographical (--------->para-beesdo)
information is missing (e.g., when they discover evidence of events they cannot recall or (--------->meta-tinnitus)
when others tell them or ask them about events they cannot recall). Until and unless this happens, (--------->meta-transcultural)
these individuals have "amnesia for their amnesia." Amnesia is experienced as an essential (--------->meta-kronenberg)
feature of dissociative amnesia; individuals may experience localized or selective (---------->parahauser)
amnesia most commonly, or generalized amnesia rarely. Dissociative fugue is rare in persons (--------->meta-micropsia)
with dissociative amnesia but common in dissociative identity disorder. (---------->meta-neurocognihve)
Dissociative identity disorder is characterized by a) the presence of two or more distinct (---------->orthocatastrophes)
personality states or an experience of possession and b) recurrent episodes of amnesia. The (--------->meta-faintness)
fragmentation of identity may vary v^ith culture (e.g., possession-form presentations) and circumstance.
(---------->para-veldhuizen)
Thus, individuals may experience discontinuities in identity and memory that (---------->ortho-valence)
may not be immediately evident to others or are obscured by attempts to hide dysfunction. Individuals
(---------->meta-extrapyramidal)
with dissociative identity disorder experience a) recurrent, inexplicable intrusions (---------->para-rgl)
into their conscious functioning and sense of self (e.g., voices; dissociated actions and speech; (--------->para-crescendodecrescendo)
intrusive thoughts, emotions, and impulses), b) alterations of sense of self (e.g., attitudes, preferences,
(---------->meta-ponder)
and feeling like one's body or actions are not one's own), c) odd changes of perception (---------->metaworster)
(e.g., depersonalization or derealization, such as feeling detached from one's body while cutting), (--------->para-dissipated)
and d) intermittent functional neurological symptoms. Stress often produces transient (---------->ortholacrima)
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exacerbation of dissociative symptoms that makes them more evident. (---------->ortho-upsets)
The residual category of other specified dissociative disorder has seven examples: chronic (--------->para-lona)
or recurrent mixed dissociative symptoms that approach, but fall short of, the diagnostic criteria (--------->para-mizrahi)
for dissociative identity disorder; dissociative states secondary to brainwashing or (---------->metajeannie)
thought reform; two acute presentations, of less than 1 month's duration, of mixed dissociative (--------->para-dennehy)
symptoms, one of which is also marked by the presence of psychotic symptoms; and three single- (--------->para-inversely)
symptom dissociative presentations—dissociative trance, dissociative stupor or coma, and (--------->meta-tongues)
Ganser's syndrome (the giving of approximate and vague answers). (---------->ortho-falsification)
Dissociative Identity Disorder (---------->meta-phosphokinase)
Diagnostic Criteria 300.14 (F44.81) (---------->para-csf)
A. Disruption of identity characterized by two or more distinct personality states, which (---------->parakothare)
may be described in some cultures as an experience of possession. The disruption in (---------->metaconceal)
identity involves marked discontinuity in sense of self and sense of agency, accompanied (--------->ortho-coordinahon)
by related alterations in affect, behavior, consciousness, memory, perception, (---------->orthocomplicate)
cognition, and/or sensory-motor functioning. These signs and symptoms may be observed (--------->para-osteopenia)
by others or reported by the individual. (---------->para-shidents)
B. Recurrent gaps in the recall of everyday events, important personal information, and/ (---------->parasmelling)
or traumatic events that are inconsistent with ordinary forgetting. (---------->para-unpunished)
C. The symptoms cause clinically significant distress or impairment in social, occupational, (--------->para-psg)
or other important areas of functioning. (---------->para-neoplastic)
D. The disturbance is not a normal part of a broadly accepted cultural or religious practice. (--------->ortho-incompleteness)
Note: In children, the symptoms are not better explained by imaginary playmates or (---------->paraolfactory)
other fantasy play. (---------->meta-deteriorate)
E. The symptoms are not attributable to the physiological effects of a substance (e.g., (---------->orthofarifare)
blacl<outs or chaotic behavior during alcohol intoxication) or another medical condition (---------->orthoimmunological)
(e.g., complex partial seizures). (---------->para-naivet)
Diagnostic Features (---------->para-overpreparing)
The defining feature of dissociative identity disorder is the presence of two or more distinct (--------->meta-incontinence)
personality states or an experience of possession (Criterion A). The overtness or (---------->parahypomar)
covertness of these personality states, however, varies as a function of psychological (---------->orthobassiri)
motivation, current level of stress, culture, internal conflicts and dynamics, and emotional (--------->ortho-aruciety)
resilience. Sustained periods of identity disruption may occur when psychosocial pressures (--------->meta-inattention)
are severe and/or prolonged. In many possession-form cases of dissociative identity (---------->orthofibromyalgia)
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disorder, and in a small proportion of non-possession-form cases, manifestations of alternate (--------->meta-overgeneralize)
identities are highly overt. Most individuals with non-possession-form dissociative (---------->orthoemfield)
identity disorder do not overtly display their discontinuity of identity for long periods of (---------->ortholisterud)
time; only a small minority present to clinical attention with observable alternation of (---------->metarags)
identities. When alternate personality states are not directly observed, the disorder can be (--------->para-lotspeich)
identified by two clusters of symptoms: 1) sudden alterations or discontinuities in sense of (--------->meta-icsd)
self and sense ?? agency (Criterion A), and 2) recurrent dissociative amnesias (Criterion B). (--------->para-superimposed)
Criterion A symptoms are related to discontinuities of experience that can affect any (---------->orthopolymorphism)
aspect of an individual's functioning. Individuals v^ith dissociative identity disorder may (---------->metaincurring)
report the feeling that they have suddenly become depersonalized observers of their (---------->paramediators)
own speech and actions, which they may feel powerless to stop (sense of self). Such individuals (--------->ortho-undiagnosed)
may also report perceptions of voices (e.g., a child's voice; crying; the voice of a (---------->orthosanjeeve)
spiritual being). In some cases, voices are experienced as multiple, perplexing, independent (--------->para-unidirectional)
thought streams over which the individual experiences no control. Strong emotions, (---------->orthochildlike)
impulses, and even speech or other actions may suddenly emerge, without a sense of personal (--------->meta-purview)
ownership or control (sense of agency). These emotions and impulses are frequently (---------->paranada)
reported as ego-dystonic and puzzling. Attitudes, outlooks, and personal preferences (---------->orthodisrupts)
(e.g., about food, activities, dress) may suddenly shift and then shift back. Individuals may (--------->para-buprenorphine)
report that their bodies feel different (e.g., like a small child, like the opposite gender, huge (--------->ortho-rummans)
and muscular). Alterations in sense of self and loss of personal agency may be accompanied (--------->ortho-hypogastric)
by a feeling that these attitudes, emotions, and behaviors—even one's body—are (---------->metalenient)
not mine and/or are "not under my control." Although most Criterion A symptoms are (---------->orthobarbaree)
subjective, many of these sudden discontinuities in speech, affect, and behavior can be witnessed (--------->ortho-interepisode)
by family, friends, or the clinician. Non-epileptic seizures and other conversion (---------->para-penal)
symptoms are prominent in some presentations of dissociative identity disorder, especially (--------->ortho-harwood)
in some non-Westem settings. (---------->para-pyromania)
The dissociative amnesia of individuals with dissociative identity disorder manifests in (---------->parasmilowitz)
three primary ways: as 1) gaps in remote memory of personal life events (e.g., periods of (--------->ortho-abstinence)
childhood or adolescence; some important life events, such as the death of a grandparent, (--------->meta-outwardly)
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getting married, giving birth); 2) lapses in dependable memory (e.g., of what happened (---------->paraextrapyramidal)
today, of well-leamed skills such as how to do their job, use a computer, read, drive); and (--------->meta-coercion)
3) discovery of evidence of their everyday actions and tasks that they do not recollect doing (--------->ortho-sleeprelated)
(e.g., finding unexplained objects in their shopping bags or among their possessions; (---------->metaglicksman)
finding perplexing writings or drawings that they must have created; discovering injuries; (---------->paraphobias)
coming to in the midst of doing something). Dissociative fugues, wherein the person (---------->orthoperfectionist)
discovers dissociated travel, are common. Thus, individuals with dissociative identity disorder (--------->meta-nonfluent)
may report that they have suddenly found themselves at the beach, at work, in a nightclub, (--------->para-neutropenia)
or somewhere at home (e.g., in the closet, on a bed or sofa, in the corner) with no (---------->para-ite)
memory of how they came to be there. Amnesia in individuals with dissociative identity disorder (--------->meta-latencies)
is not limited to stressful or traumatic events; these individuals often cannot recall (---------->metateater)
everyday events as well. (---------->para-gillespie)
Individuals with dissociative identity disorder vary in their awareness and attitude toward (--------->ortho-tachypnea)
their amnesias. It is common for these individuals to minimize their amnestic symptoms. (---------->paraneuroplasticity)
Some of their amnestic behaviors may be apparent to others—as when these persons (---------->metamethyltransferase)
do not recall something they were witnessed to have done or said, when they cannot (---------->paracategorization)
remember their own name, or when they do not recognize their spouse, children, or close (--------->ortho-naloxone)
friends. (---------->para-hollowed)
Possession-form identities in dissociative identity disorder typically manifest as behaviors (--------->para-simplistic)
that appear as if a "spirit," supernatural being, or outside person has taken control, (---------->parairresponsibly)
such that the individual begins speaking or acting in a distinctly different manner. For example, (--------->para-internment)
an individual's behavior may give the appearance that her identity has been (---------->meta-hookahs)
replaced by the "ghost" of a girl who committed suicide in the same community years (---------->metalafrance)
before, speaking and acting as though she were still alive. Or an individual may be "taken (--------->ortho-tarves)
over" by a demon or deity, resulting in profound impairment, and demanding that the individual (--------->meta-nasogastric)
or a relative be punished for a past act, followed by more subtle periods of identity (---------->orthomisunderstood)
alteration. However, the majority of possession states around the world are normal, (---------->metaacceptability)
usually part of spiritual practice, and do not meet criteria for dissociative identity disorder. (--------->para-phenylalkylamines)
The identities that arise during possession-form dissociative identity disorder present (---------->parajarrett)
recurrently, are unvs^anted and involuntary, cause clinically significant distress or impairment (--------->ortho-hypomar)
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(Criterion C), and are not a normal part of a broadly accepted cultural or religious (---------->metaweekdays)
practice (Criterion D). (---------->para-remits)
Associated Features Supporting Diagnosis (---------->para-syndromic)
Individuals with dissociative identity disorder typically present v^ith comorbid depression, (--------->para-triphasic)
anxiety, substance abuse, self-injury, non-epileptic seizures, or another common symptom. (--------->ortho-oxycodone)
They often conceal, or are not fully aware of, disruptions in consciousness, amnesia, (---------->parainhale)
or other dissociative symptoms. Many individuals with dissociative identity disorder report (--------->para-hypothyroidism)
dissociative flashbacks during which they undergo a sensory reliving of a previous (---------->orthokanak)
event as though it were occurring in the present, often with a change of identity, a partial (--------->para-generalist)
or complete loss of contact with or disorientation to current reality during the flashback, (---------->orthokindhearted)
and a subsequent amnesia for the content of the flashback. Individuals with the disorder (---------->pararesponsiveness)
typically report multiple types of interpersonal maltreatment during childhood and adulthood. (--------->para-harbors)
Nonmaltreatment forms of overwhelming early life events, such as multiple long, (---------->orthoprudence)
painful, early-life medical procedures, also may be reported. Self-mutilation and suicidal (---------->metaunintelligent)
behavior are frequent. On standardized measures, these individuals report higher levels (--------->ortho-huegel)
of hypnotizability and dissociativity compared with other clinical groups and healthy control (--------->meta-misshapen)
subjects. Some individuals experience transient psychotic phenomena or episodes. (---------->pararetinal)
Several brain regions have been implicated in the pathophysiology of dissociative identity (--------->para-nitrite)
disorder, including the orbitofrontal cortex, hippocampus, parahippocampal gyrus, and (---------->orthobradykinesia)
amygdala. (---------->meta-prevalences)
Prevalence (---------->para-frick)
The 12-month prevalence of dissociative identity disorder among adults in a small U.S. (---------->orthoreverts)
community study was 1.5%. The prevalence across genders in that study was 1.6% for (---------->parahawton)
males and 1.4% for females. (---------->ortho-lanugo)
Development and Course (---------->para-putamen)
Dissociative identity disorder is associated with overwhelming experiences, traumatic (---------->paradisinhibiting)
events, and/or abuse occurring in childhood. The full disorder may first manifest at almost (--------->ortho-appenc)
any age (from earliest childhood to late life). Dissociation in children may generate (---------->ortholobes)
problems with memory, concentration, attachment, and traumatic play. Nevertheless, children (--------->ortho-somatizing)
usually do not present with identity changes; instead they present primarily with overlap (---------->metareiated)
and interference among mental states (Criterion A phenomena), wiüi symptoms related (---------->metamisshapen)
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to discontinuities of experience. Sudden changes in identity during adolescence may appear (--------->para-heartburn)
to be just adolescent turmoil or the early stages of another mental disorder. Older (---------->orthoklyman)
individuals may present to treatment with what appear to be late-life mood disorders, obsessive- (--------->ortho-hairpulling)
compulsive disorder, paranoia, psychotic mood disorders, or even cognitive disorders (---------->metainfarct)
due to dissociative amnesia. In some cases, disruptive affects and memories may (---------->metaalternation)
increasingly intrude into awareness with advancing age. (---------->ortho-unsatisfactory)
Psychological decompensation and overt changes in identity may be triggered by 1) removal (--------->meta-transcultural)
from the traumatizing situation (e.g., through leaving home); 2) the individual's (---------->metatansvestic)
children reaching the same age at which the individual was originally abused or traumatized; (--------->ortho-denckla)
3) later traumatic experiences, even seemingly inconsequential ones, like a minor (---------->para-marta)
motor vehicle accident; or 4) the death of, or the onset of a fatal illness in, their abuser(s). (--------->ortho-hic)
Risk and Prognostic Factors (---------->ortho-kimlee)
Environmental. Intefersonal physical and sexual abuse is associated with an increased (---------->paramentation)
risk of dissociative identity disorder. Prevalence of childhood abuse and neglect in the (---------->metacovet)
United States, Canada, and Europe among those with the disorder is about 90%. Other (---------->paradepersonaliza)
forms of traumatizing experiences, including childhood medical and surgical procedures, (--------->para-lauriello)
war, childhood prostitution, and terrorism, have been reported. (---------->para-followthrough)
Course modifiers. Ongoing abuse, later-life retraumatization, comorbidity with mental (---------->orthocannabisrelated)
disorders, severe medical illness, and delay in appropriate treatment are associated with (--------->ortho-ssific)
poorer prognosis. (---------->meta-etiologically)
Culture-Related Diagnostic issues (---------->para-triphasic)
Many features of dissociative identity disorder can be influenced by the individual's cultural (--------->ortho-regimens)
background. Individuals with this disorder may present with prominent medically (---------->orthomisfolding)
unexplained neurological symptoms, such as non-epileptic seizures, paralyses, or sensory (--------->para-predisposed)
loss, in cultural settings where such symptoms are common. Similarly, in settings where (--------->meta-siegell)
normative possession is common (e.g., rural areas in the developing world, among certain (--------->meta-dsim)
religious groups in the United States and Europe), the fragmented identities may take the (--------->ortho-abstinence)
form of possessing spirits, deities, demons, animals, or mythical figures. Acculturation or (--------->meta-presymptomatic)
prolonged intercultural contact may shape the characteristics of the other identities (e.g., (--------->ortho-scatologia)
identities in India may speak English exclusively and wear Western clothes). Possessionform (--------->meta-justine)
dissociative identity disorder can be distinguished from culturally accepted possession (---------->metatearful)
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states in that the former is involuntary, distressing, uncontrollable, and often recurrent (---------->paraqent)
or persistent; involves conflict between the individual and his or her surrounding (---------->meta-sanno)
family, social, or work milieu; and is manifested at times and in places that violate the (---------->metaattia)
norms of the culture or religion. (---------->meta-expressiveness)
Gender-Related Diagnostic issues (---------->ortho-raj)
Females with dissociative identity disorder predominate in adult clinical settings but not (---------->metarhit)
in child clinical settings. Adult males with dissociative identity disorder may deny their (---------->parabazzi)
symptoms and trauma histories, and this can lead to elevated rates of false negative diagnosis. (--------->meta-closeness)
Females with dissociative identity disorder present more frequently with acute (---------->orthounsteady)
dissociative states (e.g., flashbacks, amnesia, fugue, functional neurological [conversion] (--------->meta-jeopardize)
symptoms, hallucinations, self-mutilation). Males commonly exhibit more criminal or violent (--------->para-anticonvulsants)
behavior than females; among males, common triggers of acute dissociative states include (--------->meta-nonalphabetic)
combat, prison conditions, and physical or sexual assaults. (---------->para-assaults)
Suicide Risk (---------->meta-mildly)
Over 70% of outpatients with dissociative identity disorder have attempted suicide; multiple (--------->ortho-eractive)
attempts are common, and other self-injurious behavior is frequent. Assessment of (---------->metanonaccidental)
suicide risk may be complicated when there is amnesia for past suicidal behavior or when (--------->ortho-datta)
the presenting identity does not feel suicidal and is unaware that other dissociated identities (--------->ortho-bollinger)
do. (---------->para-thumm)
Functional Consequences of (---------->meta-storch)
Dissociative identity Disorder (---------->meta-orthostasis)
Impairment varies widely, from apparently minimal (e.g., in high-functioning professionals) (--------->meta-moira)
to profound. Regardless of level of disability, individuals with dissociative identity (---------->para-reverts)
disorder commonly minimize the impact of their dissociative and posttraumatic symptoms. (--------->para-tenderness)
The symptoms of higher-functioning individuals may impair their relational, marital, (---------->parawidge)
family, and parenting functions more than their occupational and professional life (---------->orthopostponing)
(although the latter also may be affected). With appropriate treatment, many impaired individuals (--------->para-deutschman)
show marked improvement in occupational and personal functioning. However, (---------->parainattention)
some remain highly impaired in most activities of living. These individuals may only (---------->orthocontaly)
respond to treatment very slowly, with gradual reduction in or improved tolerance of (---------->parasynovitis)
their dissociative and posttraumatic symptoms. Long-term supportive treatment may (---------->orthonontolerant)
slowly increase these individuals' ability to manage their symptoms and decrease use of (--------->ortho-monoamine)
more restrictive levels of care. (---------->meta-solaleh)
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Differential Diagnosis (---------->para-anesthetic)
Other specified dissociative disorder. The core of dissociative identity disorder is the (---------->orthobeekman)
division of identity, v^ith recurrent disruption of conscious functioning and sense of self. (---------->metaramsay)
This central feature is shared with one form of other specified dissociative disorder, which (--------->ortho-blackouts)
may be distinguished from dissociative identity disorder by the presence of chronic or recurrent (--------->meta-durations)
mixed dissociative symptoms that do not meet Criterion A for dissociative identity (---------->ortho-lipids)
disorder or are not accompanied by recurrent amnesia. (---------->ortho-ayurveda)
Major depressive disorder. Individuals with dissociative identity disorder are often depressed, (--------->para-encoxmter)
and their symptoms may appear to meet the criteria for a major depressive episode. (---------->metaentertained)
Rigorous assessment indicates that this depression in some cases does not meet full criteria for (--------->meta-engender)
major depressive disorder. Other specified depressive disorder in individuals with dissociative (--------->ortho-denys)
identity disorder often has an important feature: the depressed mood and cognitions fluctuate (--------->para-subscales)
because they are experienced in some identity states but not others. (---------->paraautosomaldominant)
Bipolar disorders. Individuals with dissociative identity disorder are often misdiagnosed (---------->orthopolysomnographic)
with a bipolar disorder, most often bipolar II disorder. The relatively rapid shifts in (---------->paraintelligibility)
mood in individuals with this disorder—typically within minutes or hours, in contrast to (---------->orthomanifestations)
the slower mood changes typically seen in individuals with bipolar disorders—are due to (--------->ortho-discord)
the rapid, subjective shifts in mood commonly reported across dissociative states, sometimes (--------->para-javier)
accompanied by fluctuation in levels of activation. Furthermore, in dissociative (---------->para-icit)
identity disorder, elevated or depressed mood may be displayed in conjunction with overt (--------->meta-heartedness)
identities, so one or the other mood may predominate for a relatively long period of time (---------->paraemanates)
(often for days) or may shift within minutes. (---------->ortho-murmurs)
Posttraumatic stress disorder. Some traumatized individuals have both posttraumatic (---------->paranonexclusive)
stress disorder (PTSD) and dissociative identity disorder. Accordingly, it is crucial to distinguish (--------->para-disinhiblted)
between individuals with PTSD only and individuals who have both PTSD and (---------->para-atrophic)
dissociative identity disorder. This differential diagnosis requires that the clinician establish (--------->meta-dyssocial)
the presence or absence of dissociative symptoms that are not characteristic of acute (---------->paradyscontrol)
stress disorder or PTSD. Some individuals with PTSD manifest dissociative symptoms that (--------->ortho-amoimt)
also occur in dissociative identity disorder: 1) amnesia for some aspects of trauma, 2) dissociative (--------->meta-medullary)
flashbacks (i.e., reliving of the trauma, with reduced awareness of one's current (---------->metaprofessed)
orientation), and 3) symptoms of intrusion and avoidance, negative alterations in cognition (--------->meta-downy)
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and mood, and hyperarousal that are focused around the traumatic event. On the other (---------->orthomaladaptive)
hand, individuals with dissociative identity disorder manifest dissociative symptoms that (---------->paramaybee)
are not a manifestation of PTSD: 1) amnesias for many everyday (i.e., nontraumatic) events, (--------->para-radov)
2) dissociative flashbacks that may be followed by amnesia for the content of the flashback, (--------->para-leaden)
3) disruptive intrusions (unrelated to traumatic material) by dissociated identity states (---------->orthokif)
into the individual's sense of self and agency, and 4) infrequent, full-blown changes (---------->orthodeepika)
among different identity states. (---------->meta-ascertained)
Psychotic disorders. Dissociative identity disorder may be confused with schizophrenia (---------->orthoinanimate)
or other psychotic disorders. The personified, internally communicative inner voices (---------->orthomanber)
of dissociative identity disorder, especially of a child (e.g., "I hear a little girl crying in a (---------->orthothyroxine)
closet and an angry man yelling at her"), may be mistaken for psychotic hallucinations. (---------->orthobedtime)
Dissociative experiences of identity fragmentation or possession, and of perceived loss of (--------->para-yoon)
control over thoughts, feelings, impulses, and acts, may be confused with signs of formal (--------->meta-stanislav)
thought disorder, such as thought insertion or withdrawal. Individuals with dissociative (---------->metacooccur)
identity disorder may also report visual, tactile, olfactory, gustatory, and somatic hallucinations, (--------->ortho-dougherty)
which are usually related to posttraumatic and dissociative factors, such as partial (---------->parastedge)
flashbacks. Individuals with dissociative identity disorder experience these symptoms as (---------->paraconceptions)
caused by alternate identities, do not have delusional explanations for the phenomena, (---------->parachoking)
and often describe the symptoms in a personified way (e.g., "I feel like someone else wants (--------->meta-encompassing)
to cry with my eyes"). Persecutory and derogatory internal voices in dissociative identity (---------->metaconsented)
disorder associated with depressive symptoms may be misdiagnosed as major depression (--------->ortho-thes)
with psychotic features. Chaotic identity change and acute intrusions that disrupt thought (--------->meta-genitals)
processes may be distinguished from brief psychotic disorder by the predominance of dissociative (--------->ortho-pretentious)
symptoms and amnesia for the episode, and diagnostic evaluation after cessation (---------->paraprevidi)
of the crisis can help confirm the diagnosis. (---------->para-suppes)
Substance/medication-induced disorders. Symptoms associated with the physiological (---------->metachewed)
effects of a substance can be distinguished from dissociative identity disorder if the substance (--------->para-hypogonadal)
in question is judged to be etiologically related to the disturbance. (---------->para-purview)
Personality disorders. Individuals with dissociative identity disorder often present identities (--------->meta-sterotyped)
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that appear to encapsulate a variety of severe personality disorder features, suggesting a (--------->meta-diminishing)
differential diagnosis of personality disorder, especially of tiie borderline type. Importantly, (--------->ortho-clumsiness)
however, the individual's longitudinal variability in personality style (due to inconsistency (---------->parastereotypically)
among identities) differs from the pervasive and persistent dysfunction in affect management (--------->meta-achy)
and intefersonal relationships typical of those with personality disorders. (---------->metaembarrassment)
Conversion disorder (functional neurological symptom disorder). This disorder may be (---------->metaainway)
distinguished from dissociative identity disorder by the absence of an identity disruption (---------->orthocompulsive)
characterized by two or more distinct personality states or an experience of possession. (---------->pararajendran)
Dissociative amnesia in conversion disorder is more limited and circumscribed (e.g., amnesia (--------->para-aggressively)
for a non-epileptic seizure). (---------->para-glucocorticoid)
Seizure disorders. Individuals with dissociative identity disorder may present with seizurelike (--------->para-inihal)
symptoms and behaviors that resemble complex partial seizures with temporal (---------->orthocontinence)
lobe foci. These include déjà vu, jamais vu, depersonalization, derealization, out-of-body (--------->para-nonmalignant)
experiences, amnesia, disruptions of consciousness, hallucinations, and other intrusion (---------->orthohypoglycemia)
phenomena of sensation, affect, and thought. Normal electroencephalographic findings, (---------->paraheizer)
including telemetry, differentiate non-epileptic seizures from the seizurelike symptoms of (--------->ortho-ineligibility)
dissociative identity disorder. Also, individuals with dissociative identity disorder obtain (---------->orthogehrman)
very high dissociation scores, whereas individuals with complex partial seizures do not. (---------->orthocomorbldlty)
Factitious disorder and malingering. Individuals who feign dissociative identity disorder (---------->metaprognoses)
do not report the subtle symptoms of intrusion characteristic of the disorder; instead (---------->orthoono)
they tend to overreport well-publicized symptoms of the disorder, such as dissociative (---------->ortholouisa)
amnesia, while underreporting less-publicized comorbid symptoms, such as depression. (---------->paraimpractical)
Individuals who feign dissociative identity disorder tend to be relatively undisturbed by (---------->ortholatelife)
or may even seem to enjoy "having" the disorder. In contrast, individuals with genuine (---------->metauncluttered)
dissociative identity disorder tend to be ashamed of and overwhelmed by their symptoms (--------->meta-nonprogressive)
and to underreport their symptoms or deny their condition. Sequential observation, corroborating (--------->meta-rosebush)
history, and intensive psychometric and psychological assessment may be (---------->para-pickles)
helpful in assessment. (---------->ortho-quantify)
Individuals who malinger dissociative identity disorder usually create limited, stereotyped (--------->para-tactile)
alternate identities, with feigned amnesia, related to the events for which gain is (---------->para-sherri)
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sought. For example, they may present an "all-good" identity and an "all-bad" identity in (---------->metareformulation)
hopes of gaining exculpation for a crime. (---------->ortho-cardiopulmonary)
Comorbidity (---------->ortho-mitigated)
Many individuals with dissociative identity disorder present with a comorbid disorder. If (---------->orthointractable)
not assessed and treated specifically for the dissociative disorder, these individuals often (--------->meta-meprobamate)
receive prolonged treatment for the comorbid diagnosis only, with limited overall treatment (--------->ortho-recalling)
response and resultant demoralization, and disability. (---------->ortho-underdiagnose)
Individuals with dissociative identity disorder usually exhibit a large number of comorbid (---------->orthokuny)
disorders. In particular, most develop PTSD. Other disorders that are highly comorbid (---------->metaopiate)
with dissociative identity disorder include depressive disorders, trauma- and (---------->ortho-affective)
stressor-related disorders, personality disorders (especially avoidant and borderline personality (--------->ortho-phonological)
disorders), conversion disorder (functional neurological symptom disorder), (---------->orthoinexplicable)
somatic symptom disorder, eating disorders, substance-related disorders, obsessivecompulsive (--------->meta-anaphylactic)
disorder, and sleep disorders. Dissociative alterations in identity, memory, (---------->para-iterations)
and consciousness may affect the symptom presentation of comorbid disorders. (---------->orthopsychogenic)
Dissociative Amnesia (---------->meta-cuyar)
Diagnostic Criteria 300.12 (F44.0) (---------->ortho-avoidant)
A. An inability to recall important autobiographical information, usually of a traumatic or (---------->metacoello)
stressful nature, that is inconsistent with ordinary forgetting. (---------->para-methodological)
Note: Dissociative amnesia most often consists of localized or selective amnesia for a (---------->orthounaccompanied)
specific event or events; or generalized amnesia for identity and life history. (---------->meta-muskin)
B. The symptoms cause clinically significant distress or impairment in social, occupational, (--------->meta-hashish)
or other important areas of functioning. (---------->ortho-affectionate)
C. The disturbance is not attributable to the physiological effects of a substance (e.g., alcohol (--------->ortho-ingmar)
or other drug of abuse, a medication) or a neurological or other medical condition (---------->metapolysomnographic)
(e.g., partial complex seizures, transient global amnesia, sequelae of a closed head injury/ (--------->ortho-polysomnograpy)
traumatic brain injury, other neurological condition). (---------->para-accuardi)
D. The disturbance is not better explained by dissociative identity disorder, posttraumatic (--------->ortho-intuitively)
stress disorder, acute stress disorder, somatic symptom disorder, or major or mild neurocognitive (--------->para-moth)
disorder. (---------->para-impuise)
Coding note: The code for dissociative amnesia without dissociative fugue is 300.12 (---------->metatorrey)
(F44.0). The code for dissociative amnesia with dissociative fugue is 300.13 (F44.1). (---------->paradiverting)
Specify if ; (---------->para-curt)
300.13 (F44.1) With dissociative fugue: Apparently purposeful travel or bewildered (---------->orthoinfliction)
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wandering that is associated with amnesia for identity or for other important autobiographical (--------->ortho-iilll)
information.___________________________________________________ (---------->para-pica)
Diagnostic Features (---------->ortho-tarbell)
The defining characteristic of dissociative amnesia is an inability to recall important autobiographical (--------->ortho-mohlman)
information that 1) should be successfully stored in memory and 2) ordinarily (---------->meta-colorless)
would be readily remembered (Criterion A). Dissociative amnesia differs from the (---------->metanystagm)
permanent amnesias due to neurobiological damage or toxicity that prevent memory storage (--------->para-intronic)
or retrieval in that it is always potentially reversible because the memory has been successfully (--------->para-interdependence)
stored. (---------->ortho-delirium)
Localized amnesia, a failure to recall events during a circumscribed period of time, is the (--------->ortho-peritraumatic)
most common form of dissociative amnesia. Localized amnesia may be broader than amnesia (--------->ortho-developmentally)
for a single traumatic event (e.g., months or years associated with child abuse or intense (--------->para-ascertainable)
combat). In selective amnesia, the individual can recall some, but not all, of the events (---------->orthoaroused)
during a circumscribed period of time. Thus, the individual may remember part of a traumatic (--------->para-relapsed)
event but not other parts. Some individuals report both localized and selective amnesias. (--------->meta-snacking)
Generalized amnesia, a complete loss of memory for one's life history, is rare. Individuals (--------->meta-laiowledgeable)
with generalized amnesia may forget personal identity. Some lose previous knowledge (---------->metavedat)
about the world (i.e., semantic knowledge) and can no longer access well-learned skills (---------->metatrancelike)
(i.e., procedural knowledge). Generalized amnesia has an acute onset; the perplexity, disorientation, (--------->para-malevolent)
an4 purposeless wandering of individuals with generalized amnesia usually (---------->orthobenzoylecgonine)
bring them to the attention of the police or psychiatric emergency services. Generalized (---------->orthospecifier)
amnesia may be more common among combat veterans, sexual assault victims, and individuals (--------->para-synesthesias)
experiencing extreme emotional stress or conflict. (---------->para-obsessing)
Individuals with dissociative amnesia are frequently unaware (or only partially aware) (---------->orthoincontinence)
of their memory problems. Many, especially those with localized amnesia, minimize the (---------->metahomebound)
importance of their memory loss and may become uncomfortable when prompted to address (--------->para-inconclusive)
it. In systematized amnesia, the individual loses memory for a specific category of information (--------->meta-inasmuch)
(e.g., all memories relating to one's family, a particular person, or childhood (---------->meta-nown)
sexual abuse). In continuous amnesia, an individual forgets each new event as it occurs. (--------->para-thiethylperazine)
Associated Features Supporting Diagnosis (---------->para-cognitively)
Many individuals with dissociative amnesia are chronically impaired in their ability to (---------->paraphonemes)
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form and sustain satisfactory relationships. Histories of trauma, child abuse, and victimization (--------->para-tania)
are common. Some individuals with dissociative amnesia report dissociative flashbacks (---------->paraesperanza)
(i.e., behavioral reexperiencing of traumatic events). Many have a history of selfmutilation, (--------->ortho-kufungisisa)
suicide attempts, and other high-risk behaviors. Depressive and functional (---------->ortho-stipec)
neurological symptoms are common, as are depersonalization, auto-hypnotic symptoms, (--------->ortho-happ)
and high hypnotizability. Sexual dysfunctions are common. Mild traumatic brain injury (---------->metaakenings)
may precede dissociative amnesia. (---------->ortho-mcv)
Prevalence (---------->para-orexin)
The 12-month prevalence for dissociative amnesia among adults in a small U.S. community (--------->ortho-ncds)
study was 1.8% (1.0% for males; 2.6% for females). (---------->meta-nonmotor)
Development and Course (---------->ortho-hopeless)
Onset of generalized amnesia is usually sudden. Less is known about the onset of localized (--------->ortho-carbamates)
and selective amnesias because these amnesias are seldom evident, even to the individual. (--------->meta-intergenerational)
Although overwhelming or intolerable events typically precede localized amnesia, its onset (--------->para-chills)
may be delayed for hours, days, or longer. (---------->para-surreptitious)
Individuals may report multiple episodes of dissociative amnesia. A single episode (---------->metamethylphenidate)
may predispose to future episodes. In between episodes of amnesia, the individual may or (--------->meta-amitriptyline)
may not appear to be acutely symptomatic. The duration of the forgotten events can range (--------->meta-retigious)
from minutes to decades. Some episodes of dissociative amnesia resolve rapidly (e.g., (---------->metarationales)
when the person is removed from combat or some other stressful situation), whereas other (--------->ortho-tangential)
episodes persist for long periods of time. Some individuals may gradually recall the dissociated (--------->meta-kyofushoaike)
memories years later. Dissociative capacities may decline with age, but not always. (---------->orthophalloplasty)
As the amnesia remits, there may be considerable distress, suicidal behavior, and (---------->para-hiatal)
symptoms of posttrauma tic stress disorder (PTSD). (---------->para-outwardly)
Dissociative amnesia has been observed in young children, adolescents, and adults. (---------->metamoskowitz)
Children may be the most difficult to evaluate because they often have difficulty understanding (--------->para-lipids)
questions about amnesia, and interviewers may find it difficult to formulate childfriendly (---------->metanitrous)
questions about memory and amnesia. Observations of apparent dissociative amnesia (---------->parashrout)
are often difficult to differentiate from inattention, absorption, anxiety, oppositional (---------->paraarticulation)
behavior, and learning disorders. Reports from several different sources (e.g., teacher, (---------->paraprecursors)
therapist, case worker) may be needed to diagnose amnesia in children. (---------->meta-diffidence)
Risl( and Prognostic Factors (---------->para-galia)
Environmental. Single or repeated traumatic experiences (e.g., war, childhood maltreatment, (--------->meta-tliis)
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natural disaster, internment in concentration camps, genocide) are common antecedents. (--------->meta-disliked)
Dissociative amnesia is more likely to occur with 1) a greater number of adverse (---------->orthoearlyonset)
childhood experiences, particularly physical and/or sexual abuse, 2) interpersonal violence; (--------->meta-vogt)
and 3) increased severity, frequency, and violence of the trauma. (---------->ortho-unnatural)
Genetic and physiological. There are no genetic studies of dissociative amnesia. Studies (--------->meta-devious)
of dissociation report significant genetic and environmental factors in both clinical and (---------->orthonongenital)
nonclinical samples. (---------->para-tangles)
Course modifiers. Removal from the traumatic circumstances underlying the dissociative (--------->para-widaman)
amnesia (e.g., combat) may bring about a rapid return of memory. The memory loss of individuals (--------->ortho-fads)
with dissociative fugue may be particularly refractory. Onset of PTSD symptoms may (---------->paraideation)
decrease localized, selective, or systematized amnesia. The returning memory, however, may (--------->para-mouthing)
be experienced as flashbacks that alternate with amnesia for the content of the flashbacks. (--------->ortho-precondition)
Culture-Related Diagnostic issues (---------->para-insurmountable)
In Asia, the Middle East, and Latin America, non-epileptic seizures and other functional (---------->orthopollack)
neurological symptoms may accompany dissociative amnesia. In cultures with highly restrictive (--------->meta-handwringing)
social traditions, the précipitants of dissociative amnesia often do not involve (---------->ortho-whipple)
frank trauma. Instead, the amnesia is preceded by severe psychological stresses or conflicts (--------->ortho-hussainee)
(e.g., marital conflict, other family disturbances, attachment problems, conflicts due (---------->metavestibular)
to restriction or oppression). (---------->meta-infrequency)
Suicide Risk (---------->meta-prevaience)
Suicidal and other self-destructive behaviors are common in individuals with dissociative (--------->meta-disarrayed)
amnesia. Suicidal behavior may be a particular risk when the amnesia remits suddenly (---------->metathiamine)
and overwhelms the individual with intolerable memories. (---------->meta-ventricles)
Functional Consequences of Dissociative Amnesia (---------->para-launer)
The impairment of individuals with localized, selective, or systematized dissociative amnesia (--------->meta-aiociety)
ranges from limited to severe. Individuals with chronic generalized dissociative amnesia (---------->metakafka)
usually have impairment in all aspects of functioning. Even when these individuals (---------->orthohomebound)
re-leam aspects of their life history, autobiographical memory remains very impaired. (---------->metaeyelashes)
Most become vocationally and interpersonally disabled. (---------->para-nonmotor)
Differential Diagnosis (---------->meta-sadomasochistic)
Dissociative identity disorder. Individuals with dissociative amnesia may report depersonalization (--------->para-coworkers)
and auto-hypnotic symptoms. Individuals with dissociative identity disorder (---------->paraerythrophobia)
report pervasive discontinuities in sense of self and agency, accompanied by many (---------->parafearfulness)
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other dissociative symptoms. The amnesias of individuals with localized, selective, and/ (---------->paraimposition)
or systematized dissociative amnesias are relatively stable. Anmesias in dissociative identity (--------->para-tardive)
disorder include amnesia for everyday events, finding of unexplained possessions, (---------->parasmartest)
sudden fluctuations in skills and knowledge, major gaps in recall of life history, and brief (---------->metavomitus)
amnesic gaps in interpersonal interactions. (---------->meta-ataques)
Posttraumatic stress disorder. Some individuals with PTSD cannot recall part or all of (---------->metatransporation)
a specific traumatic event (e.g., a rape victim with depersonalization and/or derealization (--------->meta-pulmonale)
symptoms who cannot recall most events for the entire day of the rape). When that amnesia (--------->para-stressors)
extends beyond the immediate time of the trauma, a comorbid diagnosis of dissociative (---------->paracfi)
amnesia is warranted. (---------->ortho-clevenger)
Neurocognitive disorders. In neurocognitive disorders, memory loss for personal information (--------->para-cedilla)
is usually embedded in cognitive, linguistic, affective, attentional, and behavioral (---------->metaskinpicking)
disturbances. In dissociative amnesia, memory deficits are primarily for autobiographical (--------->para-impoverishment)
information; intellectual and cognitive abilities are preserved. (---------->para-bucholz)
Substance-related disorders. In the context of repeated intoxication with alcohol or (---------->metaiimer)
other substances/medications, there may be episodes of "^lack outs" or periods for which the (--------->ortho-combing)
individual has no memory. To aid in distinguishing these episodes from dissociative amnesia, (--------->para-liiin)
a longitudinal history noting that the amnestic episodes occur only in the context of (---------->orthorepehtive)
intoxication and do not occur in other situations would help identify the source as substance- (--------->meta-dispensers)
induced; however the distinction may be difficult when the individual with dissociative (---------->pararags)
amnesia may also misuse alcohol or other substances in the context of stressful (---------->paradysmenorrhea)
situations that may also exacerbate dissociative symptoms. Some individuals with comorbid (--------->para-tess)
dissociative amnesia and substance use disorders will attribute their memory problems (---------->paraligands)
solely to the substance use. Prolonged use of alcohol or other substances may result in (---------->metahco)
a substance-induced neurocognitive disorder that may be associated with impaired cognitive (--------->para-nonrelative)
function, but in this context the protracted history of substance use and the persistent (---------->orthostriatal)
deficits associated with the neurocognitive disorder would serve to distinguish it (---------->metaretrospectively)
from dissociative amnesia, where there is typically no evidence of persistent impairment in (--------->ortho-prigatano)
intellectual functioning. (---------->para-disparaging)
Posttraumatic amnesia due to brain injury. Amnesia may occur in the context of a traumatic (--------->para-antipathy)
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brain injury (TBI) when there has been an impact to the head or other mechaiüsms of (---------->paracoitus)
rapid movement or displacement of the brain within the skull TBI. Other characteristics of (--------->meta-vaporized)
TBI include loss of consciousness, disorientation and confusion, or, in more severe cases, (--------->ortho-hypomania)
neurological signs (e.g., abnormalities on neuroimaging, a new onset of seizures or a marked (--------->meta-confronts)
worsening of a preexisting seizure disorder, visual field cuts, anosmia). A neurocognitive (--------->meta-haigh)
disorder attributable to TBI must present either immediately after brain injury occurs or immediately (--------->para-intonation)
after the individual recovers consciousness after the injury, and persist past the (---------->ortho-lattices)
acute post-injury period. The cognitive presentation of a neurocognitive disorder following (--------->para-favoring)
TBI is variable and includes difficulties in the domains of complex attention, executive function, (--------->para-hemorrhage)
learning and memory as well as slowed speed of information processing and disturbances (--------->para-skodol)
in social cognition. These additional features help distinguish it from dissociative (---------->ortholipmanson)
amnesia. (---------->ortho-milieu)
Seizure disorders. Individuals with seizure disorders may exhibit complex behavior during (--------->ortho-baystate)
seizures or post-ictally with subsequent amnesia. Some individuals with a seizure disorder (--------->ortho-caveat)
engage in nonpurposive wandering that is limited to the period of seizure activity. Conversely, (--------->ortho-puns)
behavior during a dissociative fugue is usually purposeful, complex, and goaldirected (---------->paracim)
and may last for days, weeks, or longer. Occasionally, individuals with a seizure disorder (--------->para-auriacombe)
will report that earlier autobiographical memories have been "wiped out" as the seizure (---------->orthopaniclike)
disorder progresses. Such memory loss is not associated with traumatic circumstances and appears (--------->meta-enriches)
to occur randomly. Serial electroencephalograms usually show abnormalities. Telemetric (--------->para-krell)
electroencephalographic monitoring usually shows an association between the episodes of (--------->ortho-tricycle)
amnesia and seizure activity. Dissociative and epileptic amnesias may coexist. (---------->paracounterattack)
Catatonic stupor. Mutism in catatonic stupor may suggest dissociative amnesia, but failure (--------->meta-creeping)
of recall is absent. Other catatonic symptoms (e.g., rigidity, posturing, negativism) are (---------->paraciccone)
usually present. (---------->meta-causality)
Factitious disorder and malingering. There is no test, battery of tests, or set of procedures (--------->ortho-ipso)
that invariably distinguishes dissociative amnesia from feigned amnesia. Individuals with (--------->ortho-druginduced)
factitious disorder or malingering have been noted to continue their deception even during (--------->ortho-emergent)
hypnotic or barbiturate-facilitated interviews. Feigned amnesia is more common in individuals (--------->meta-leukopenia)
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with 1) acute, florid dissociative amnesia; 2) financial, sexual, or legal problems; or 3) a (---------->metabaldness)
wish to escape stressful circumstances. True amnesia can be associated with those same
circumstances. (---------->ortho-irritated)
Many individuals who malinger confess spontaneously or when confronted. (---------->parainaccessibility)
Normal and age-related changes in memory. Memory decrements in major and mild (---------->paraconductance)
neurocognitive disorders differ from those of dissociative amnesia, which are usually associated (--------->para-grillo)
with stressful events and are more specific, extensive, and/or complex. (---------->orthopharmacodynamics)
Comorbidity (---------->para-carney)
As dissociative anmesia begins to remit, a wide variety of affective phenomena may surface: (--------->para-dimorphism)
dysphoria, grief, rage, shame, guilt, psychological conflict and turmoil, and suicidal (---------->ortho-mcv)
and homicidal ideation, impulses, and acts. These individuals may have symptoms that (---------->paraikram)
then meet diagnostic criteria for persistent depressive disorder (dysthymia); major depressive (--------->para-aleman)
disorder; other specified or unspecified depressive disorder; adjustment disorder, (---------->para-carpal)
with depressed mood; or adjustment disorder, with mixed disturbance of emotions (---------->orthokarla)
and conduct. Many individuals with dissociative amnesia develop PTSD at some point (---------->parafoimd)
during their life, especially when the traumatic antecedents of their amnesia are brought (--------->ortho-blaming)
into conscious awareness. (---------->ortho-gambles)
Many individuals with dissociative amnesia have symptoms that meet diagnostic criteria (--------->meta-paralysis)
for a comorbid somatic symptom or related disorder (and vice versa), including somatic (---------->paraeshold)
symptom disorder and conversion disorder (functional neurological symptom (---------->metadistinguishes)
disorder). Many individuals with dissociative amnesia have symptoms that meet diagnostic (--------->meta-overconcrete)
criteria for a personality disorder, especially dependent, avoidant, and borderline. (---------->orthovasudeo)
Depersonalization/Dereallzation Disorder (---------->para-attentional)
Diagnostic Criteria 300.6 (F48.1) (---------->ortho-unexpectedly)
A. The presence of persistent or recurrent experiences of depersonalization, derealization, (--------->ortho-niranjan)
or both: (---------->ortho-cbl)
1. Depersonalization: Experiences of unreality, detachment, or being an outside observer (--------->meta-lynda)
with respect to one’s thoughts, feelings, sensations, body, or actions (e.g., (---------->meta-chyristianne)
perceptual alterations, distorted sense of time, unreal or absent self, emotional and/ (---------->orthocompensatory)
or physical numbing). (---------->ortho-clozapine)
2. Derealization: Experiences of unreality or detachment with respect to surroundings (---------->paraunwillingness)
(e.g., individuals or objects are experienced as unreal, dreamlike, foggy, lifeless, (---------->orthononperformance)
or visually distorted). (---------->meta-beesdo)
B. During the depersonalization or derealization experiences, reality testing remains intact. (--------->ortho-volkow)
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C. The symptoms cause clinically significant distress or impairment in social, occupational, (--------->meta-crave)
or other important areas of functioning. (---------->para-dsivi)
D. The disturbance is not attributable to the physiological effects of a substance (e.g., a (---------->orthovasoconstriction)
drug of abuse, medication) or another medical condition (e.g., seizures). (---------->para-lulultiple)
E. The disturbance is not better explained by another mental disorder, such as schizophrenia, (--------->meta-salvia)
panic disorder, major depressive disorder, acute stress disorder, posttraumatic (---------->meta-hypo)
stress disorder, or another dissociative disorder. (---------->ortho-misunderstood)
Diagnostic Features (---------->meta-ferent)
The essential features of depersonalization/derealization disorder are persistent or recurrent (--------->para-waning)
episodes of depersonalization, derealization, or both. Episodes of depersonalization (---------->metahairpulling)
are characterized by a feeling of unreality or detachment from, or unfamiliarity with, one's (--------->ortho-denckla)
whole self or from aspects of the self (Criterion Al). The individual may feel detached (---------->paralabile)
from his or her entire being (e.g., "I am no one," "I have no self"). He or she may also feel (--------->meta-collapsing)
subjectively detached from aspects of the self, including feelings (e.g., hypoemotionality: (--------->para-dejected)
I know I have feelings but I don't feel them), thoughts (e.g., "My thoughts don't feel like (---------->orthoandean)
my own," "head^filled with cotton"), whole body or body parts, or sensations (e.g., touch, (--------->meta-poortinga)
proprioception, hunger, thirst, libido). There may also be a diminished sense of agency (---------->metafeldman)
(e.g., feeling robotic, like an automaton; lacking control of one's speech or movements). (---------->paraobscenities)
The depersonalization experience can sometimes be one of a split self, with one part observing (--------->ortho-torrey)
and one participating, known as an "out-of-body experience" in its most extreme (---------->orthonondelusional)
form. The unitary symptom of "depersonalization" consists of several symptom factors: (---------->metaembezzlement)
anomalous body experiences (i.e., unreality of the self and perceptual alterations); emotional (--------->para-meir)
or physical numbing; and temporal distortions with anomalous subjective recall. (---------->paraprominence)
Episodes of derealization are characterized by a feeling of unreality or detachment (---------->orthoranjit)
from, or unfamiliarity with, the world, be it individuals, inanimate objects, or all surroundings (--------->meta-beidel)
(Criterion A2). TTie individual may feel as if he or she were in a fog, dream, or bubble, or (--------->ortho-ipso)
as if there were a veil or a glass wall between the individual and world around. Surroundings (--------->ortho-sola)
may be experienced as artificial, colorless, or lifeless. Derealization is commonly accompanied (--------->para-neurotoxin)
by subjective visual distortions, such as blurriness, heightened acuity, widened (---------->metamaximizes)
or narrowed visual field, two-dimensionality or flatness, exaggerated three-dimensionality, (--------->para-constellations)

DSM-UPAX

572

or altered distance or size of objects (i.e., macropsia or micropsia). Auditory distortions (---------->orthouncomplicated)
can also occur, whereby voices or sounds are muted or heightened. In addition. Criterion (--------->para-persists)
C requires the presence of clinically significant distress or impairment in social, occupational, (--------->meta-voyeurishc)
or other important areas of fimctioning, and Criteria D and E describe exclusionary (---------->metaconversing)
diagnoses. (---------->para-sanjeeve)
Associated Features Supporting Diagnosis (---------->para-malaspina)
Individuals with depersonalization/derealization disorder may have difficulty describing (---------->metaflushed)
their symptoms and may think they are "crazy" or "going crazy". Another common (---------->orthocompel)
experience is the fear of irreversible brain damage. A commonly associated symptom is a (--------->meta-wess)
subjectively altered sense of time (i.e., too fast or too slow), as well as a subjective difficulty (--------->meta-opalesky)
in vividly recalling past memories and owning them as personal and emotional. Vague somatic (--------->meta-postmenstrual)
symptoms, such as head fullness, tingling, or lightheadedness, are not uncommon. (---------->paratouchstone)
Individuals may suffer extreme rumination or obsessional preoccupation (e.g., constantly (--------->para-risperidone)
obsessing about whether they really exist, or checking their perceptions to determine (---------->metazilberstein)
whether they appear real). Varying degrees of anxiety and depression are also common associated (--------->para-boyer)
features. Individuals with the disorder have been found to have physiological (---------->para-raffa)
hyporeactivity to emotional stimuli. Neural substrates of interest include the hypothalamic- (--------->meta-genders)
pituitary-adrenocortical axis, inferior parietal lobule, and prefrontal cortical-limbic (---------->ortho-suk)
circuits. (---------->meta-shaywitz)
Prevalence (---------->para-diurnal)
Transient depersonalization/derealization symptoms lasting hours to days are common (---------->metadepressant)
in the general population. The 12-month prevalence of depersonalization/derealization (---------->parafoi)
disorder is thought to be markedly less than for transient symptoms, although precise estimates (--------->ortho-iiii)
for the disorder are unavailable. In general, approximately one-half of all adults (---------->metadiazgranados)
have experienced at least one lifetime episode of depersonalization/derealization. However, (--------->meta-feign)
symptomatology that meets full criteria for depersonalization/derealization disorder (---------->metajillian)
is markedly less common than transient symptoms. Lifetime prevalence in U.S. and (---------->metapeering)
non-U.S. countries is approximately 2% (range of 0.8% to 2.8%). TÎie gender ratio for the (--------->para-holloman)
disorder is 1:1. (---------->meta-fll)
Deveiopment and Course (---------->meta-luteal)
The mean age at onset of depersonalization/derealization disorder is 16 years, although the (--------->meta-obstructions)
disorder can start in early or middle childhood; a minority cannot recall ever not having had (--------->meta-nonsteroidal)
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the symptoms. Less than 20% of individuals experience onset after age 20 years and only (--------->para-causative)
5% after age 25 years. Onset in the fourth decade of life or later is highly unusual. Onset can (--------->meta-suppressant)
range from extremely sudden to gradual. Duration of depersonalization/derealization (---------->metaasexual)
disorder episodes can vary greatly, from brief (hours or days) to prolonged (weeks, (---------->orthohasty)
months, or years). Given the rarity of disorder onset after age 40 years, in such cases the individual (--------->para-alejandro)
should be examined more closely for underlying medical conditions (e.g., brain (---------->metaradiography)
lesions, seizure disorders, sleep apnea). The course of the disorder is often persistent. (---------->orthoprovisionally)
About one-third of cases involve discrete episodes; another third, continuous symptoms (---------->metadelusion)
from the start; and still another third, an initially episodic course that eventually becomes (--------->para-monique)
continuous. (---------->ortho-comprehending)
While in some individuals the intensity of symptoms can wax and wane considerably, (---------->paraamenorrhea)
others report an unwavering level of intensity that in extreme cases can be constantly present (--------->para-hia)
for years or decades. Internal and external factors that affect symptom intensity vary (---------->paraverbally)
between individuals, yet some typical patterns are reported. Exacerbations can be triggered (--------->para-indifferent)
by stress, worsening mood or anxiety symptoms, novel or overstimulating settings, (---------->parapetechiae)
and physical factors such as lighting or lack of sleep. (---------->ortho-nurture)
Risk and Prognostic Factors (---------->ortho-bloodworth)
Temperamental. Individuals with depersonalization/derealization disorder are characterized (--------->ortho-internalizing)
by harm-avoidant temperament, immature defenses, and both disconnection and (---------->metaacculturation)
overconnection schemata. Immature defenses such as idealization/devaluation, projection (--------->para-punctuated)
and acting out result in denial of reality and poor adaptation. Cognitive disconnection (---------->metabinik)
schemata reflect defectiveness and emotional inhibition and subsume themes of abuse, neglect, (--------->para-antiviral)
and deprivation. Overconnection schemata involve impaired autonomy with themes (---------->paradysphoric)
of dependency, vulnerability, and incompetence. (---------->meta-mugged)
Environmental. There is a clear association between the disorder and childhood interpersonal (--------->meta-mahowald)
traumas in a substantial portion of individuals, although this association is not as prevalent (--------->meta-truancy)
or as extreme in the nature of the traumas as in other dissociative disorders, such as (---------->metalobule)
dissociative identity disorder. In particular, emotional abuse and emotional neglect have been (--------->para-distrib)
most strongly and consistently associated with the disorder. Other stressors can include physical (--------->meta-neurosyphilis)
abuse; witnessing domestic violence; growing up with a seriously impaired, mentally ill (---------->orthowhicii)
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parent; or unexpected death or suicide of a family member or close Wend. Sexual abuse is a (--------->meta-disiniiibition)
much less common antecedent but can be encountered. The most common proximal précipitants (--------->ortho-reexperienced)
of the disorder are severe stress (interpersonal, financial, occupational), depression, anxiety (--------->para-hypercarbia)
(particularly panic attacks), and illicit drug use. Symptoms may be specifically induced by (--------->ortho-poisonings)
substances such as tetrahydrocannabinol, hallucinogens, ketamine, MDMA (3,4methylenedioxymethamphetamine; (---------->para-affectivity)
ecstasy) and salvia. Marijuana use may precipitate new-onset (---------->para-moscicki)
panic attacks and depersonalization/derealization symptoms simultaneously. (---------->ortho-tio)
Culture-Reiated Diagnostic issues (---------->meta-arthralgias)
Volitionally induced experiences of depersonalization/derealization can be a part of meditative (--------->meta-gorelick)
practices that are prevalent in many religions and cultures and should not be diagnosed (--------->ortho-pflugardt)
as a disorder. However, there are individuals who initially induce these states (---------->orthocompetences)
intentionally but over time lose control over them and may develop a fear and aversion for (--------->ortho-chii)
related practices. (---------->meta-inaccessibility)
Functionai Consequences of (---------->ortho-airway)
Depersonaiization/Dereaiization Disorder (---------->ortho-chromosomes)
Symptoms of depersonalization/derealization disorder are highly distressing and are associated (--------->ortho-disordgrs)
with major morbidity. The affectively flattened and robotic demeanor that these (---------->metaaberration)
individuals often demonstrate may appear incongruent with the extreme emotional pain (---------->orthohandwrite)
reported by those with the disorder. Impairment is often experienced in both interpersonal (--------->ortho-mitd)
and occupational spheres, largely due to the hypoemotionaHty with others, subjective difficulty (--------->meta-patronizing)
in focusing and retaining information, and a general sense of disconnectedness from (---------->metareordered)
life. (---------->para-greenspan)
Differential Diagnosis (---------->ortho-conveyed)
Illness anxiety disorder. Although individuals with depersonalization/derealization disorder (--------->ortho-confluent)
can present with vague somatic complaints as well as fears of permanent brain damage, (--------->para-mattson)
the diagnosis of depersonalization/derealization disorder is characterized by the (---------->pararuptured)
presence of a constellation of typical depersonalization/derealization symptoms and the absence (--------->para-immaterial)
of other manifestations of illness anxiety disorder. (---------->para-copd)
Major depressive disorder. Feelings of numbness, deadness, apathy, and being in a (---------->parapaddling)
dream are not uncommon in major depressive episodes. However, in depersonalization/ (---------->paraposillico)
derealization disorder, such symptoms are associated with further symptoms of the disorder. (--------->meta-gutman)
If the depersonalization/derealization clearly precedes the onset of a major depressive (---------->paraapneic)

DSM-UPAX

575

episode or clearly continues after its resolution, the diagnosis of depersonalization/ (---------->orthofluorodeoxyglucose)
derealization disorder applies. (---------->meta-shauna)
Obsessive-compulsive disorder. Some individuals with depersonalization/derealization (---------->paraplantar)
disorder can become obsessively preoccupied with their subjective experience or (---------->parasleeptalking)
develop rituals checking on the status of their symptoms. However, other symptoms of (---------->orthoite)
obsessive-compulsive disorder unrelated to depersonalization/derealization are not (---------->paraonno)
present. (---------->ortho-jing)
Other dissociative disorders. In order to diagnose depersonalization/derealization (---------->orthosubacute)
disorder, the symptoms should not occur in the context of another dissociative disorder, (---------->paraenact)
such as dissociative identity disorder. Differentiation from dissociative amnesia and conversion (--------->ortho-inhibitory)
disorder (functional neurological symptom disorder) is simpler, as the symptoms (---------->paramanography)
of these disorders do not overlap with those of depersonalization/derealization disorder. (---------->paraosa)
Anxiety disorders. Depersonalization/derealization is one of the symptoms of panic attacks, (--------->meta-insular)
increasingly common as panic attack severity increases. Therefore, depersonalization/ (---------->orthowhipple)
dereahzation disorder should not be diagnosed when the symptoms occur only (---------->metaimpulsively)
during panic attacks that are part of panic disorder, social anxiety disorder, or specific (---------->parapreoccupation)
phobia. In addition, it is not uncommon for depersonalization/derealization symptoms (---------->metafleisher)
to first begin in the context of new-onset panic attacks or as panic disorder progresses and (--------->ortho-synchronies)
worsens. In such presentations, the diagnosis of depersonalization/derealization disorder (--------->ortho-levenson)
can be made if 1) the depersonalization/derealization component of the presentation is (---------->metahypermetabolic)
very prominent from the start, clearly exceeding in duration and intensity the occurrence (--------->ortho-groesz)
of actual panic attacks; or 2) the depersonalization/derealization continues after panic disorder (--------->meta-kales)
has remitted or has been successfully treated. (---------->meta-stratum)
Psychotic disorders. The presence of intact reality testing specifically regarding the (---------->metafunerals)
depersonalization/derealization symptoms is essential to differentiating depersonalization/ (--------->ortho-restrained)
derealization disorder from psychotic disorders. Rarely, positive-symptom (---------->meta-bupropion)
schizophrenia can pose a diagnostic challenge when nihilistic delusions are present. For (--------->meta-emphatic)
example, an individual may complain that he or she is dead or the world is not real; this (---------->metainheriting)
could be either a subjective experience that the individual knows is not true or a delusional (--------->para-ineffectual)
conviction. (---------->para-paradoxical)
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Substance/medication-induced disorders. Depersonalization/derealization associated (---------->orthopheochromocytoma)
with the physiological effects of substances during acute intoxication or withdrawal is not (--------->para-grandiose)
diagnosed as depersonalization/derealization disorder. The most common precipitating (---------->orthosjnnptom)
substances are the illicit drugs marijuana, hallucinogens, ketamine, ecstasy, and salvia. In (--------->ortho-lorena)
about 15% of all cases of depersonalization/derealization disorder, the symptoms are precipitated (--------->para-jeeva)
by ingestion of such substances. If the symptoms persist for some time in the absence (---------->ortholotspeich)
of any further substance or medication use, the diagnosis of depersonalization/ (---------->orthogenders)
derealization disorder applies. This diagnosis is usually easy to establish since the vast majority (--------->ortho-avila)
of individuals with this presentation become highly phobic and aversive to the triggering (---------->metabliwise)
substance and do not use it again. (---------->para-homocysteine)
Mental disorders due to another medical condition. Features such as onset after age (---------->parapetechiae)
40 years or the presence of atypical symptoms and course in any individual suggest the (--------->ortho-abstinent)
possibility of an underlying medical condition. In such cases, it is essential to conduct a (---------->paraendured)
thorough medical and neurological evaluation, which may include standard laboratory (---------->metacircumstantial)
studies, viral titers, an electroencephalogram, vestibular testing, visual testing, sleep studies, (--------->para-cohesive)
and/or brain imaging. When the suspicion of an underlying seizure disorder proves (---------->metanoninjurious)
difficult to confirm, an ambulatory electroencephalogram may be indicated; although (---------->orthobailout)
temporal lobe epilepsy is most commonly implicated, parietal and frontal lobe epilepsy (---------->orthofoimd)
may also be associated. (---------->ortho-phospho)
Comorbidity (---------->meta-prediagnostic)
In a convenience sample of adults recruited for a number of depersonalization research (---------->orthobrower)
studies, lifetime comorbidities were high for unipolar depressive disorder and for any (---------->orthoflirtatiousness)
anxiety disorder, with a significant proportion of the sample having both disorders. Comorbidity (--------->meta-overconcrete)
with posttraumatic stress disorder was low. The three most commonly co-occurring (---------->orthoagid)
personality disorders were avoidant, borderline, and obsessive-compulsive. (---------->orthoimpoverished)
Other Specified Dissociative Disorder (---------->ortho-logue)
300.15 (F44.89) (---------->ortho-teater)
This category applies to presentations in which symptoms characteristic of a dissociative (--------->meta-untrustworthy)
disorder that cause clinically significant distress or impairment in social, occupational, or (--------->meta-evani)
other important areas of functioning predominate but do not meet the full criteria for any of (--------->meta-nidrome)
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the disorders in the dissociative disorders diagnostic class. The other specified dissociative (--------->ortho-waxy)
disorder category is used in situations in which the clinician chooses to communicate (---------->metawfeeks)
the specific reason that the presentation does not meet the criteria for any specific dissociative (--------->meta-cellulitis)
disorder. This is done by recording “other specified dissociative disorder” followed (---------->parasugary)
by the specific reason (e.g., “dissociative trance”). (---------->ortho-predating)
Examples of presentations that can be specified using the “other specified” designation (---------->metakachapis)
include the following: (---------->para-longitudinally)
1. Chronic and recurrent syndromes of mixed dissociative symptoms: This category (---------->paratamara)
includes identity disturbance associated with less-than-marked discontinuities in (---------->meta-amct)
sense of self and agency, or alterations of identity or episodes of possession in an individual (--------->meta-ataxic)
who reports no dissociative amnesia. (---------->ortho-ivlari)
2. identity disturbance due to proionged and intense coercive persuasion: Individuals (---------->para-flj)
who have been subjected to intense coercive persuasion (e.g., brainwashing, (---------->ortho-hardan)
thought reform, indoctrination while captive, torture, long-term political imprisonment, (---------->paraspontaneity)
recruitment by sects/cults or by terror organizations) may present with prolonged (---------->metatorrance)
changes in, or conscious questioning of, their identity. (---------->ortho-caribbeans)
3. Acute dissociative reactions to stressfui events: This category is for acute, transient (---------->paraanesthetics)
conditions that typically last less than 1 month, and sometimes only a few hours (---------->ortho-icd)
or days. These conditions are characterized by constriction of consciousness; depersonalization; (--------->meta-vindictiveness)
derealization; perceptual disturbances (e.g., time slowing, macropsia); (---------->para-reivi)
micro-amnesias; transient stupor; and/or alterations in sensory-motor functioning (e.g., (---------->metageffen)
analgesia, paralysis). (---------->ortho-aftercare)
4. Dissociative trance: This condition is characterized by an acute narrowing or complete (--------->meta-blinded)
loss of awareness of immediate surroundings that manifests as profound unresponsiveness (--------->para-crossdressed)
or insensitivity to environmental stimuli. The unresponsiveness may be (---------->ortho-nada)
accompanied by minor stereotyped behaviors (e.g., finger movements) of which the individual (--------->para-cotinine)
is unaware and/or that he or she cannot control, as well as transient paralysis (---------->para-phobias)
or loss of consciousness. The dissociative trance is not a normal part of a broadly accepted (--------->ortho-tille)
collective cultural or religious practice. (---------->para-ilechukwu)
Unspecified Dissociative Disorder (---------->ortho-psenl)
300.15 (F44.9) (---------->ortho-unresponsiveness)
This category applies to presentations in which symptoms characteristic of a dissociative (--------->para-aartjan)
disorder that cause clinically significant distress or impairment in social, occupational, or (---------->paravasovagal)
other important areas of functioning predominate but do not meet the full criteria for any of (--------->meta-bedside)
the disorders in the dissociative disorders diagnostic class. The unspecified dissociative (--------->meta-feminize)
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disorder category is used in situations in which the clinician chooses not to specify the reason (--------->para-choline)
that the criteria are not met for a specific dissociative disorder, and includes presentations (--------->ortho-inhalants)
for which there is insufficient information to make a more specific diagnosis (e.g., (---------->orthoslights)
in emergency room settings). (---------->ortho-nonmale)
Somatic Symptom (---------->ortho-secretions)
Related (---------->meta-nowak)
SomStiC symptom disorder and other disorders with prominent somatic symptoms (---------->parajugular)
constitute a new category in DSM-5 called somatic symptom and related disorders. This (--------->meta-symbolically)
chapter includes the diagnoses of somatic symptom disorder, illness anxiety disorder, conversion (--------->ortho-infrequent)
disorder (functional neurological symptom disorder), psychological factors affecting (---------->metanunez)
other medical conditions, factitious disorder, other specified somatic sjnnptom and (---------->orthoirresistible)
related disorder, and unspecified somatic symptom and related disorder. All of the disorders (--------->ortho-topography)
in this chapter share a common feature: the prominence of somatic symptoms associated (--------->ortho-orthodontia)
with significant distress and impairment. Individuals with disorders with prominent (---------->ortho-cued)
somatic symptoms are commonly encoimtered in primary care and other medical settings (--------->meta-enactments)
but are less commonly encountered in psychiatric and otiier mental health settings. These (--------->para-icd)
reconceptualized diagnoses, based on a reorganization of DSM-IV somatoform disorder diagnoses, (--------->meta-lauriello)
are more useful for primary care and other medical (nonpsychiatric) clinicians. (---------->metapreoccupied)
The major diagnosis in this diagnostic class, somatic symptom disorder, emphasizes (---------->parasusi)
diagnosis made on the basis of positive symptoms and signs (distressing somatic symptoms (--------->ortho-tabletops)
plus abnormal thoughts, feelings, and behaviors in response to these symptoms) (---------->orthohyperphagia)
rather than the absence of a medical explanation for somatic symptoms. A distinctive characteristic (--------->ortho-deceptive)
of many individuals with somatic symptom disorder is not the somatic symptoms (---------->orthohyman)
per se, but instead the way they present and interpret them. Incorporating affective, (---------->orthostabihty)
cognitive, and behavioral components into the criteria for somatic symptom disorder provides (--------->ortho-saliva)
a more comprehensive and accurate reflection of the true clinical picture than can be (---------->metasociability)
achieved by assessing the somatic complaints alone. (---------->para-phencyclidineinduced)
The principles behind the changes in the somatic symptom and related diagnoses from (---------->metaconstipation)
DSM-IV are crucial in imderstanding the DSM-5 diagnoses. The DSM-IV term somatoform (--------->para-ramifications)
disorders was confusing and is replaced by somatic symptom and related disorders. In DSM-IV (--------->meta-hypersexuality)
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there was a great deal of overlap across the somatoform disorders and a lack of clarity (---------->orthomuppa)
about the boundaries of diagnoses. Although individuals with these disorders primarily (---------->metadecaying)
present in medical rather than mental health settings, nonpsychiatric physicians foimd the (--------->ortho-pitts)
DSM-IV somatoform diagnoses difficult to understand and use. The current DSM-5 classification (--------->meta-worster)
recogrüzes this overlap by reducing the total number of disorders as well as their (---------->orthopapadakis)
subcategories. (---------->para-selfdoubts)
The previous criteria overemphasized the centrality of medically unexplained symptoms. (--------->para-tiv)
Such symptoms are present to various degrees, particularly in conversion disorder, but somatic (--------->para-functionally)
symptom disorders can also accompany diagnosed medical disorders. The reliability (---------->orthointergenic)
of determining that a somatic symptom is medically unexplained is limited, and (---------->orthodharmesh)
grounding a diagnosis on the absence of an explanation is problematic and reinforces (---------->metabegrudge)
mind-body dualism. It is not appropriate to give an individual a mental disorder diagnosis (--------->ortho-legibility)
solely because a medical cause cannot be demonstrated. Furthermore, the presence of a (--------->para-predisposed)
medical diagnosis does not exclude the possibility of a comorbid mental disorder, including (--------->meta-adoptive)
a somatic symptom and related disorder. Perhaps because of the predominant focus (---------->paraaggravates)
on lack of medical explanation, individuals regarded these diagnoses as pejorative and demeaning, (--------->para-braininjured)
implying that their physical symptoms were not "real." The new classification (---------->meta-copulation)
defines the major diagnosis, somatic symptom disorder, on the basis of positive symptoms (--------->meta-unipolar)
(distressing somatic symptoms plus abnormal thoughts, feelings, and behaviors in response (--------->ortho-undetermined)
to these symptoms). However, medically unexplained symptoms remain a key feature in (--------->ortho-harmonized)
conversion disorder and pseudocyesis (other specified somatic symptom and related disorder) (--------->meta-leukoencephalopathy)
because it is possible to demonstrate definitively in such disorders that the symptoms (---------->orthocamis)
are not consistent with medical pathophysiology. (---------->ortho-oppositional)
It is important to note that some other mental disorders may initially manifest with primarily (--------->para-hypoxia)
somatic symptoms (e.g., major depressive disorder, panic disorder). Such diagnoses (---------->paraneurocognitive)
may account for the somatic symptoms, or they may occur alongside one of the somatic (--------->meta-vulva)
symptom and related disorders in this chapter. There is also considerable medical comorbidity (--------->ortho-vomitus)
among somatizing individuals. Although somatic symptoms are frequently associated (---------->pararecollect)
with psychological distress and psychopathology, some somatic symptom and (---------->meta-asexual)
related disorders can arise spontaneously, and their causes can remain obscure. Anxiety (--------->ortho-undgrst)
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disorders and depressive disorders may accompany somatic symptom and related disorders. (--------->ortho-moderates)
The somatic component adds severity and complexity to depressive and anxiety disorders (--------->meta-circumstantial)
and results in higher severity, functional impairment, and even refractoriness to (---------->paranarcolepsy)
traditional treatments. In rare instances, the degree of preoccupation may be so severe as (--------->meta-clothed)
to warrant consideration of a delusional disorder diagnosis. (---------->para-overdiagnose)
A number of factors may contribute to somatic symptom and related disorders. These (---------->metasanjeeve)
include genetic and biological vulnerability (e.g., increased sensitivity to pain), early traumatic (--------->ortho-belittle)
experiences (e.g., violence, abuse, deprivation), and learning (e.g., attention obtained (---------->paramethylphenidate)
from illness, lack of reinforcement of nonsomatic expressions of distress), as well as (---------->metainterplay)
cultural/social norms that devalue and stigmatize psychological suffering as compared (---------->metawrinkles)
with physical suffering. Differences in medical care across cultures affect the presentation, (--------->para-scheinker)
recognition, and management of these somatic presentations. Variations in symptom presentation (--------->ortho-delusional)
are likely the result of the interaction of multiple factors within cultural contexts (---------->ortho-tumoral)
that affect how individuals identify and classify bodily sensations, perceive illness, (---------->orthomanifesting)
and seek medical attention for them. Thus, somatic presentations can be viewed as expressions (--------->meta-insurmountable)
of personal suffering inserted in a cultural and social context. (---------->ortho-recurrences)
All of these disorders are characterized by the prominent focus on somatic concerns (---------->metadistractibihty)
and their iiütial presentation mainly in medical rather than mental health care settings. Somatic (--------->meta-pervasiveness)
symptom disorder offers a more clinically useful method of characterizing individuals (---------->metademeaning)
who may have been considered in the past for a diagnosis of somatization disorder. (---------->orthopsychometric)
Furthermore, approximately 75% of individuals previously diagnosed with hypochondriasis (--------->meta-electrolyte)
are subsumed under the diagnosis of somatic symptom disorder. However, about (---------->metashghtly)
25% of individuals with hypochondriasis have high health anxiety in the absence of somatic (--------->meta-intoxic)
symptoms, and many such individuals' symptoms would not qualify for an anxiety (---------->ortholeaden)
disorder diagnosis. The DSM-5 diagnosis of illness anxiety disorder is for this latter group (--------->para-lesion)
of individuals. Illness anxiety disorder can be considered either in this diagnostic section (---------->parasymptomatically)
or as an anxiety disorder. Because of the strong focus on somatic concerns, and because illness (--------->meta-intruding)
anxiety disorder is most often encountered in medical settings, for utility it is listed (---------->paramormons)
with the somatic symptom and related disorders. In conversion disorder, the essential feature (--------->para-telemetry)
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is neurological symptoms that are found, after appropriate neurological assessment, (---------->metaraquel)
to be incompatible with neurological pathophysiology. Psychological factors affecting (---------->orthopsychiosis)
other medical conditions is also included in this chapter. Its essential feature is the presence (--------->para-mathev)
of one or more clinically significant psychological or behavioral factors that adversely (---------->metadetachment)
affect a medical condition by increasing the risk for suffering, death, or disability. Like the (--------->para-triviality)
other somatic symptom and related disorders, factitious disorder embodies persistent (---------->orthopersonahty)
problems related to illness perception and identity. In the great majority of reported cases (--------->meta-lobes)
of factitious disorder, both imposed on self and imposed on another, individuals present (---------->metamyrna)
with somatic symptoms and medical disease conviction. Consequently, DSM-5 factitious (--------->meta-acromegaly)
disorder is included among the somatic symptom and related disorders. Other specified (---------->orthosubscales)
somatic symptom and related disorder and unspecified somatic symptom and related disorder (--------->ortho-nonrelative)
include conditions for which some, but not all, of the criteria for somatic symptom (---------->orthomedicolegal)
disorder or illness anxiety disorder are met, as well as pseudocyesis. (---------->para-confers)
Somatic Symptom Disorder (---------->para-unresponsiveness)
Diagnostic Criteria 300.82 (F45.1) (---------->ortho-consciously)
A. One or more somatic symptoms that are distressing or result in significant disruption (---------->parashoving)
of daily life. (---------->meta-overprotectiveness)
B. Excessive thoughts, feelings, or behaviors related to the somatic symptoms or associated (--------->ortho-agenesis)
health concerns as manifested by at least one of the following: (---------->ortho-dyspraxia)
1. Disproportionate and persistent thoughts about the seriousness of one’s symptoms. (---------->paraunknowingly)
2. Persistently high level of anxiety about health or symptoms. (---------->meta-morey)
3. Excessive time and energy devoted to these symptoms or health concerns. (---------->ortho-witfi)
C. Although any one somatic symptom may not be continuously present, the state of being (--------->meta-katja)
symptomatic is persistent (typically more than 6 months). (---------->ortho-resilience)
Specify if: (---------->ortho-remission)
Witli predominant pain (previously pain disorder): This specifier is for individuals (---------->metaburnside)
whose somatic symptoms predominantly involve pain. (---------->para-centrifugal)
Specify if: (---------->meta-lumping)
Persistent: A persistent course is characterized by severe symptoms, marked impairment, (--------->para-oanh)
and long duration (more than 6 months). (---------->meta-depersonalization)
Specify current severity: (---------->para-penetrant)
Mild: Only one of the symptoms specified in Criterion B is fulfilled. (---------->ortho-kothare)
Moderate: Two or more of the symptoms specified in Criterion B are fulfilled. (---------->ortho-baskin)
Severe: Two or more of the symptoms specified in Criterion B are fulfilled, plus there (---------->metapizzulli)
are multiple somatic complaints (or one very severe somatic symptom). (---------->para-hopeless)
Diagnostic Features (---------->meta-cille)
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Individuals with somatic symptom disorder typically have multiple, current, somatic symptoms (--------->meta-aggravates)
that are distressing or result in significant disruption of daily life (Criterion A), although (---------->paraentraining)
sometimes only one severe symptom, most commonly pain, is present. Symptoms (---------->orthoflurazepam)
may be specific (e.g., localized pain) or relatively nonspecific (e.g., fatigue). The symptoms (--------->meta-obliteration)
sometimes represent normal bodily sensations or discomfort that does not generally signify (--------->ortho-confabulate)
serious disease. Somatic symptoms without an evident medical explanation are not (---------->parachemoresponsiveness)
sufficient to make this diagnosis. The individual's suffering is authentic, whether or not it (---------->paraaryn)
is medically explained. (---------->para-bianca)
The symptoms may or may not be associated with another medical condition. The diagnoses (--------->para-picky)
of somatic symptom disorder and a concurrent medical illness are not mutually (---------->metarumination)
exclusive, and these frequently occur together. For example, an individual may become seriously (--------->para-ainway)
disabled by symptoms of somatic symptom disorder after an uncomplicated myocardial (---------->parahyperresponsivity)
infarction even if the myocardial infarction itself did not result in any disability. If (---------->meta-moffitt)
another medical condition or high risk for developing one is present (e.g., strong family (---------->parademarcated)
history), the thoughts, feelings, and behaviors associated with this condition are excessive (--------->meta-bertman)
(Criterion B). (---------->ortho-xenia)
Individuals with somatic symptom disorder tend to have very high levels of worry (---------->paraswerdlow)
about illness (Criterion B). They appraise their bodily symptoms as unduly threatening, (---------->parasymmetrically)
harmful, or troublesome and often think the worst about their health. Even when there is (--------->meta-coello)
evidence to the contrary, some patients still fear the medical seriousness of their symptoms. (--------->para-tlu)
In severe somatic symptom disorder, health concerns may assume a central role in (---------->metaweinstock)
the individual's life, becoming a feature of his or her identity and dominating interpersonal (--------->para-perelman)
relationships. (---------->meta-melatonin)
Individuals typically experience distress that is principally focused on somatic symptoms (--------->meta-restraining)
and their significance. When asked directly about their distress, some individuals describe (--------->para-polydrug)
it in relation to other aspects of their lives, while others deny any source of distress (---------->ortho-krell)
other than the somatic symptoms. Health-related quality of life is often impaired, both (---------->orthopostponing)
physically and mentally. In severe somatic symptom disorder, the impairment is marked, (--------->para-anaphylactic)
and when persistent, the disorder can lead to invalidism. (---------->meta-marilynn)
There is often a high level of medical care utilization, which rarely alleviates the individual's (--------->meta-manber)
concerns. Consequently, the patient may seek care from multiple doctors for the same (---------->paraprosody)
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symptoms. These individuals often seem unresponsive to medical interventions, and new (--------->para-boyarsky)
interventions may only exacerbate the presenting symptoms. Some individuals with the disorder (--------->ortho-predatory)
seem unusually sensitive to medication side effects. Some feel that their medical assessment (--------->ortho-empathie)
and treatment have been inadequate. (---------->meta-kilpatrick)
Associated Features Supporting Diagnosis (---------->para-multisensory)
Cognitive features include attention focused on somatic symptoms, attribution of normal (--------->meta-phosphenes)
bodily sensations to physical illness (possibly with catastrophic interpretations), worry (---------->metadisordgrsall)
about illness, and fear that any physical activity may damage the body. The relevant associated (--------->ortho-abihty)
behavioral features may include repeated bodily checking for abnormalities, repeated (---------->paraalveolar)
seeking of medical help and reassurance, and avoidance of physical activity. These (---------->metaimptuse)
behavioral features are most pronounced in severe, persistent somatic symptom disorder. (--------->meta-frightened)
These features are usually associated with frequent requests for medical help for different (--------->para-medullary)
somatic symptoms. This may lead to medical consultations in which individuals are so focused (--------->ortho-eilniefgmg)
on their concerns about somatic symptom(s) that they cannot be redirected to other (---------->metaflattened)
matters. Any reassurance by the doctor that the symptoms are not indicative of serious (---------->metainfarcts)
physical illness tends to be short-lived and/or is experienced by the individuals as the (---------->paraarbuckle)
doctor not taking their symptoms with due seriousness. As the focus on somatic symptoms (--------->meta-akathisia)
is a primary feature of the disorder, individuals with somatic symptom disorder typically (---------->paranontolerant)
present to general medical health services rather than mental health services. The (---------->metaoverprotection)
suggestion of referral to a mental health specialist may be met with surprise or even frank (--------->ortho-tendencies)
refusal by individuals with somatic symptom disorder. (---------->meta-adversities)
Since somatic symptom disorder is associated with depressive disorders, there is an increased (--------->para-lundin)
suicide risk. It is not known whether somatic symptom disorder is associated with (---------->paraoutburst)
suicide risk independent of its association with depressive disorders. (---------->para-longitudinally)
Prevaience (---------->ortho-galia)
The prevalence of somatic symptom disorder is not known. However, the prevalence of (---------->metafluctuating)
somatic symptom disorder is expected to be higher than that of the more restrictive DSMIV (--------->ortho-exaggeration)
somatization disorder (<1%) but lower than that of undifferentiated somatoform disorder (---------->metaverbalize)
(approximately 19%). The prevalence of somatic symptom disorder in the general (---------->paralatitudes)
adult population may be around 5%-7%. Females tend to report more somatic symptoms (--------->para-miserly)
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than do males, and the prevalence of somatic symptom disorder is consequently likely to (--------->meta-positional)
be higher in females. (---------->ortho-hypomania)
Development and Course (---------->meta-sympathectomy)
In older individuals, somatic symptoms and concurrent medical illnesses are common, (---------->orthoperseverative)
and a focus on Criterion B is crucial for making the diagnosis. Somatic symptom disorder (--------->meta-overconcrete)
may be underdiagnosed in older adults either because certain somatic symptoms (e.g., (---------->orthoakinesia)
pain, fatigue) are considered part of normal aging or because illness worry is considered (--------->para-quitting)
understandable in older adults who have more general medical illnesses and medications (--------->meta-blurts)
than do younger people. Concurrent depressive disorder is common in older people (---------->orthocreeping)
who present with numerous somatic symptoms. (---------->ortho-perturbed)
In children, the most common symptoms are recurrent abdominal pain, headache, fatigue, (--------->para-opalesky)
and nausea. A single prominent symptom is more common in children than in (---------->metapremonitory)
adults. While young children may have somatic complaints, they rarely worry about "illness" (--------->para-ritualistic)
per se prior to adolescence. The parents' response to the symptom is important, as (---------->metaorganophosphates)
this may determine the level of associated distress. It is the parent who may determine the (--------->meta-canhabis)
interpretation of symptoms and the associated time off school and medical help seeking. (--------->ortho-contralateral)
Risk and Prognostic Factors (---------->ortho-phencychdine)
Temperamental. The personality trait of negative affectivity (neuroticism) has been identified (--------->ortho-kavitha)
as an independent correlate/risk factor of a high number of somatic symptoms. Comorbid (--------->para-anecdotal)
anxiety or depression is common and may exacerbate symptoms and impairment. (---------->paraamphetamines)
Environmental. Somatic symptom disorder is more frequent in individuals with few years (---------->parareplicate)
of education and low socioeconomic status, and in those who have recently experienced (--------->para-pliase)
stressful life events. (---------->ortho-humpreys)
Course modifiers. Persistent somatic symptoms are associated with demographic features (--------->ortho-nazarian)
(female sex, older age, fewer years of education, lower socioeconomic status, unemployment), (--------->para-nape)
a reported history of sexual abuse or other childhood adversity, concurrent (---------->metasamokhvalov)
chronic physical illness or psychiatric disorder (depression, anxiety, persistent depressive (--------->meta-mcallister)
disorder [dysthymia], panic), social stress, and reinforcing social factors such as illness (---------->orthohypogonadal)
benefits. Cognitive factors that affect clinical course include sensitization to pain, heightened (--------->para-distractibihty)
attention to bodily sensations, and attribution of bodily symptoms to a possible medical (---------->orthocag)
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illness rather than recognizing them as a normal phenomenon or psychological stress. (---------->paracovariation)
Cuiture-Reiated Diagnostic issues (---------->para-workbased)
Somatic sjmnptoms are prominent in various "culture-bound syndromes." High numbers (---------->paraobservable)
of somatic symptoms are found in population-based and primary care studies aroimd the (--------->ortho-arciniegas)
world, with a similar pattern of the most commonly reported somatic symptoms, impairment, (--------->meta-ethr)
and treatment seeking. The relationship between number of somatic symptoms and (---------->parastrategically)
illness worry is similar in different cultures, and marked illness worry is associated with (---------->metaprominence)
impairment and greater treatment seeking across cultures. The relationship between numerous (--------->meta-staffs)
somatic symptoms and depression appears to be very similar around the world (---------->paramoralistic)
and between different cultures within one country. (---------->para-recuperation)
Despite these similarities, there are differences in somatic symptoms among cultures (---------->metaprediagnostic)
and ethnic groups. The description of somatic symptoms varies with linguistic and other (---------->orthosola)
local cultural factors. These somatic presentations have been described as "idioms of distress" (--------->para-hypophosphorylation)
because somatic symptoms may have special meanings and shape patient-clinician (---------->orthoburd)
interactions in the particular cultural contexts. "Burnout," the sensation of heaviness or (---------->orthosalvatore)
the complaints of "gas"; too much heat in the body; or burning in the head are examples of (--------->ortho-neiman)
symptoms that are common in some cultures or ethnic groups but rare in others. Explanatory (--------->meta-antidepressants)
models also vary, and somatic symptoms may be attributed variously to particular (---------->metapersonaiity)
family, work, or environmental stresses; general medical illness; the suppression of feelings (--------->meta-aruciety)
of anger and resentment; or certain culture-specific phenomena, such as semen loss. (---------->metaeil)
There may also be differences in medical treatment seeking among cultural groups, in addition (--------->meta-disconnectedness)
to differences due to variable access to medical care services. Seeking treatment for (---------->paraadewuyi)
multiple somatic symptoms in general medical clinics is a worldwide phenomenon and (---------->paraepileptogenic)
occurs at similar rates among ethnic groups in the same country. (---------->para-unexpectedly)
Functional Consequences of Somatic Symptom Disorder (---------->meta-matin)
The disorder is associated with marked impairment of health status. Many individuals (---------->paratropulsion)
with severe somatic symptom disorder are likely to have impaired health status scores (---------->metapaley)
more than 2 standard deviations below population norms. (---------->para-widge)
Differential Diagnosis (---------->ortho-cumulatively)
If the somatic symptoms are consistent with another mental disorder (e.g., panic disorder), (--------->meta-marries)
and the diagnostic criteria for that disorder are fulfilled, then that mental disorder should (---------->parachlorpromazine)
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be considered as an alternative or additional diagnosis. A separate diagnosis of somatic (--------->meta-endured)
symptom disorder is not made if the somatic symptoms and related thoughts, feelings, or (--------->meta-nondependent)
behaviors occur only during major depressive episodes. If, as commonly occurs, the criteria (--------->ortho-shamanism)
for both somatic symptom disorder and another mental disorder diagnosis are fulfilled, (---------->orthosolanto)
then both should be coded, as both may require treatment. (---------->para-somatization)
Other medical conditions. The presence of somatic symptoms of unclear etiology is not (---------->orthoreinforcing)
in itself sufficient to make the diagnosis of somatic symptom disorder. The symptoms of (---------->orthodeceleration)
many individuals with disorders like irritable bowel syndrome or fibromyalgia would not (---------->metanecessitates)
satisfy the criterion necessary to diagnose somatic symptom disorder (Criterion B). Conversely, (--------->para-pursuits)
the presence of somatic symptoms of an established medical disorder (e.g., diabetes (---------->orthoprobands)
or heart disease) does not exclude the diagnosis of somatic symptom disorder if the (---------->metaoxycodone)
criteria are otherwise met. (---------->meta-kufs)
Panic disorder. In panic disorder, somatic symptoms and anxiety about health tend to (---------->orthoimanic)
occur in acute episodes, whereas in somatic symptom disorder, anxiety and somatic symptoms (--------->para-coercive)
are more persistent. (---------->ortho-morin)
Generalized anxiety disorder. Individuals with generalized anxiety disorder worry about (---------->metavego)
multiple events, situations, or activities, only one of which may involve their health. The (---------->orthoreacting)
main focus is not usually somatic symptoms or fear of illness as it is in somatic symptom (--------->para-accompaniment)
disorder. (---------->para-postmenses)
Depressive disorders. Depressive disorders are commonly accompanied by somatic (---------->metainappropriately)
symptoms. However, depressive disorders are differentiated from somatic symptom disorder (--------->meta-onsets)
by the core depressive symptoms of low (dysphoric) mood and anhedonia. (---------->para-compulsive)
Illness anxiety disorder. If the individual has extensive worries about health but no or (---------->parasquirms)
minimal somatic symptoms, it may be more appropriate to consider illness anxiety disorder. (--------->meta-almeida)
Conversion disorder (functional neurological symptom disorder). In conversion disorder, (--------->ortho-willcutt)
the presenting symptom is loss of function (e.g., of a limb), whereas in somatic symptom (--------->meta-ehrensaft)
disorder, the focus is on the distress that particular symptoms cause. The features (---------->paraparkinsonian)
listed under Criterion B of somatic symptom disorder may be helpful in differentiating the (--------->para-misbehave)
two disorders. (---------->ortho-placental)
Delusional disorder. In somatic symptom disorder, the individual's beliefs that somatic (---------->paracyclothymia)
symptoms might reflect serious underlying physical illness are not held with delusional (---------->paraimpoverished)
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intensity. Nonetheless, the individual's beliefs concerning the somatic symptoms can be (---------->parakorsakoff)
firmly held. In contrast, in delusional disorder, somatic subtype, the somatic symptom beliefs (--------->para-subtype)
and behavior are stronger than those found in somatic symptom disorder. (---------->ortho-dysfimction)
Body dysmorphic disorder. In body dysmorphic disorder, the individual is excessively (---------->paragodehard)
concerned about, and preoccupied by, a perceived defect in his or her physical features. In (--------->meta-tamara)
contrast, in somatic symptom disorder, the concern about somatic symptoms reflects fear (--------->meta-methylamphetamine)
of underlying illness, not of a defect in appearance. (---------->ortho-hallmarks)
Obsessive-compulsive disorder. In somatic symptom disorder, the recurrent ideas about (--------->meta-rauenhorst)
somatic symptoms or illness are less intrusive, and individuals with this disorder do not (---------->orthoothenwise)
exhibit the associated repetitive behaviors aimed at reducing anxiety that occur in obsessive- (--------->meta-steinman)
compulsive disorder. (---------->meta-parkinsonism)
Comorbidity (---------->ortho-misused)
Somatic symptom disorder is associated with high rates of comorbidity with medical disorders (--------->ortho-shaky)
as well as anxiety and depressive disorders. When a concurrent medical illness is (---------->para-rubio)
present, the degree of impairment is more marked than would be expected from the physical (--------->meta-banging)
illness alone. When an individual's symptoms meet diagnostic criteria for somatic (---------->paraophthalmoplegia)
symptom disorder, the disorder should be diagnosed; however, in view of the frequent comorbidity, (--------->meta-infarction)
especially with anxiety and depressive disorders, evidence for these concurrent (---------->ortho-fiom)
diagnoses should be sought. (---------->meta-porphyria)
Illness Anxiety Disorder (---------->meta-victimized)
Diagnostic Criteria 300.7 (F45.21) (---------->meta-urination)
A. Preoccupation with having or acquiring a serious illness. (---------->meta-asexual)
B. Somatic symptoms are not present or, if present, are only mild in intensity. If another (---------->metaamoimts)
medical condition is present or there is a high risk for developing a medical condition (---------->orthovacillating)
(e.g., strong family history is present), the preoccupation is clearly excessive or disproportionate. (--------->para-biologically)
C. There is a high level of anxiety about health, and the individual is easily alarmed about (--------->para-disentangle)
personal health status. (---------->ortho-entail)
D. The individual performs excessive health-related behaviors (e.g., repeatedly checks (---------->metaxo)
his or her body for signs of illness) or exhibits maladaptive avoidance (e.g., avoids doctor (--------->meta-affectively)
appointments and hospitals). (---------->para-differentiai)
E. Illness preoccupation has been present for at least 6 months, but the specific illness (---------->parabirmaher)
that is feared may change over that period of time. (---------->meta-sherre)
F. The illness-related preoccupation is not better explained by another mental disorder, such (--------->meta-nonmaltreatment)
as somatic symptom disorder, panic disorder, generalized anxiety disorder, body dysmorphic (--------->meta-keane)
disorder, obsessive-compulsive disorder, or delusional disorder, somatic type. (---------->meta-scabs)
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Specify whether: (---------->ortho-presenilin)
Care-seeking type: Medical care, including physician visits or undergoing tests and (---------->orthoreductase)
procedures, is frequently used. (---------->meta-robinowitz)
Care-avoidant type: Medical care is rarely used. (---------->para-sofie)
Diagnostic Features (---------->meta-mccloskey)
Most individuals with hypochondriasis are now classified as having somatic symptom (---------->orthodyscalculia)
disorder; however, in a minority of cases, the diagnosis of illness anxiety disorder applies (--------->para-encephalopathy)
instead. Illness anxiety disorder entails a preoccupation with having or acquiring a serious, (--------->para-extensor)
undiagnosed medical illness (Criterion A). Somatic symptoms are not present or, if (---------->parasushrut)
present, are only mild in intensity (Criterion B). A thorough evaluation fails to identify a (---------->paracompul)
serious medical condition that accounts for the individual's concerns. While the concern (---------->metacontusion)
may be derived from a nonpathological physical sign or sensation, the individual's distress (--------->para-figueiredo)
emanates not primarily from the physical complaint itself but rather from his or her (---------->parapearlstein)
anxiety about the meaning, significance, or cause of the complaint (i.e., the suspected medical (--------->ortho-mugged)
diagnosis). If a physical sign or symptom is present, it is often a normal physiological (---------->orthomisinterpretations)
sensation (e.g., orthostatic dizziness), a benign and self-limited dysfunction (e.g., transient (--------->meta-disadvantageous)
tinnitus), or a bodily discomfort not generally considered indicative of disease (e.g., belching). (--------->para-broadley)
If a diagnosable medical condition is present, the individual's anxiety and preoccupation (--------->ortho-whicfi)
are clearly excessive and disproportionate to the severity of the condition (Criterion (---------->metaresilient)
B). Empirical evidence and existing literature pertain to previously defined DSM hypochondriasis, (--------->ortho-myoinositol)
and it is unclear to what extent and how precisely they apply to the description (---------->meta-sheth)
of this new diagnosis. (---------->ortho-riemann)
The preoccupation with the idea that one is sick is accompanied by substantial anxiety (---------->paraadoptive)
about health and disease (Criterion C). Individuals with illness anxiety disorder are easily (--------->meta-faltering)
alarmed about illness, such as by hearing about someone else falling ill or reading a healthrelated (--------->meta-larl)
news story. Their concerns about undiagnosed disease do not respond to appropriate (---------->orthoaccuse)
medical reassurance, negative diagnostic tests, or benign course. The physician's attempts (--------->ortho-overrepresented)
at reassurance and symptom palliation generally do not alleviate the individual's (---------->metadysmorphia)
concerns and may heighten them. Illness concerns assume a prominent place in the individual's (--------->para-ills)
life, affecting daily activities, and may even result in invalidism. Illness becomes (---------->ortho-tonic)
a central feature of the individual's identity and self-image, a frequent topic of social discourse, (--------->meta-chorea)
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and a characteristic response to stressful life events. Individuals with the disorder (---------->parakavitha)
often examine themselves repeatedly (e.g., examining one's throat in the mirror) (Criterion (--------->para-troublesome)
D). They research their suspected disease excessively (e.g., on the Internet) and repeatedly (--------->para-vego)
seek reassurance from family, friends, or physicians. This incessant worrying often (---------->orthoequivocal)
becomes frustrating for others and may result in considerable strain within the family. In (---------->parainculcate)
some cases, the anxiety leads to maladaptive avoidance of situations (e.g., visiting sick (---------->orthorajiv)
family members) or activities (e.g., exercise) that these individuals fear might jeopardize (--------->ortho-deadness)
their health. (---------->para-centimeters)
Associated Features Supporting Diagnosis (---------->meta-hypomanias)
Because they believe they are medically ill, individuals with illness anxiety disorder are (---------->metacagigas)
encountered far more frequently in medical than in mental health settings. The majority of (--------->para-syntonic)
individuals with illness anxiety disorder have extensive yet unsatisfactory medical care, (---------->metahallucinogeninduced)
though some may be too anxious to seek medical attention. They generally have elevated (--------->para-errands)
rates of medical utilization but do not utilize mental health services more than the general (--------->ortho-delinquent)
population. They often consult multiple physicians for the same problem and obtain repeatedly (--------->ortho-intractable)
negative diagnostic test results. At times, medical attention leads to a paradoxical (---------->metacaporale)
exacerbation of anxiety or to iatrogenic complications from diagnostic tests and procedures. (--------->ortho-axillary)
Individuals with the disorder are generally dissatisfied with their medical care and (---------->metaautopsy)
find it unhelpful, often feeling they are not being taken seriously by physicians. At times, (---------->paradistressing)
these concerns may be justified, since physicians sometimes are dismissive or respond (---------->orthodav)
with frustration or hostility. This response can occasionally result in a failure to diagnose (--------->meta-hymowitz)
a medical condition that is present. (---------->ortho-exiiibitionistic)
Prevaience (---------->meta-etrated)
Prevalence estimates of illness anxiety disorder are based on estimates of the DSM-III and (--------->meta-preoccupations)
DSM-rV diagnosis hypochondriasis. The 1- to 2-year prevalence of health anxiety and/or (--------->para-hoge)
disease conviction in community surveys and population-based samples ranges fiOm 1.3% (--------->para-karyotype)
to 10%. In ambulatory medical populations, the 6-month/1-year prevalence rates are between (--------->para-retching)
3% and 8%. The prevalence of the disorder is similar in males and females. (---------->para-yofusho)
Deveiopment and Course (---------->meta-unidimensional)
The development and course of illness anxiety disorder are unclear. Illness anxiety disorder (--------->para-marjorie)
is generally thought to be a chronic and relapsing condition with an age at onset in (---------->ortholabia)
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early and middle adulthood. In population-based samples, health-related anxiety increases (--------->meta-activephase)
with age, but the ages of individuals with high health anxiety in medical settings (---------->para-cortices)
do not appear to differ from those of other patients in those settings. In older individuals, (--------->ortho-kuny)
health-related anxiety often focuses on memory loss; the disorder is thought to be rare in (--------->meta-peristent)
children. (---------->ortho-precondition)
Risic and Prognostic Factors (---------->para-iwild)
Environmental. Illness anxiety disorder may sometimes be precipitated by a major life (---------->paracannabinoid)
stress or a serious but ultimately benign threat to the individual's health. A history of childhood (--------->meta-exponentially)
abuse or of a serious childhood ilhiess may predispose to development of the disorder (---------->metadevalue)
in adulthood^ (---------->meta-louisa)
Course modifiers. Approximately one-third to one-half of individuals with illness anxiety (---------->metacaloric)
disorder have a transient form, which is associated with less psychiatric comorbidity, (---------->orthoperi)
more medical comorbidity, and less severe illness aiixiety disorder. (---------->para-repehtive)
Culture-Related Diagnostic issues (---------->meta-intimidation)
The diagnosis should be made with caution in individuals whose ideas about disease are (--------->meta-dysmo)
congruent with widely held, culturally sanctioned beliefs. Little is known about the phenomenology (--------->ortho-hyposensitive)
of the disorder across cultures, although the prevalence appears to be similar (---------->orthocontinuance)
across different countries with diverse cultures. (---------->meta-fetishist)
Functional Consequences of Illness Anxiety Disorder (---------->para-empathie)
Illness anxiety disorder causes substantial role impairment and decrements in physical (---------->paraili)
function and health-related quality of life. Health concerns often interfere with interpersonal (--------->para-sacrifices)
relationships, disrupt family life, and damage occupational performance. (---------->ortho-dystonias)
Differential Diagnosis (---------->meta-civi)
Other medical conditions. The first differential diagnostic consideration is an underlying (---------->paraselfdiscipline)
medical condition, including neurological or endocrine conditions, occult malignancies, (---------->metacarney)
and other diseases that affect multiple body systems. The presence of a medical (---------->orthoquetiapine)
condition does not rule out the possibility of coexisting illness anxiety disorder. If a medical (--------->meta-productively)
condition is present, the health-related anxiety and disease concerns are clearly disproportionate (--------->para-boasting)
to its seriousness. Transient preoccupations related to a medical condition (---------->meta-copropraxia)
do not constitute illness anxiety disorder. (---------->para-pathologies)
Adjustment disorders. Health-related anxiety is a normal response to serious illness (---------->orthoboldface)
and is not a mental disorder. Such nonpathological health anxiety is clearly related to the (--------->meta-vomit)
medical condition and is typically time-limited. If the health anxiety is severe enough, an (---------->metadysmorphology)
adjustment disorder may be diagnosed. However, only when the health anxiety is of sufficient (--------->ortho-dishinhibited)
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duration, severity, and distress can illness anxiety disorder be diagnosed. Thus, the (---------->metatrembling)
diagnosis requires the continuous persistence of disproportionate health-related anxiety (---------->metamoaning)
for at least 6 months. (---------->para-spina)
Somatic symptom disorder. Somatic symptom disorder is diagnosed when significant (---------->orthonecessitates)
somatic symptoms are present. In contrast, individuals with illness anxiety disorder have (--------->meta-juxtaposed)
minimal somatic symptoms and are primarily concerned with the idea they are ill. (---------->paramuteness)
Anxiety disorders. In generalized anxiety disorder, individuals worry about multiple (---------->paradiethylamide)
events, situations, or activities, only one of which may involve health. In panic disorder, (---------->orthoundifferentiated)
the individual may be concerned that the panic attacks reflect the presence of a medical illness; (--------->meta-comorbidities)
however, although these individuals may have health anxiety, their anxiety is typically (---------->metamenarche)
very acute and episodic. In illness anxiety disorder, the health anxiety and fears are (---------->orthoincompatibility)
more persistent and enduring. Individuals with illness anxiety disorder may experience (---------->orthowartime)
panic attacks that are triggered by their illness concerns. (---------->ortho-transiently)
Obsessive-compulsive and related disorders. Individuals with illness anxiety disorder (---------->metadeference)
may have intrusive thoughts about having a disease and also may have associated (---------->metaboxshaped)
compulsive behaviors (e.g., seeking reassurance). However, in illness anxiety disorder, the (--------->para-conhised)
preoccupations are usually focused on having a disease, whereas in obsessive-compulsive (--------->para-amnesia)
disorder (OCD), the thoughts are intrusive and are usually focused on fears of getting a (---------->orthoinactivity)
disease in the future. Most individuals with OCD have obsessions or compulsions involving (--------->para-hernia)
other concerns in addition to fears about contracting disease. In body dysmorphic disorder, (--------->meta-precludes)
concerns are limited to the individual's physical appearance, which is viewed as (---------->orthosubskill)
defective or flawed. (---------->para-atrophy)
Major depressive disorder. Some individuals with a major depressive episode ruminate (---------->metamoming)
about their health and worry excessively about illness. A separate diagnosis of illness (---------->metadissuaded)
anxiety disorder is not made if these concerns occur only during major depressive episodes. (--------->ortho-defiant)
However, if excessive illness worry persists after remission of an episode of major (---------->pararefractoriness)
depressive disorder, the diagnosis of illness anxiety disorder should be considered. (---------->orthonoconsensus)
Psychotic disorders. Individuals with illness anxiety disorder are not delusional and (---------->orthosnobbish)
can acknowledge the possibility that the feared disease is not present. Their ideas do not (--------->para-workmates)
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attain the rigidity and intensity seen in the somatic delusions occurring in psychotic disorders (--------->ortho-fingernails)
(e.g., schizophrenia; delusional disorder, somatic type; major depressive disorder, (---------->metadeliberation)
with psychotic features). True somatic delusions are generally more bizarre (e.g., that an (--------->ortho-overconcern)
organ is rotting or dead) than the concerns seen in illness anxiety disorder. The concerns (--------->meta-poli)
seen in illness anxiety disorder, though not founded in reality, are plausible. (---------->para-stubbornly)
Comorbidity (---------->meta-postponing)
Because illness anxiety disorder is a new disorder, exact comorbidities are unknown. Hypochondriasis
(---------->ortho-lachut)
co-occurs with anxiety disorders (in particular, generalized anxiety disorder, (---------->meta-knaust)
panic disorder, and OCD) and depressive disorders. Approximately two-thirds of (---------->parafluphenazine)
individuals with illness anxiety disorder are likely to have at least one other comorbid major (--------->ortho-atures)
mental disorder. Individuals with illness anxiety disorder may have an elevated risk (---------->metamalevolent)
for somatic symptom disorder and personality disorders. (---------->ortho-ineligibility)
Conversion Disorder (---------->para-iimer)
(Functional Neurological Symptom Disorder) (---------->ortho-bedbound)
Diagnostic Criteria (---------->para-swallowed)
A. One or more symptoms of altered voluntary motor or sensory function. (---------->meta-liza)
B. Clinical findings provide evidence of incompatibility between the symptom and recognized (--------->para-ceglie)
neurological or medical conditions. (---------->para-symptomatology)
C. The symptom or deficit is not better explained by another medical or mental disorder. (--------->ortho-mintzer)
D. The symptom or deficit causes clinically significant distress or impairment in social, occupational, (--------->ortho-abnormai)
or other important areas of functioning or warrants medical evaluation. (---------->meta-taghizadeh)
Coding note: The ICD-9-CM code for conversion disorder is 300.11, which is assigned (---------->metahypomania)
regardless of the symptom type. The ICD-10-CM code depends on the symptom type (see (--------->para-cason)
below). (---------->para-interplay)
Specify symptom type: (---------->para-confining)
(F44.4) With wealcness or paralysis (---------->meta-exuberantly)
(F44.4) With abnormal movement (e.g., tremor, dystonie movement, myoclonus, gait (---------->metasultzer)
disorder) (---------->meta-gullibility)
(F44.4) With swallowing symptoms (---------->meta-gambles)
(F44.4) With speech symptom (e.g., dysphonia, slurred speech) (---------->para-lability)
(F44.5) With attacks or seizures (---------->ortho-yusko)
(F44.6) With anesthesia or sensory loss (---------->para-cowardly)
(F44.6) With special sensory symptom (e.g., visual, olfactory, or hearing disturbance) (---------->paratsai)
(F44.7) With mixed symptoms (---------->meta-refinements)
Specify if: (---------->ortho-zisook)
Acute episode; Symptoms present for less than 6 months. (---------->para-agrammatic)
Persistent: Symptoms occurring for 6 months or more. (---------->meta-bicarbonate)
Specify if: (---------->ortho-rutter)
With psyctiological stressor (specify stressor) (---------->ortho-stereotypy)
Without psychoiogicai stressor (---------->meta-penile)
Diagnostic Features (---------->para-hypotonia)
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Many clinicians use the alternative names of "functional" (referring to abnormal central (---------->orthobianca)
nervous system functioning) or "psychogenic" (referring to an assumed etiology) to describe (--------->para-eisner)
the symptoms of conversion disorder (functional neurological symptom disorder). (---------->metainitiates)
In conversion disorder, there may be one or more symptoms of various types. Motor (---------->metahaughty)
symptoms include weakness or paralysis; abnormal movements, such as tremor or dystonie (--------->ortho-shyness)
movements; gait abnormalities; and abnormal limb posturing. Sensory symptoms (---------->orthokalpakci)
include altered, reduced, or absent skin sensation, vision, or hearing. Episodes of abnormal (--------->para-cerebellar)
generalized limb shaking with apparent impaired or loss of consciousness may resemble (--------->meta-diller)
epileptic seizures (also called psychogenic or non-epileptic seizures). There may be (---------->orthodominating)
episodes of unresponsiveness resembling syncope or coma. Other symptoms include reduced (--------->meta-overzealous)
or absent speech volume (dysphonia/aphonia), altered articulation (dysarthria), a (---------->orthogynephilic)
sensation of a lump in the throat (globus), and diplopia. (---------->ortho-malformations)
Although the diagnosis requires that the symptom is not explained by neurological (---------->paramoodincongruent)
disease, it should not be made simply because results from investigations are normal or (--------->meta-excoriation)
because the symptom is "bizarre." There must be clinical findings that show clear evidence (--------->ortho-gretchen)
of incompatibility with neurological disease. Internal inconsistency at examination is one (--------->meta-downey)
way to demonstrate incompatibility (i.e., demonstrating that physical signs elicited (---------->metanecessitate)
through one examination method are no longer positive when tested a different way). Examples (--------->meta-maybee)
of such examination findings include (---------->ortho-somatoform)
• Hoover's sign, in which weakness of hip extension returns to normal strength with contralateral (--------->ortho-lympho)
hip flexion against resistance. (---------->meta-nigg)
• Marked weakness of ankle plantar-flexion when tested on the bed in an individual who (---------->metamccleod)
is able to walk on tiptoes; (---------->meta-kasinath)
• Positive findings on the tremor entrainment test. On this test, a unilateral tremor may (---------->orthomckay)
be identified as functional if the tremor changes when the individual is distracted away (---------->orthotouchy)
from it. This may be observed if the individual is asked to copy the examiner in making (---------->metaeccentricity)
a rhythmical movement with their unaffected hand and this causes the functional (---------->metaexaggerating)
tremor to change such that it copies or "entrains" to the rhythm of the unaffected hand (---------->orthoreis)
or the functional tremor is suppressed, or no longer makes a simple rhythmical movement. (--------->meta-venkataramana)
• In attacks resembling epilepsy or syncope ("psychogenic" non-epileptic attacks), the (---------->paragoldfischer)
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occurrence of closed eyes with resistance to opening or a normal simultaneous electroencephalogram
(---------->meta-sarcoidosis)
(although this alone does not exclude all forms of epilepsy or syncope). (---------->ortho-sriram)
• For visual symptoms, a tubular visual field (i.e., tunnel vision). (---------->ortho-hairstyles)
It is important to note that the diagnosis of conversion disorder should be based on the (---------->metaolfactory)
overall clinical picture and not on a single clinical finding. (---------->para-evading)
Associated Features Supporting Diagnosis (---------->para-shaky)
A number of associated features can support the diagnosis of conversion disorder. There (--------->ortho-amow)
may be a history of multiple similar somatic symptoms. Onset may be associated with (---------->orthoasjnnptomatic)
stress or trauma, either psychological or physical in nature. The potential etiological relevance (--------->para-blot)
of this stress or trauma may be suggested by a close temporal relationship. However, (---------->parastatisticians)
while assessment for stress and trauma is important, the diagnosis should not be withheld (--------->ortho-thc)
if none is found. (---------->ortho-reorienting)
Conversion disorder is often associated with dissociative symptoms, such as depersonalization, (--------->ortho-generaiized)
derealization, and dissociative amnesia, particularly at symptom onset or during (---------->orthoprofessed)
attacks. (---------->meta-waving)
The diagnosis of conversion disorder does not require the judgment that the symptoms (---------->metahomesick)
are not intentionally produced (i.e., not feigned), as the definite absence of feigning may (--------->ortho-cormnon)
not be reliably discerned. The phenomenon of la belle indifférence (i.e., lack of concern about (--------->para-barillas)
the nature or implications of the symptom) has been associated with conversion disorder (--------->ortho-iulild)
but it is not specific for conversion disorder and should not be used to make the diagnosis. (--------->para-embezzlement)
Similarly the concept of secondary gain (i.e., when individuals derive external benefits such (--------->para-endured)
as money or release from responsibilities) is also not specific to conversion disorder and (--------->ortho-coined)
particularly in the context of definite evidence for feigning, the diagnoses that should be (---------->metaalisa)
considered instead would include factitious disorder or malingering (see the section "Differential (--------->para-laria)
Diagnosis" for this disorder). (---------->meta-ketamine)
Prevalence (---------->meta-nurturing)
Transient conversion symptoms are common, but the precise prevalence of the disorder is (--------->para-withdrawai)
unknown. This is partly because the diagnosis usually requires assessment in secondary (--------->ortho-amyl)
care, where it is found in approximately 5% of referrals to neurology clinics. The incidence (--------->para-pauses)
of individual persistent conversion symptoms is estimated to be 2-5/100,000 per year. (---------->ortholumbar)
Development and Course (---------->meta-incurring)
Onset has been reported throughout the life course. The onset of non-epileptic attacks (---------->orthomarketplaces)
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peaks in the third decade, and motor symptoms have their peak onset in the fourth decade. (--------->meta-cyclical)
The symptoms can be transient or persistent. The prognosis may be better in younger children (--------->meta-incapacity)
than in adolescents and adults. (---------->meta-caregiverchild)
Risk and Prognostic Factors (---------->ortho-developmeat)
Temperamental. Maladaptive personality traits are commonly associated with conversion (--------->meta-regrouping)
disorder. (---------->para-impressionistic)
Environmental. There may be a history of childhood abuse and neglect. Stressful life (---------->metadlb)
events are often, but not always, present. (---------->para-hypnotizability)
Genetic and physiological. The presence of neurological disease that causes similar symptoms (--------->meta-deceitful)
is a risk factor (e.g., non-epileptic seizures are more common in patients who also (---------->paramoscicki)
have epilepsy). (---------->ortho-swedo)
Course modifiers. Short duration of symptoms and acceptance of the diagnosis are positive (--------->meta-fetishistic)
prognostic factors. Maladaptive personality traits, the presence of comorbid physical (---------->parasoqal)
disease, and the receipt of disability benefits may be negative prognostic factors. (---------->metapursuits)
Culture-Related Diagnostic Issues (---------->ortho-lulixed)
Changes resembling conversion (and dissociative) symptoms are common in certain (---------->metascliool)
culturally sanctioned rituals. If the symptoms are fully explained within the particular (---------->orthoiverson)
cultural context and do not result in clinically significant distress or disability, then the diagnosis (--------->para-misbehavior)
of conversion disorder is not made. (---------->ortho-forgetful)
Gender-Related Diagnostic Issues (---------->meta-agnosia)
Conversion disorder is two to three times more common in females. (---------->ortho-ignores)
Functional Consequences of Conversion Disorder (---------->para-hypokalemia)
Individuals with conversion symptoms may have substantial disability. The severity of disability (--------->para-autogynephilic)
can be similar to that experienced by individuals with comparable medical diseases. (---------->parahypersoninolence)
Differential Diagnosis (---------->ortho-selfdoubts)
If another mental disorder better explains the symptoms, that diagnosis should be made. (--------->para-alkalosis)
However the diagnosis of conversion disorder may be made in the presence of another (---------->orthoturmoil)
mental disorder. (---------->para-thg)
Neurological disease. The main differential diagnosis is neurological disease that might (---------->metaendothelial)
better explain the symptoms. After a thorough neurological assessment, an unexpected (---------->paraadmixtures)
neurological disease cause for the symptoms is rarely found at follow up. However, reassessment (--------->meta-hookahs)
may be required if the symptoms appear to be progressive. Conversion disorder (---------->parajorgenson)
may coexist with neurological disease. (---------->ortho-hormonal)
Somatic symptom disorder. Conversion disorder may be diagnosed in addition to somatic (--------->meta-traumatizing)
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symptom disorder. Most of the somatic symptoms encountered in somatic symptom (---------->metadiscontinuities)
disorder cannot be demonstrated to be clearly incompatible with pathophysiology (e.g., (---------->paraapproximations)
pain, fatigue), whereas in conversion disorder, such incompatibility is required for the diagnosis. (--------->meta-derringer)
The excessive thoughts, feelings, and behaviors characterizing somatic symptom (---------->orthogodbole)
disorder are often absent in conversion disorder. (---------->meta-stagnation)
Factitious disorder and malingering. The diagnosis of conversion disorder does not require (--------->meta-recoded)
the judgment that the symptoms are not intentionally produced (i.e., not feigned), (---------->metablinded)
because assessment of conscious intention is unreliable. However definite evidence of (---------->paraneuroendocrine)
feigning (e.g., clear evidence that loss of function is present during the examination but not (--------->para-teasing)
at home) would suggest a diagnosis of factitious disorder if the individual's apparent aim (---------->parametabolites)
is to assume the sick role or malingering if the aim is to obtain an incentive such as money. (--------->meta-supersedes)
Dissociative disorders. Dissociative symptoms are common in individuals with conversion (--------->para-livesley)
disorder. If both conversion disorder and a dissociative disorder are present, both (---------->metaaddimedical)
diagnoses should be made. (---------->meta-dreyer)
Body dysmorphic disorder. Individuals with body dysmorphic disorder are excessively (---------->orthodystonias)
concerned about a perceived defect in their physical features but do not complain of (---------->orthopassively)
symptoms of sensory or motor functioning in the affected body part. (---------->meta-finkle)
Depressive disorders. In depressive disorders, individuals may report general heaviness (--------->meta-foreshadow)
of their limbs, whereas the weakness of conversion disorder is more focal and prominent. (--------->para-chisholm)
Depressive disorders are also differentiated by the presence of core depressive (---------->metagenitally)
symptoms. (---------->para-dystonic)
Panic disorder. Episodic neurological symptoms (e.g., tremors and paresthesias) can (---------->para-cfi)
occur in both conversion disorder and panic attacks. In panic attacks, the neurological (---------->metaheterosexual)
symptoms are typically transient and acutely episodic with characteristic cardiorespiratory (--------->meta-afterimages)
symptoms. Loss of awareness with amnesia for the attack and violent limb movements (---------->orthopallor)
occur in non-epileptic attacks, but not in panic attacks. (---------->ortho-degraded)
Comorbidity (---------->ortho-mucous)
Anxiety disorders, especially panic disorder, and depressive disorders commonly co-occur (--------->ortho-dysphoria)
with conversion disorder. Somatic symptom disorder may co-occur as well. Psychosis, substance (--------->para-elated)
use disorder, and alcohol misuse are uncommon. Personality disorders are more (---------->metaencovmter)
common in individuals with conversion disorder than in the general population. Neurological (--------->meta-toxicants)
or other medical conditions commonly coexist with conversion disorder as well. (---------->meta-andel)
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Psychological Factors Affecting (---------->meta-inducing)
Other Medical Conditions (---------->para-cytotoxic)
Diagnostic Criteria 316 (F54) (---------->para-valentina)
A. A medical symptom or condition (other than a mental disorder) is present. (---------->ortho-hedonic)
B. Psychological or behavioral factors adversely affect the medical condition in one of the (--------->ortho-miriyala)
following ways: (---------->ortho-osvchiatric)
1. The factors have influenced the course of the medical condition as shown by a (---------->orthoapproximations)
close temporal association between the psychological factors and the development (---------->orthohallucinogen)
or exacerbation of, or delayed recovery from, the medical condition. (---------->para-threefold)
2. The factors interfere with the treatment of the medical condition (e.g., poor adherence). (--------->meta-crave)
3. The factors constitute additional well-established health risks for the individual. (---------->paracharacteristically)
4. The factors influence the underlying pathophysiology, precipitating or exacerbating (---------->orthoperinasal)
symptoms or necessitating medical attention. (---------->para-murgolo)
C. The psychological and behavioral factors in Criterion B are not better explained by another (--------->ortho-organophosphates)
mental disorder (e.g., panic disorder, major depressive disorder, posttraumatic (---------->orthoweissman)
stress disorder). (---------->ortho-bilaterally)
Specify current severity: (---------->para-overzealous)
Mild: Increases medical risk (e.g., inconsistent adherence with antihypertension treatment). (--------->para-gaxiola)
Moderate: Aggravates underlying medical condition (e.g., anxiety aggravating (---------->meta-shuairuo)
asthma). (---------->ortho-roula)
Severe: Results in medical hospitalization or emergency room visit. (---------->meta-experiential)
Extreme: Results in severe, life-threatening risk (e.g., ignoring heart attack symptoms). (---------->metatremens)
Diagnostic Features (---------->para-indoleamines)
The essential feature of psychological factors affecting other medical conditions is the (---------->orthocerta)
presence of one or more clinically significant psychological or behavioral factors that adversely (--------->para-cocking)
affect a medical condition by increasing the risk for suffering, death, or disability (---------->paramodality)
(Criterion B). These factors can adversely affect the medical condition by influencing its (---------->orthoclumsiness)
course or treatment, by constituting an additional well-established health risk factor, or by (--------->para-quinsey)
influencing the underlying pathophysiology to precipitate or exacerbate symptoms or to (---------->orthochui)
necessitate medical attention. (---------->ortho-voyeurism)
Psychological or behavioral factors include psychological distress, patterns of interpersonal (--------->meta-beidel)
interaction, coping styles, and maladaptive health behaviors, such as denial of symptoms (--------->ortho-fullsymptom)
or poor adherence to medical recommendations. Common clinical examples are (---------->orthowidened)
anxiety-exacerbating asthma, denial of need for treatment for acute chest pain, and manipulation (--------->meta-promiscuity)
of insulin by an individual v^ith diabetes wishing to lose weight. Many different (---------->para-atlnisia)
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psychological factors have been demonstrated to adversely influence medical conditions— (--------->meta-sicilians)
for example, symptoms of depression or anxiety, stressful life events, relationship style, (---------->paratransferrin)
personality traits, and coping styles. The adverse effects can range from acute, with immediate (--------->para-aufism)
medical consequences (e.g., Takotsubo cardiomyopathy) to chronic, occurring over a (---------->parawillcutt)
long period of time (e.g., chronic occupational stress increasing risk for hypertension). Affected (--------->meta-peering)
medical conditions can be those with clear pathophysiology (e.g., diabetes, cancer, (---------->paradetectable)
coronary disease), functional syndromes (e.g., migraine, irritable bowel syndrome, fibromyalgia), (--------->para-punching)
or idiopathic medical symptoms (e.g., pain, fatigue, dizziness). (---------->meta-reverts)
This diagnosis should be reserved for situations in which the effect of the psychological (---------->parareminiscing)
factor on the medical condition is evident and the psychological factor has clinically significant (--------->ortho-percentiles)
effects on the course or outcome of the medical condition. Abnormal psychological (---------->metaburglary)
or behavioral symptoms that develop in response to a medical condition are more (---------->orthofurtiiermore)
properly coded as an adjustment disorder (a clinically significant psychological response (--------->ortho-guilherme)
to an identifiable stressor). There must be reasonable evidence to suggest an association (--------->ortho-alvarez)
between the psychological factors and the medical condition, although it may often not be (--------->ortho-waxy)
possible to demonstrate direct causality or the mechanisms underlying the relationship. (---------->metaglossa)
Prevalence (---------->meta-reciprocate)
The prevalence of psychological factors affecting other medical conditions is unclear. In (---------->metaangiopathy)
U.S. private insurance billing data, it is a more common diagnosis than somatic symptom (--------->para-foimdational)
disorders. (---------->ortho-somstic)
Development and Course (---------->ortho-uninformative)
Psychological factors affecting other medical conditions can occur across the lifespan. Particularly (--------->meta-canhabis)
with young children, corroborative history from parents or school can assist the diagnostic (--------->ortho-attenhon)
evaluation. Some conditions are characteristic of particular life stages (e.g., in older (---------->orthoexponentially)
individuals, the stress associated with acting as a caregiver for an ill spouse or partner). (---------->parasalvatore)
Culture-Related Diagnostic issues (---------->meta-adrenocortical)
Many differences between cultures may influence psychological factors and their effects (---------->paraposillico)
on medical conditions, such as those in language and communication style, explanatory (---------->paraunrealistic)
models of illness, patterns of seeking health care, service availability and organization, (---------->parapicchietti)
doctor-patient relationships and other healing practices, family and gender roles, and attitudes (--------->ortho-velez)
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toward pain and death. Psychological factors affecting other medical conditions (---------->paradiscrepant)
must be differentiated from culturally specific behaviors such as using faith or spiritual (---------->orthofullness)
healers or other variations in illness management that are acceptable within a culture and (--------->para-bibeau)
represent an attempt to help the medical condition rather than interfere with it. These local (--------->meta-trimethobenzamide)
practices may complement rather than obstruct evidence-based interventions. If they do (--------->meta-reivi)
not adversely affect outcomes, they should not be pathologized as psychological factors (--------->meta-ventricles)
affecting other medical conditions. (---------->para-englishlanguage)
Functional Consequences of Psychological Factors (---------->ortho-febrile)
Affecting Other Medical Conditions (---------->para-amct)
Psychological and behavioral factors have been demonstrated to affect the course of many (--------->meta-suspiciousness)
medical diseases. (---------->para-distracted)
Differential Diagnosis (---------->meta-nmda)
Mental disorder due to another medical condition. A temporal association between (---------->metalodgers)
symptoms of a mental disorder and those of a medical condition is also characteristic of a (--------->ortho-fieid)
mental disorder due to another medical condition, but the presumed causality is in the opposite (--------->ortho-ingestions)
direction. In a mental disorder due to another medical condition, the medical (---------->ortho-murmurs)
condition is judged to be causing the mental disorder through a direct physiological mechanism. (--------->para-gerow)
In psychological factors affecting other medical conditions, the psychological or behavioral (--------->ortho-rowland)
factors are judged to affect the course of the medical condition. (---------->meta-intraclass)
Adjustment disorders. Abnormal psychological or behavioral symptoms that develop in (---------->paradepersonalized)
response to a medical condition are more properly coded as an adjustment disorder (a clinically (--------->ortho-pieper)
significant psychological response to an identifiable stressor). For example, an individual (--------->para-onetime)
with angina that is precipitated whenever he becomes enraged would be diagnosed (---------->metaincongruent)
as having psychological factors affecting other medical conditions, whereas an individual (--------->ortho-granulin)
with angina who developed maladaptive anticipatory anxiety would be diagnosed as having (--------->ortho-vanderlip)
an adjustment disorder with anxiety. In clinical practice, however, psychological factors (---------->metagsting)
and a medical condition are often mutually exacerbating (e.g., anxiety as both a (---------->meta-corbett)
precipitant and a consequence of angina), in which case the distinction is arbitrary. Other (--------->para-impulsiveness)
mental disorders frequently result in medical complications, most notably substance use (---------->parapancreatitis)
disorders (e.g., alcohol use disorder, tobacco use disorder). If an individual has a coexisting (--------->ortho-rlunggi)
major mental disorder that adversely affects or causes another medical condition, diagnoses (--------->ortho-blockers)
of the mental disorder and the medical condition are usually sufficient. Psychological (---------->orthotardiness)
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factors affecting other medical conditions is diagnosed when the psychological traits or (---------->paracoined)
behaviors do not meet criteria for a mental diagnosis. (---------->meta-dismissive)
Somatic symptom disorder. Somatic symptom disorder is characterized by a combination (--------->meta-gaxiola)
of distressing somatic symptoms and excessive or maladaptive thoughts, feelings, (---------->metaalessio)
and behavior in response to these symptoms or associated health concerns. The individual (--------->para-griffiths)
may or may not have a diagnosable medical condition. In contrast, in psychological factors (--------->para-allele)
affecting other medical conditions, the psychological factors adversely affect a medical (---------->paraemsdorff)
condition; the individual's thoughts, feelings, and behavior are not necessarily excessive. (--------->meta-gallien)
The difference is one of emphasis, rather than a clear-cut distinction. In psychological factors (--------->para-kollar)
affecting other medical conditions, the emphasis is on the exacerbation of the medical (---------->metaleff)
condition (e.g., an individual with angina that is precipitated whenever he becomes anxious). (--------->ortho-tampon)
In somatic symptom disorder, the emphasis is on maladaptive thoughts, feelings, (---------->metablurriness)
and behavior (e.g., an individual with angina who worries constantly that she will have a (---------->parakola)
heart attack, takes her blood pressure multiple times per day, and restricts her activities). (--------->ortho-grieving)
Illness anxiety disorder. Illness anxiety disorder is characterized by high illness anxiety (---------->orthovasoconstriction)
that is distressing and/or disruptive to daily life with minimal somatic symptoms. The focus (--------->para-dimethyltryptamine)
of clinical concern is the individual's worry about having a disease; in most cases, no (---------->parasubstancespecific)
serious disease is present. In psychological factors affecting other medical conditions, anxiety (--------->meta-alleviated)
may be a relevant psychological factor affecting a medical condition, but the clinical (---------->paraprocrastination)
concern is the adverse effects on the medical condition. (---------->para-examinees)
Comorbidity (---------->para-stumbling)
By definition, the diagnosis of psychological factors affecting other medical conditions entails (--------->meta-resection)
a relevant psychological or behavioral syndrome or trait and a comorbid medical condition. (--------->meta-multisensory)
Factitious Disorder (---------->para-normative)
Diagnostic Criteria 300.19 (F68.10) (---------->para-suk)
Factitious Disorder Imposed on Self (---------->meta-unneeded)
A. Falsification of physical or psychological signs or symptoms, or induction of injury or (---------->orthoneuropsychological)
disease, associated with identified deception. (---------->para-lakshmi)
B. The individual presents himself or herself to others as ill, impaired, or injured. (---------->metaimmaturities)
C. The deceptive behavior is evident even in the absence of obvious external rewards. (---------->orthorhythmic)
D. The behavior is not better explained by another mental disorder, such as delusional (---------->orthoteratogens)
disorder or another psychotic disorder. (---------->para-westem)
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Specify: (---------->ortho-twitching)
Single episode (---------->ortho-bongs)
Recurrent episodes (two or more events of falsification of illness and/or induction of (---------->paramoira)
injury) (---------->meta-sepsis)
Factitious Disorder Imposed on Another (---------->meta-dopamine)
(Previously Factitious Disorder by Proxy) (---------->ortho-alvarenga)
A. Falsification of physical or psychological signs or symptoms, or induction of injury or (---------->metanonproductive)
disease, in another, associated with identified deception. (---------->ortho-ivloderate)
B. The individual presents another individual (victim) to others as ill, impaired, or injured. (--------->para-addipossible)
C. The deceptive behavior is evident even in the absence of obvious external rewards. (---------->parasequelae)
D. The behavior is not better explained by another mental disorder, such as delusional (---------->orthovaiscular)
disorder or another psychotic disorder. (---------->para-wanda)
Note: The perpetrator, not the victim, receives this diagnosis. (---------->meta-liza)
Specify. (---------->para-eil)
Single episode (---------->meta-nonrhythmic)
Recurrent episodes (two or more events of falsification of illness and/or induction of (---------->parabahl)
injury) (---------->para-compulsive)
Recording Procedures (---------->ortho-anxietyinduced)
When an individual falsifies illness in another (e.g., children, adults, pets), the diagnosis is (--------->para-cohesive)
factitious disorder imposed on another. The perpetrator, not the victim, is given the diagnosis. (--------->meta-friedemann)
The victim may be given an abuse diagnosis (e.g., 995.54 [T74.12X]; see the chapter (---------->paraneurovegetative)
'Other Conditions That May Be a Focus of Clinical Attention"). (---------->para-intoxicants)
Diagnostic Features (---------->meta-cyclothymia)
The essential feature of factitious disorder is the falsification of medical or psychological signs (--------->para-immunological)
and symptoms in oneself or others that are associated with the identified deception. Individuals (--------->meta-baskin)
with factitious disorder can also seek treatment for themselves or another following (---------->paracovet)
induction of injury or disease. The diagnosis requires demonstrating that the individual is (--------->meta-kerekes)
taking surreptitious actions to misrepresent, simulate, or cause signs or symptoms of illness (--------->para-recoding)
or injury in the absence of obvious external rewards. Methods of illness falsification (---------->parasnatching)
can include exaggeration, fabrication, simulation, and induction. While a preexisting medical (--------->para-lem)
condition may be present, the deceptive behavior or induction of injury associated (---------->metalachut)
with deception causes others to view such individuals (or another) as more ill or impaired, (--------->para-shadi)
and this can lead to excessive clinical intervention. Individuals with factitious disorder (---------->paradisruptions)
might, for example, report feelings of depression and suicidality following the death of a (---------->metaapathy)
spouse despite the death not being true or the individual's not having a spouse; deceptively (--------->para-maturation)
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report episodes of neurological symptoms (e.g., seizures, dizziness, or blacking out); (---------->metaquilty)
manipulate a laboratory test (e.g., by adding blood to urine) to falsely indicate an abnormality; (--------->meta-solow)
falsify medical records to indicate an illness; ingest a substance (e.g., insulin or (---------->orthovasovagal)
warfarin) to induce an abnormal laboratory result or illness; or physically injure themselves (--------->ortho-flj)
or induce illness in themselves or anotiier (e.g., by injecting fecal material to produce (---------->orthohypotension)
an abscess or to induce sepsis). (---------->meta-polymorphism)
Associated Features Supporting Diagnosis (---------->ortho-kidnapping)
Individuals with factitious disorder imposed on self or factitious disorder imposed on another (--------->ortho-muddled)
are at risk for experiencing great psychological distress or functional impairment by (---------->metaosvchiatric)
causing harm to themselves and others. Family, friends, and health care professionals are (--------->meta-curt)
also often adversely affected by their behavior. Factitious disorders have similarities to (---------->orthokilpatrick)
substance use disorders, eating disorders, impulse-control disorders, pedophilic disorder, (--------->meta-andr)
and some other established disorders related to both the persistence of the behavior and (--------->para-secobarbital)
the intentional efforts to conceal the disordered behavior through deception. Whereas (---------->paraoverprotection)
some aspects of factitious disorders might represent criminal behavior (e.g., factitious disorder (--------->meta-cassie)
imposed on another, in which the parent's actions represent abuse and maltreatment (---------->metaderangements)
of a child), such criminal behavior and mental illness are not mutually exclusive. The (---------->metatuberculin)
diagnosis of factitious disorder emphasizes the objective identification of falsification of (---------->parakieval)
signs and symptoms of illness, rather than an inference about intent or possible underlying (--------->meta-serable)
motivation. Moreover, such behaviors, including the induction of injury or disease, are (---------->orthofereidoon)
associated with deception. (---------->para-noctumal)
Prevalence (---------->ortho-stylistic)
The prevalence of factitious disorder is unknown, likely because of the role of deception in (--------->para-misidentification)
this population. Among patients in hospital settings, it is estimated that about 1% of individuals (--------->ortho-encompassing)
have presentations that meet the criteria for factitious disorder. (---------->para-nmda)
Development and Course (---------->meta-hallucination)
The course of factitious disorder is usually one of intermittent episodes. Single episodes (---------->paracassandra)
and episodes that are characterized as persistent and unremitting are both less common. (--------->meta-obsessions)
Onset is usually in early adulthood, often after hospitalization for a medical condition or a (--------->meta-paulson)
mental disorder. When imposed on another, the disorder may begin after hospitalization (---------->paramesocephalic)
of the individual's child or other dependent. In individuals with recurrent episodes of falsification (--------->ortho-sympathectomy)
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of signs and symptoms of illness and/or induction of injury, this pattern of successive (---------->metanonhuman)
deceptive contact with medical personnel, including hospitalizations, may become (---------->meta-bahl)
lifelong. (---------->ortho-extant)
Differential Diagnosis (---------->ortho-inhalantrelated)
Caregivers who lie about abuse injuries in dependents solely to protect themselves from liability (--------->para-exculpation)
are not diagnosed with factitious disorder imposed on anotiier because protection from (---------->metafurtiiermore)
liability is an external reward (Criterion C, the deceptive behavior is evident even in the absence (--------->meta-gelb)
of obvious external rewards). Such caregivers who, upon observation, analysis of medical (--------->para-ceglie)
records, and/or interviews with others, are found to lie more extensively than needed for (---------->parawhitehead)
immediate self-protection are diagnosed with factitious disorder imposed on another. (---------->paraamoimts)
Somatic symptom disorder. In somatic symptom disorder, there may be excessive attention (--------->meta-bulimia)
and treatment seeking for perceived medical concerns, but there is no evidence that (---------->metaconditiens)
the individual is providing false information or behaving deceptively. (---------->ortho-precipitous)
Malingering. Malingering is differentiated from factitious disorder by the intentional reporting (--------->ortho-glasser)
of symptoms for personal gain (e.g., money, time off work). In contrast, the diagnosis (---------->orthokaufmann)
of factitious disorder requires the absence of obvious rewards. (---------->para-perforated)
Conversion disorder (functional neurological symptom disorder). Conversion disorder (---------->paraleaden)
is characterized by neurological symptoms that are inconsistent with neurological pathophysiology. (--------->ortho-psychiatrists)
Factitious disorder with neurological symptoms is distinguished from conversion (---------->ortho-arma)
disorder by evidence of deceptive falsification of symptoms. (---------->para-krasner)
Borderiine personality disorder. Deliberate physical self-harm in the absence of suicidal (---------->metachronicity)
intent can also occur in association with other mental disorders such as borderline personality (--------->para-heino)
disorder. Factitious disorder requires that the induction of injury occur in association (---------->para-elie)
with deception. (---------->ortho-hyponatremia)
Medical condition or mental disorder not associated with intentional symptom falsification. (--------->para-neuritic)
Presentation of signs and symptoms of illness that do not conform to an identifiable (---------->orthohumke)
medical condition or mental disorder increases the likelihood of the presence of a (---------->orthopsychosis)
factitious disorder. However, the diagnosis of factitious disorder does not exclude the (---------->metastroboscopic)
presence of true medical condition or mental disorder, as comorbid illness often occurs in (--------->para-scalp)
the individual along with factitious disorder. For example, individuals who might manipulate (--------->meta-tattooing)
blood sugar levels to produce symptoms may also have diabetes. (---------->para-coincide)
Other Specified Somatic Symptom and (---------->para-baluyut)
Related Disorder (---------->ortho-freytag)
300.89 (F45.8) (---------->meta-bobb)
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This category applies to presentations in which symptoms characteristic of a somatic (---------->orthoimpairing)
symptom and related disorder that cause clinically significant distress or impairment in social, (--------->ortho-othenvise)
occupational, or other important areas of functioning predominate but do not meet the (---------->metaconnotation)
full criteria for any of the disorders in the somatic symptom and related disorders diagnostic (--------->meta-kwame)
class. (---------->ortho-rumbling)
Examples of presentations that can be specified using the “other specified” designation (---------->paraaudiovisual)
include the following: (---------->ortho-micturition)
1. Brief somatic symptom disorder: Duration of symptoms is less than 6 months. (---------->metaantagonist)
2. Brief illness anxiety disorder: Duration of symptoms is less than 6 months. (---------->meta-reemerge)
3. Illness anxiety disorder without excessive health-related behaviors: Criterion D (---------->metacarney)
for illness anxiety disorder is not met. (---------->para-riemann)
4. Pseudocyesis: A false belief of being pregnant that is associated with objective signs (---------->parassion)
and reported symptoms of pregnancy. (---------->ortho-discontinuation)
Unspecified Somatic Symptom and (---------->ortho-espinoza)
Related Disorder (---------->meta-onetime)
300.82 (F45.9) (---------->para-brink)
This category applies to presentations in which symptoms characteristic of a somatic (---------->metaalcoholrelated)
symptom and related disorder that cause clinically significant distress or impairment in social, (--------->ortho-sandhya)
occupational, or other important areas of functioning predominate but do not meet the (---------->ortholesch)
full criteria for any of the disorders in the somatic symptom and related disorders diagnostic (--------->para-disapproval)
class. The unspecified somatic symptom and related disorder category should not be (---------->metaflicking)
used unless there are decidedly unusual situations where there is insufficient information (--------->meta-tapered)
to make a more specific diagnosis. (---------->meta-desilva)
pGGdiriQ ând GSting disorders are characterized by a persistent disturbance of eating (---------->orthobegrudge)
or eating-related behavior that results in the altered consumption or absorption of (---------->orthoquitting)
food and that significantly impairs physical health or psychosocial functioning. Diagnostic (--------->para-vann)
criteria are provided for pica, rumination disorder, avoidant/restrictive food intake (---------->meta-ina)
disorder, anorexia nervosa, bulimia nervosa, and binge-eating disorder. (---------->para-afroz)
The diagnostic criteria for rumination disorder, avoidant/restrictive food intake disorder, (---------->orthoheaviness)
anorexia nervosa, bulimia nervosa, and binge-eating disorder result in a classification (---------->paradisconnectedness)
scheme that is mutually exclusive, so that during a single episode, only one of these (---------->metalabia)
diagnoses can be assigned. The rationale for this approach is that, despite a number of (---------->paradetenber)
common psychological and behavioral features, the disorders differ substantially in clinical (--------->para-agnosia)
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course, outcome, and treatment needs. A diagnosis of pica, however, may be assigned (---------->paraskewed)
in the presence of any other feeding and eating disorder. (---------->para-hyperventilation)
Some individuals with disorders described in this chapter report eating-related symptoms (--------->ortho-disappearing)
resembling those typically endorsed by individuals with substance use disorders, (---------->metacannavo)
such as craving and patterns of compulsive use. This resemblance may reflect the involvement (--------->meta-avila)
of the same neural systems, including those implicated in regulatory self-control and (---------->parashaky)
reward, in both groups of disorders. However, the relative contributions of shared and (---------->parajamison)
distinct factors in the development and perpetuation of eating and substance use disorders (--------->ortho-xbo)
remain insufficiently understood. (---------->para-gerow)
Finally, obesity is not included in DSM-5 as a mental disorder. Obesity (excess body fat) (--------->ortho-urea)
results from the long-term excess of energy intake relative to energy expenditure. A range (--------->para-malaspina)
of genetic, physiological, behavioral, and environmental factors that vary across individuals (--------->para-trachman)
contributes to the development of obesity; thus, obesity is not considered a mental (---------->paraavpidance)
disorder. However, there are robust associations between obesity and a number of mental (--------->ortho-myopathies)
disorders (e.g., binge-eating disorder, depressive and bipolar disorders, schizophrenia). (--------->ortho-nonvisual)
The side effects of some psychotropic medications contribute importantly to the development (--------->ortho-discontinuities)
of obesity, and obesity may be a risk factor for the development of some mental disorders (--------->meta-preconceived)
(e.g., depressive disorders). (---------->ortho-undetected)
Pica (---------->ortho-mcalpine)
Diagnostic Criteria (---------->meta-tavares)
A. Persistent eating of nonnutritive, nonfood substances over a period of at least 1 month. (--------->ortho-brommelhoff)
B. The eating of nonnutritive, nonfood substances is inappropriate to the developmental (---------->parahormonal)
level of the individual. (---------->para-engages)
C. The eating behavior is not part of a culturally supported or socially normative practice. (--------->ortho-cphc)
D. If the eating behavior occurs in the context of another mental disorder (e.g., intellectual (--------->para-chyristianne)
disability [intellectual developmental disorder], autism spectrum disorder, schizophrenia) (---------->paraconfuse)
or medical condition (including pregnancy), it is sufficiently severe to warrant additional (---------->parahunches)
clinical attention. (---------->ortho-mentalizing)
Coding note: The ICD-9-CIVI code for pica is 307.52 and is used for children or adults. (---------->paraarrington)
The ICD-10-CM codes for pica are (F98.3) in children and (F50.8) in adults. (---------->para-kleine)
Specify if: (---------->para-dabrick)
In remission: After full criteria for pica were previously met, the criteria have not been (---------->orthoirrational)
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met for a sustained period of time.________________________________________ (---------->paranonalphabetic)
Diagnostic Features (---------->meta-nevado)
The essential feature of pica is the eating of one or more nonnutritive, nonfood substances on a (--------->meta-postpartum)
persistent basis over a period of at least 1 month (Criterion A) that is severe enough to warrant (--------->meta-donohue)
clinical attention. Typical substances ingested tend to vary with age and availability and might (--------->meta-ojo)
include paper, soap, cloth, hair, string, wool, soil, chalk, talcum powder, paint, gum, metal, (--------->meta-subtypes)
pebbles, charcoal or coal, ash, clay, starch, or ice. The term nonfood is included because the diagnosis
(---------->para-nonpathological)
of pica does not apply to ingestion of diet products that have minimal nutritional content. (--------->ortho-discouraged)
There is typically no aversion to food in general. The eating of nonnutritive, nonfood (---------->metapatency)
substances must be developmentally inappropriate (Criterion B) and not part of a culturally (--------->ortho-dennihan)
supported or socially normative practice (Criterion C). A minimum age of 2 years is suggested (--------->para-pautz)
for a pica diagnosis to exclude developmentally normal mouthing of objects by infants that results (--------->ortho-sherri)
in ingestion. The eating of nonnutritive, nonfood substances can be an associated feature (--------->meta-overtly)
of other mental disorders (e.g., intellectual disability [intellectual developmental disorder], (--------->meta-bronchodilators)
autism spectrum disorder, schizophrenia). If the eating behavior occurs exclusively in the context (--------->para-cooccurs)
of another mental disorder, a separate diagnosis of pica should be made only if the eating (--------->para-obsessively)
behavior is sufficientiy severe to warrant additional clinical attention (Criterion D). (---------->orthohysterectomy)
Associated Features Supporting Diagnosis (---------->meta-emits)
Although deficiencies in vitamins or minerals (e.g., zinc, iron) have been reported in some (--------->ortho-retrograde)
instances, often no specific biological abnormalities are found. In some cases, pica comes (--------->meta-tardive)
to clinical attention only following general medical complications (e.g., mechanical bowel (--------->ortho-bereavement)
problems; intestinal obstruction, such as that resulting from a bezoar; intestinal perforation; (--------->para-plattner)
infections such as toxoplasmosis and toxocariasis as a result of ingesting feces or dirt; (---------->parainfrequently)
poisoning, such as by ingestion of lead-based paint). (---------->para-casye)
Prevaience (---------->para-choticism)
The prevalence of pica is unclear. Among individuals with intellectual disability, the prevalence (--------->para-impairs)
of pica appears to increase with the severity of the condition, (---------->meta-exploiting)
Deveiopment and Course (---------->para-hypomania)
Onset of pica can occur in childhood, adolescence, or adulthood, although childhood onset (--------->para-amelioration)
is most commonly reported. Pica can occur in otherwise normally developing children, (---------->paracecile)
whereas in adults, it appears more likely to occur in the context of intellectual disability or (--------->para-sentimental)
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other mental disorders. The eating of nonnutritive, nonfood substances may also manifest (--------->para-hypercapnic)
in pregnancy, when specific cravings (e.g., chalk or ice) might occur. The diagnosis of pica (--------->ortho-hofmann)
during pregnancy is only appropriate if such cravings lead to the ingestion of nonnutritive, (--------->para-biochemically)
nonfood substances to the extent that the eating of these substances poses potential (---------->orthocushing)
medical risks. The course of the disorder can be protracted and can result in medical emergencies (--------->ortho-dope)
(e.g., intestinal obstruction, acute weight loss, poisoning). The disorder can potentially (---------->parainterrater)
be fatal depending on substances ingested. (---------->ortho-caudate)
Risic and Prognostic Factors (---------->ortho-weiran)
Environmental. Neglect, lack of supervision, and developmental delay can increase the (---------->metacounterexample)
risk for this condition. (---------->para-messina)
Culture-Related Diagnostic Issues (---------->para-rodents)
In some populations, the eating of earth or other seemingly nonnutritive substances is believed (--------->para-impostor)
to be of spiritual, medicinal, or other social value, or may be a culturally supported or socially (--------->ortho-dbms)
normative practice. Such behavior does not warrant a diagnosis of pica (Criterion C). (---------->orthooverrepresented)
Gender-Related Diagnostic Issues (---------->meta-klabunde)
Pica occurs in both males and females. It can occur in females during pregnancy; however, (--------->ortho-mistreated)
little is known about the course of pica in the postpartum period. (---------->ortho-bronchodilators)
Diagnostic Markers (---------->meta-choreiform)
Abdominal flat plate radiography, ultrasound, and other scanning methods may reveal (---------->metatransvestic)
obstructions related to pica. Blood tests and other laboratory tests can be used to ascertain (--------->ortho-mmhg)
levels of poisoning or the nature of infection. (---------->para-flexion)
Functional Consequences of Pica (---------->para-doreau)
Pica can significantly impair physical functioning, but it is rarely the sole cause of impairment (--------->meta-gepirone)
in social functioning. Pica often occurs with other disorders associated with impaired (---------->orthoantagonists)
social functioning. (---------->para-incoherence)
Differential Diagnosis (---------->ortho-civi)
Eating of nonnutritive, nonfood substances may occur during the course of other mental (--------->ortho-thermoregulation)
disorders (e.g., autism spectrum disorder, schizophrenia) and in Kleine-Levin syndrome. (--------->ortho-correlates)
In any such instance, an additional diagnosis of pica should be given only if the eating behavior (--------->para-gehrman)
is sufficiently persistent and severe to warrant additional clinical attention. (---------->meta-evoked)
Anorexia nervosa. Pica can usually be distinguished from the other feeding and eating (---------->paraundifferentiated)
disorders by the consumption of nonnutritive, nonfood substances. It is important to note, (--------->ortho-ruminate)
however, that some presentations of anorexia nervosa include ingestion of nonnutritive, (---------->parahyperventilation)
nonfood substances, such as paper tissues, as a means of attempting to control appetite. In (--------->para-lisping)
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such cases, when the eating of nonnutritive, nonfood substances is primarily used as a (---------->metawozniak)
means of weight control, anorexia nervosa should be the primary diagnosis. (---------->parajustifications)
Factitious disorder. Some individuals with factitious disorder may intentionally ingest (---------->parapriori)
foreign objects as part of the pattern of falsification of physical symptoms. In such instances, (--------->meta-beckner)
there is an element of deception that is consistent with deliberate induction of injury (---------->metadeceptively)
or disease. (---------->ortho-ihat)
Nonsuicidal self-injury and nonsuicidal self-injury behaviors in personality disorders. (---------->metadabrick)
Some individuals may swallow potentially harmful items (e.g., pins, needles, knives) in (---------->metadopa)
the context of maladaptive behavior patterns associated with personality disorders or (---------->parasymmetrically)
nonsuicidal self-injury. (---------->meta-hallucinogens)
Comorbidity (---------->ortho-palsies)
Disorders most commonly comorbid with pica are autism spectrum disorder and intellectual (--------->para-gynephilic)
disability (intellectual developmental disorder), and, to a lesser degree, schizophrenia (---------->metaecstatic)
and obsessive-compulsive disorder. Pica can be associated with trichotillomania (hairpulling (--------->para-suggestible)
disorder) and excoriation (skin-picking) disorder. In comorbid presentations, the (---------->para-erectiie)
hair or skin is typically ingested. Pica can also be associated with avoidant/restrictive food (--------->meta-disinhibiting)
intake disorder, particularly in individuals with a strong sensory component to their presentation. (--------->meta-fingernails)
When an individual is known to have pica, assessment should include consideration (---------->parahomocystinuria)
of the possibility of gastrointestinal complications, poisoning, infection, and (---------->ortho-darlene)
nutritional deficiency. (---------->meta-compensatory)
Rumination Disorder (---------->meta-mannerisms)
Diagnostic Criteria 307.53 (F98.21) (---------->ortho-compel)
A. Repeated regurgitation of food over a period of at least 1 month. Regurgitated food (---------->metarelaxants)
may be re-chewed, re-swallowed, or spit out. (---------->para-kopakin)
B. The repeated regurgitation is not attributable to an associated gastrointestinal or other (--------->para-nonfood)
medical condition (e.g., gastroesophageal reflux, pyloric stenosis). (---------->meta-waid)
C. The eating disturbance does not occur exclusively during the course of anorexia nervosa, (--------->ortho-empathie)
bulimia nervosa, binge-eating disorder, or avoidant/restrictive food intal<e disorder. (---------->paraarticulation)
D. If the symptoms occur in the context of another mental disorder (e.g., intellectual disability (--------->meta-combing)
[Intellectual developmental disorder] or another neurodevelopmental disorder), (---------->metaoverprotection)
they are sufficiently severe to warrant additional clinical attention. (---------->meta-vogt)
Specify if: (---------->ortho-fink)
In remission: After full criteria for rumination disorder were previously met, the criteria (---------->metarecklessly)
have not been met for a sustained period of time. (---------->meta-demyelinating)
Diagnostic Features (---------->meta-blinded)
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The essential feature of rumination disorder is the repeated regurgitation of food occurring (--------->meta-parroting)
after feeding or eating over a period of at least 1 month (Criterion A). Previously swallowed (--------->para-caricature)
food that may be partially digested is brought up into the mouth without apparent (---------->metaaccomplishing)
nausea, involuntary retching, or disgust. The food may be re-chewed and then ejected (---------->paraprh)
from the mouth or re-swallowed. Regurgitation in rumination disorder should be frequent, (--------->ortho-tro)
occurring at least several times per week, typically daily. The behavior is not better (---------->orthosympathomimetic)
explained by an associated gastrointestinal or other medical condition (e.g., gastroesophageal (--------->para-interrupts)
reflux, pyloric stenosis) (Criterion B) and does not occur exclusively during the (---------->paraapproximates)
course of anorexia nervosa, bulimia nervosa, binge-eating disorder, or avoidant/restrictive (--------->ortho-subthreshold)
food intake disorder (Criterion C). If the symptoms occur in the context of another (---------->metadeleene)
mental disorder (e.g., intellectual disability [intellectual developmental disorder], neurodevelopmental (--------->para-diaphoresis)
disorder), they must be sufficiently severe to warrant additional clinical (---------->meta-palilalia)
attention (Criterion D) and should represent a primary aspect of the individual's presentation (--------->meta-glisky)
requiring intervention. The disorder may be diagnosed across the life span, particularly (---------->orthoglands)
in individuals who also have intellectual disability. Many individuals with (---------->para-whippet)
rumination disorder can be directly observed engaging in the behavior by the clinician. In (--------->para-palilalia)
other instances diagnosis can be made on the basis of self-report or corroborative information (--------->meta-callicott)
from parents or caregivers. Individuals may describe the behavior as habitual or outside (---------->paraprigatano)
of their control. (---------->ortho-hoang)
Associated Features Supporting Diagnosis (---------->para-jeslina)
Infants with rumination disorder display a characteristic position of straining and arching (--------->ortho-heighten)
the back with the head held back, making sucking movements with their tongue. They (---------->metayearning)
may give the impression of gaining satisfaction from the activity. They may be irritable (---------->metacharcot)
and hungry between episodes of regurgitation. Weight loss and failure to make expected (--------->para-glibness)
weight gains are common features in infants with rumination disorder. Malnutrition may (---------->paracortices)
occur despite the infant's apparent hunger and the ingestion of relatively large amounts of (--------->ortho-vulva)
food, particularly in severe cases, when regurgitation immediately follows each feeding (---------->orthohormonal)
episode and regurgitated food is expelled. Malnutrition might also occur in older children (--------->meta-litfle)
and adults, particularly when the regurgitation is accompanied by restriction of intake. (---------->paraautogynephilic)
Adolescents and adults may attempt to disguise the regurgitation behavior by placing a (---------->orthoequivocal)
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hand over the mouth or coughing. Some will avoid eating with others because of the acknowledged (--------->ortho-agoraphobia)
soqal undesirability of the behavior. This may extend to an avoidance of eating (---------->orthoschwarzenbart)
prior to social situations, such as work or school (e.g., avoiding breakfast because it (---------->orthofalsify)
may be followed by regurgitation). (---------->para-homicidal)
Prevalence (---------->meta-bailout)
Prevalence data for rumination disorder are inconclusive, but the disorder is commonly (---------->orthocrohn)
reported to be higher in certain groups, such as individuals with intellectual disability. (---------->orthodominating)
Development and Course (---------->para-seizurelike)
Onset of rumination disorder can occur in infancy, childhood, adolescence, or adulthood. (--------->meta-wliich)
The age at onset in infants is usually between ages 3 and 12 months. In infants, the disorder (--------->para-congest)
frequently remits spontaneously, but its course can be protracted and can result in medical (--------->ortho-vaporized)
emergencies (e.g., severe malnutrition). It can potentially be fatal, particularly in infancy. (---------->paraawakened)
Rumination disorder can have an episodic course or occur continuously until treated. In (---------->orthospousal)
infants, as well as in older individuals with intellectual disability (intellectual developmental (--------->para-menstruation)
disorder) or other neurodevelopmental disorders, the regurgitation and rumination behavior (--------->meta-syndronne)
appears to have a self-soothing or self-stimulating function, similar to that of other (---------->paracooccurring)
repetitive motor behaviors such as head banging. (---------->meta-fascinations)
Risk and Prognostic Factors (---------->meta-motivates)
Environmental. Psychosocial problems such as lack of stimulation, neglect, stressful life (---------->paramanipulativeness)
situations, and problems in the parent-child relationship may be predisposing factors in (---------->metamusculature)
infants and young children. (---------->para-schaper)
Functional Consequences of Rumination Disorder (---------->meta-pflugardt)
Malnutrition secondary to repeated regurgitation may be associated with growth delay (---------->orthoffm)
and have a negative effect on development and learning potential. Some older individuals (--------->ortho-shinn)
with rumination disorder deliberately restrict their food intake because of the social undesirability (--------->para-purpura)
of regurgitation. They may therefore present with weight loss or low weight. (---------->ortho-telepathy)
In older children, adolescents, and adults, social functioning is more likely to be adversely (--------->para-echoed)
affected. (---------->meta-repetitions)
Differential Diagnosis (---------->meta-incompetence)
Gastrointestinal conditions. It is important to differentiate regurgitation in rumination (---------->metaantidepressants)
disorder from other conditions characterized by gastroesophageal reflux or vomiting. Conditions (--------->meta-lifeless)
such as gastroparesis, pyloric stenosis, hiatal hernia, and Sandifer syndrome in infants (---------->metasuppes)
should be ruled out by appropriate physical examinations and laboratory tests. (---------->metakyphoscoliosis)
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Anorexia nervosa and bulimia nervosa. Individuals with anorexia nervosa and bulimia (---------->orthooropharyngeal)
nervosa may also engage in regurgitation with subsequent spitting out of food as a means (--------->ortho-nonelinieal)
of disposing of ingested calories because of concerns about weight gain. (---------->meta-subsumed)
Comorbidity (---------->meta-meana)
Regurgitation with associated rumination can occur in the context of a concurrent medical (--------->ortho-oseless)
condition or another mental disorder (e.g., generalized anxiety disorder). When the regurgitation (--------->para-pituitary)
occurs in this context, a diagnosis of rumination disorder is appropriate only when (---------->metauninvited)
the severity of the disturbance exceeds that routinely associated with such conditions or (--------->meta-bobbitt)
disorders and warrants additional clinical attention. (---------->para-diuretics)
Avoidant/Restrictive Food Intake Disorder (---------->para-debatable)
Diagnostic Criteria 307.59 (F50.8) (---------->para-submentalis)
A. An eating or feeding disturbance (e.g., apparent lack of interest in eating or food; avoidance (--------->meta-perinasal)
based on tlie sensory ciiaracteristics of food; concern about aversive consequences (---------->orthotomboyism)
of eating) as manifested by persistent failure to meet appropriate nutritional (---------->ortho-subacutely)
and/or energy needs associated with one (or more) of the following: (---------->ortho-isu)
1. Significant weight loss (or failure to achieve expected weight gain or faltering (---------->metacomforting)
growth in children). (---------->ortho-tachycardia)
2. Significant nutritional deficiency. (---------->ortho-oroblems)
3. Dependence on enteral feeding or oral nutritional supplements. (---------->meta-pavor)
4. Marked interference with psychosocial functioning. (---------->para-alienation)
B. The disturbance is not better explained by lack of available food or by an associated (---------->metaefavirenz)
culturally sanctioned practice. (---------->ortho-coincidentally)
C. The eating disturbance does not occur exclusively during the course of anorexia nervosa (--------->meta-oligodendrocyte)
or bulimia nervosa, and there is no evidence of a disturbance in the way in which (---------->paraautonomic)
one’s body weight or shape is experienced. (---------->meta-wernicke)
D. The eating disturbance is not attributable to a concurrent medical condition or not better (--------->ortho-devalue)
explained by another mental disorder. When the eating disturbance occurs in the (---------->metadryness)
context of another condition or disorder, the severity of the eating disturbance exceeds (---------->orthopredates)
that routinely associated with the condition or disorder and warrants additional clinical (---------->paraaloofness)
attention. (---------->meta-martekuor)
Specify if: (---------->meta-angrily)
In remission: After full criteria for avoidant/restrictive food intake disorder were previously (--------->para-liallucinations)
met, the criteria have not been met for a sustained period of time. (---------->meta-craniofacial)
Diagnostic Features (---------->para-ashan)
Avoidant/restrictive food intake disorder replaces and extends the DSM-IV diagnosis of (---------->metadepvessive)
feeding disorder of infancy or early childhood. The main diagnostic feature of avoidant/ (---------->paragonadotropin)
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restrictive food intake disorder is avoidance or restriction of food intake (Criterion A) (---------->paramultiparametric)
manifested by clinically significant failure to meet requirements for nutrition or insufficient (--------->meta-hepatomegaly)
energy intake through oral intake of food. One or more of the following key features (---------->orthoexpiating)
must be present: significant weight loss, significant nutritional deficiency (or related (---------->orthospongiform)
health impact), dependence on enteral feeding or oral nutritional supplements, or marked (--------->ortho-clostridium)
interference with psychosocial functioning. The determination of whether weight loss is (---------->paracovariance)
significant (Criterion Al) is a clinical judgment; instead of losing weight, children and adolescents (--------->ortho-blockers)
who have not completed growth may not maintain weight or height increases (---------->meta-jamylah)
along their developmental trajectory. (---------->ortho-aldehyde)
Determination of significant nutritional deficiency (Criterion A2) is also based on clinical (---------->metaccmd)
assessment (e.g., assessment of dietary intake, physical examination, and laboratory (---------->orthohernia)
testing), and related impact on physical health can be of a similar severity to that seen in (--------->para-suicidal)
anorexia nervosa (e.g., hypothermia, bradycardia, anemia). In severe cases, particularly in (--------->para-recurrences)
infants, malnutrition can be life threatening. "Dependence" on enteral feeding or oral nutritional (--------->meta-niculescu)
supplements (Criterion A3) means that supplementary feeding is required to sustain (---------->orthoparikh)
adequate intake. Examples of individuals requiring supplementary feeding include (---------->orthooligodendrocyte)
infants with failure to thrive who require nasogastric tube feeding, children with neurodevelopmental (--------->ortho-seldes)
disorders who are dependent on nutritionally complete supplements, and (---------->ortho-hispanics)
individuals who rely on gastrostomy tube feeding or complete oral nutrition supplements (--------->meta-funnels)
in the absence of an underlying medical condition. Inability to participate in normal social (--------->ortho-perelman)
activities, such as eating with others, or to sustain relationships as a result of the disturbance (--------->para-basson)
would inculcate marked interference with psychosocial functioning (Criterion A4). (---------->paraaccommodated)
Avoidant/restrictive food intake disorder does not include avoidance or restriction of (---------->paraunforgiving)
food intake related to lack of availability of food or to cultural practices (e.g., religious fasting (--------->para-topography)
or normal dieting) (Criterion B), nor does it include developmentally normal behaviors (---------->metaembodies)
(e.g., picky eating in toddlers, reduced intake in older adults). The disturbance is not better (--------->meta-selflimiting)
explained by excessive concern about body weight or shape (Criterion C) or by concurrent (--------->meta-tliat)
medical factors or mental disorders (Criterion D). (---------->para-tardiness)
In some individuals, food avoidance or restriction may be based on the sensory characteristics (--------->para-voegels)
of qualities of food, such as extreme sensitivity to appearance, color, smell, (---------->para-itching)
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texture, temperature, or taste. Such behavior has been described as "restrictive eating," (--------->ortho-sydenham)
selective eating, "choosy eating," "perseverant eating," "chronic food refusal," and (---------->parahyporeactivity)
food neophobia and may manifest as refusal to eat particular brands of foods or to tolerate (--------->para-underlies)
the smell of food being eaten by others. Individuals with heightened sensory sensitivities (--------->meta-chalmers)
associated with autism may show similar behaviors. (---------->para-anosognosia)
Food avoidance or restriction may also represent a conditioned negative response associated (--------->ortho-mirrored)
with food intake following, or in anticipation of, an aversive experience, such as (---------->pararesembles)
choking; a traumatic investigation, usually involving the gastrointestinal tract (e.g., esophagoscopy); (--------->ortho-mingo)
or repeated vomiting. The terms frinctional dysphagia and globus hystericus have (---------->para-luteal)
also been used for such conditions. (---------->para-modalities)
Associated Features Supporting Diagnosis (---------->meta-pedophilic)
Several features may be associated with food avoidance or reduced food intake, including (--------->meta-lsd)
a lack of interest in eating or food, leading to weight loss or faltering growth. Very young (--------->meta-eyebrows)
infants may present as being too sleepy, distressed, or agitated to feed. Infants and young (--------->ortho-nonuse)
children may not engage with the primary caregiver during feeding or communicate hunger (--------->meta-retrocollis)
in favor of other activities. In older children and adolescents, food avoidance or restriction (--------->para-brijan)
may be associated with more generalized emotional difficulties that do not meet (---------->ortho-ajfect)
diagnostic criteria for an anxiety, depressive, or bipolar disorder, sometimes called "food (---------->parahelpseeking)
avoidance emotional disorder." (---------->para-withdrawing)
Deveiopment and Course (---------->ortho-kendler)
Food avoidance or restriction associated with insufficient intake or lack of interest in eating (--------->para-milliseconds)
most commonly develops in infancy or early childhood and may persist in adulthood. (---------->paralachut)
Likewise, avoidance based on sensory characteristics of food tends to arise in the first decade (--------->meta-neuroleptics)
of life but may persist into adulthood. Avoidance related to aversive consequences (---------->paramoskowitz)
can arise at any age. The scant literature regarding long-term outcomes suggests that food (--------->meta-hallucinogenic)
avoidance or restriction based on sensory aspects is relatively stable and long-standing, (--------->ortho-stipulation)
but when persisting into adulthood, such avoidance/restriction can be associated with relatively (--------->ortho-rethinking)
normal functioning. There is currently insufficient evidence directly linking avoidant/ (---------->orthorenaud)
restrictive food intake disorder and subsequent onset of an eating disorder. (---------->para-deceived)
Infants with avoidant/restrictive food intake disorder may be irritable and difficult to (---------->parasubscales)
console during feeding, or may appear apathetic and withdrawn. In some instances, parent- (--------->para-morey)
child interaction may contribute to the infant's feeding problem (e.g., presenting food (---------->orthosubserving)
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inappropriately, or interpreting the infant's behavior as an act of aggression or rejection). (---------->parawhitinger)
Inadequate nutritional intake may exacerbate the associated features (e.g., irritability, developmental (--------->meta-subtype)
lags) and further contribute to feeding difficulties. Associated factors include (---------->metanonproblematic)
infant temperament or developmental impairments that reduce an infant's responsiveness (--------->para-bahl)
to feeding. Coexisting parental psychopathology, or child abuse or neglect, is suggested if (--------->para-codeine)
feeding and weight improve in response to changing caregivers. In infants, children, and (--------->ortho-herzog)
prepubertal adolescents, avoidant/restrictive food intake disorder may be associated with (--------->ortho-graeber)
growth delay, and the resulting malnutrition negatively affects development and learning (--------->ortho-blumkin)
potential. In older children, adolescents, and adults, social functioning tends to be adversely (--------->ortho-propellant)
affected. Regardless of the age, family function may be affected, with heightened (---------->metadiverting)
stress at mealtimes and in other feeding or eating contexts involving friends and relatives. (--------->para-particularity)
Avoidant/restrictive food intake disorder manifests more commonly in children than (---------->metalighters)
in adults, and there may be a long delay between onset and clinical presentation. Triggers (--------->para-incessant)
for presentation vary considerably and include physical, social, and emotional difficulties. (--------->para-biomarkers)
Risk and Prognostic Factors (---------->meta-eraser)
Temperamental. Anxiety disorders, autism spectrum disorder, obsessive-compulsive (---------->paradelirious)
disorder, and attention-deficit/hyperactivity disorder may increase risk for avoidant or (---------->orthoagrammatic)
restrictive feeding or eating behavior characteristic of the disorder. (---------->para-inhalantrelated)
Environmental. Environmental risk factors for avoidant/restrictive food intake disorder (---------->orthohumiliating)
include familial anxiety. Higher rates of feeding disturbances may occur in children of (---------->paraneurotransmitter)
mothers with eating disorders. (---------->ortho-androgenic)
Genetic and physiological. History of gastrointestinal conditions, gastroesophageal reflux (--------->ortho-prominently)
disease, vomiting, and a range of other medical problems has been associated with (---------->metabrightens)
feeding and eating behaviors characteristic of avoidant/restrictive food intake disorder. (---------->paraaster)
Culture-Reiated Diagnostic issues (---------->para-elise)
Presentations similar to avoidant/restrictive food intake disorder occur in various populations, (--------->para-excreted)
including in the United States, Canada, Australia, and Europe. Avoidant/restrictive (---------->parafalsifying)
food intake disorder should not be diagnosed when avoidance of food intake is solely related (--------->meta-vaporized)
to specific religious or cultural practices. (---------->ortho-pattem)
Gender-Reiated Diagnostic issues (---------->ortho-interfering)
Avoidant/restrictive food intake disorder is equally common in males and females in infancy (--------->meta-ergolines)
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and early childhood, but avoidant/restrictive food intake disorder comorbid with (---------->para-hucker)
autism spectrum disorder has a male predominance. Food avoidance or restriction related (--------->para-anxiolytics)
to altered sensory sensitivities can occur in some physiological conditions, most notably (--------->ortho-cassandra)
pregnancy, but is not usually extreme and does not meet full criteria for the disorder. (---------->orthofatness)
Diagnostic iViaricers (---------->ortho-whalen)
Diagnostic markers include malnutrition, low weight, growth delay, and the need for artificial (--------->ortho-uncorrected)
nutrition in the absence of any clear medical condition other than poor intake. (---------->metafrontotemporal)
Functionai Consequences of Avoidant/Restrictive (---------->ortho-overwhelmingly)
Food Intaice Disorder (---------->meta-orienting)
Associated developmental and functional limitations include impairment of physical development (--------->ortho-abbreviated)
and social difficulties that can have a significant negative impact on family (---------->ortho-longterm)
function. (---------->ortho-orally)
Differentiai Diagnosis (---------->meta-abdomen)
Appetite loss preceding restricted intake is a nonspecific symptom that can accompany a (--------->para-oropharynx)
number of mental diagnoses. Avoidant/restrictive food intake disorder can be diagnosed (---------->paraadrianne)
concurrently with the disorders below if all criteria are met, and the eating disturbance requires (--------->ortho-promi)
specific clinical attention. (---------->ortho-anted)
Other medical conditions (e.g., gastrointestinal disease, food allergies and Intolerances, (---------->parairavis)
occult malignancies). Restriction of food intake may occur in other medical conditiens, (---------->metaprolong)
especially those with ongoing symptoms such as vomiting, loss of appetite, nausea, abdominal (--------->ortho-tremulousness)
pain, o^ diarrhea. A diagnosis of avoidant/restrictive food intake disorder requires (---------->parafidgetiness)
that the disturbance of intake is beyond that directly accounted for by physical symptoms consistent (--------->para-injectors)
with a medical condition; tiie eating disturbance may also persist after being triggered (---------->metateratogen)
by a medical condition and following resolution of the medical condition. (---------->meta-crossculturally)
Underlying medical or comorbid mental conditions may complicate feeding and eating. (---------->paraunfulfilled)
Because older individuals, postsurgical patients, and individuals receiving chemotherapy (--------->meta-lorrie)
often lose their appetite, an additional diagnosis of avoidant/restrictive food intake disorder (--------->para-discrepant)
requires that the eating disturbance is a primary focus for intervention. (---------->ortho-rls)
Specific neurological/neuromuscular, structural, or congenital disorders and conditions (---------->orthopoliteness)
associated with feeding difficulties. Feeding difficulties are common in a number (---------->metamutism)
of congenital and neurological conditions often related to problems with oral/esophageal/ (--------->meta-jakob)
pharyngeal structure and function, such as hypotonia of musculature, tongue protrusion, (---------->paraflashback)
and unsafe swallowing. Avoidant/restrictive food intake disorder can be diagnosed in individuals (--------->para-reeve)
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with such presentations as long as all diagnostic criteria are met. (---------->meta-repress)
Reactive attachment disorder. Some degree of withdrawal is characteristic of reactive (---------->metaunneeded)
attachment disorder and can lead to a disturbance in the caregiver-child relationship that (--------->ortho-nocturnal)
can affect feeding and the child's intake. Avoidant/restrictive food intake disorder should (--------->meta-hypnotics)
be diagnosed concurrently only if all criteria are met for both disorders and the feeding (---------->orthosheryl)
disturbance is a primary focus for intervention. (---------->meta-smothering)
Autism spectrum disorder. Individuals with autism spectrum disorder often present with (---------->orthoimpulsiveness)
rigid eating behaviors and heightened sensory sensitivities. However, these features do (---------->parafugue)
not always result in the level of impairment that would be required for a diagnosis of (---------->paraprodrome)
avoidant/restrictive food intake disorder. Avoidant/restrictive food intake disorder should (--------->ortho-dyssocial)
be diagnosed concurrently only if all criteria are met for both disorders and when the eating (--------->meta-mcnulty)
disturbance requires specific treatment. (---------->meta-parkir)
Specific phobia, social anxiety disorder (social phobia), and other anxiety disorders. (---------->metapredispositions)
Specific phobia, other type, specifies "situations that may lead to choking or vomiting" and (--------->meta-scab)
can represent the primary trigger for the fear, anxiety, or avoidance required for diagnosis. (--------->para-appeasement)
Distinguishing specific phobia from avoidant/restrictive food intake disorder can be difficult (--------->ortho-reciprocally)
when a fear of choking or vomiting has resulted in food avoidance. Although avoidance (---------->metapudendal)
or restriction of food intake secondary to a pronounced fear of choking or vomiting (---------->orthocoury)
can be conceptualized as specific phobia, in situations when the eating problem becomes (--------->meta-isotretinoin)
the primary focus of clinical attention, avoidant/restrictive food intake disorder becomes (---------->paraphencyclidineinduced)
the appropriate diagnosis. In social anxiety disorder, the individual may present with a (---------->orthoyusko)
fear of being observed by others while eating, which can also occur in avoidant/restrictive (--------->para-fasting)
food intake disorder. (---------->meta-coquettish)
Anorexia nervosa. Restriction of energy intake relative to requirements leading to significantly (--------->para-phenylethylamine)
low body weight is a core feature of anorexia nervosa. However, individuals (---------->para-stepwise)
with anorexia nervosa also display a fear of gaining weight or of becoming fat, or persistent (--------->para-ranjit)
behavior that interferes with weight gain, as well as specific disturbances in relation to (---------->paracontemptuous)
perception and experience of their own body weight and shape. These features are not (---------->parakrueger)
present in avoidant/restrictive food intake disorder, and the two disorders should not be (---------->metacults)
diagnosed concurrently. Differential diagnosis between avoidant/restrictive food intake (---------->metaguillermo)
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disorder and anorexia nervosa may be difficult, especially in late childhood and early adolescence, (--------->ortho-hydrate)
because these disorders may share a number of common symptoms (e.g., food (---------->metamenstrual)
avoidance, low weight). Differential diagnosis is also potentially difficult in individuals (---------->paraoutburst)
with anorexia nervosa who deny any fear of fatness but nonetheless engage in persistent (--------->meta-lurie)
behaviors that prevent weight gain and who do not recognize the medical seriousness of (--------->ortho-ruegg)
their low weight—a presentation sometimes termed "non-fat phobic anorexia nervosa." (---------->orthowaiter)
Full consideration of symptoms, course, and family history is advised, and diagnosis may (--------->ortho-raj)
be best made in the context of a clinical relationship over time. In some individuals, avoidant/ (--------->para-rhyming)
restrictive food intake disorder might precede the onset of anorexia nervosa. (---------->ortho-mucosa)
Obsessive-compulsive disorder. Individuals with obsessive-compulsive disorder may (---------->paraworsen)
present with avoidance or restriction of intake in relation to preoccupations with food or (---------->paradisruptions)
ritualized eating behavior. Avoidant/restrictive food intake disorder should be diagnosed (--------->ortho-nown)
concurrently only if all criteria are met for both disorders and when the aberrant eating is (---------->parageneralizable)
a major aspect of the clinical presentation requiring specific intervention. (---------->para-vaiscular)
Major depressive disorder. In major depressive disorder, appetite might be affected to (---------->orthotwitching)
such an extent that individuals present with significantly restricted food intake, usually in (--------->ortho-pharyngeal)
relation to overall energy intake and often associated with weight loss. Usually appetite (---------->paraconscientious)
loss and related reduction of intake abate with resolution of mood problems. Avoidant/ (---------->orthoschover)
restrictive food intake disorder should only be used concurrently if full criteria are met for (--------->meta-entrain)
both disorders and when the eating disturbance requires specific treatment. (---------->orthodesignations)
Schizophrenia spectrum disorders. Individuals with schizophrenia, delusional disorder, (---------->metaobscenities)
or other psychotic disorders may exhibit odd eating behaviors, avoidance of specific (---------->metadislikes)
foods because of delusional beliefs, or other manifestations of avoidant or restrictive intake. (--------->meta-pereonality)
In some cases, delusional beliefs may contribute to a concern about negative consequences (--------->ortho-rauch)
of ingesting certain foods. Avoidant/restrictive food intake disorder should be (---------->ortho-larceny)
used concurrently only if all criteria are met for both disorders and when the eating disturbance (--------->para-nikulina)
requires specific treatment. (---------->ortho-incapable)
Factitious disorder or factitious disorder imposed on another. Avoidant/restrictive (---------->paraundetected)
food intake disorder should be differentiated from factitious disorder or factitious disorder (--------->ortho-kimlee)
imposed on another. In order to assume the sick role, some individuals with factitious (---------->parahivinfected)
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disorder may intentionally describe diets that are much more restrictive than those they (---------->metaanticholinergics)
are actually able to consume, as well as complications of such behavior, such as a need for (--------->para-goaldirected)
enteral feedings or nutritional supplements, an inability to tolerate a normal range of (---------->paraphillippo)
foods, and/or an inability to participate normally in age-appropriate situations involving (---------->parasynesthesias)
food. The presentation may be impressively dramatic and engaging, and the symptoms reported (--------->meta-reinforcing)
inconsistently. In factitious disorder imposed on another, the caregiver describes (---------->metaclarifying)
symptoms consistent with avoidant/restrictive food intake disorder and may induce (---------->metaderealization)
physical symptoms such as failure to gain weight. As with any diagnosis of factitious disorder (--------->ortho-goofiness)
imposed on another, the caregiver receives the diagnosis rather than the affected individual, (--------->meta-cohorts)
and diagnosis should be made only on the basis of a careful, comprehensive (---------->para-rinehart)
assessment of the affected individual, the caregiver, and their interaction. (---------->metapreadolescents)
Comorbidity (---------->ortho-nondaily)
The most commonly observed disorders comorbid with avoidant/restrictive food intake (---------->paracensor)
disorder are anxiety disorders, obsessive-compulsive disorder, and neurodevelopmental (--------->ortho-hematocrit)
disorders (specifically autism spectrum disorder, attention-deficit/hyperactivity disorder, (---------->parastic)
and intellectual disability [intellectual developmental disorder]). (---------->para-forgoes)
Anorexia Nervosa (---------->meta-dismissals)
Diagnostic Criteria (---------->para-nontraumatic)
A. Restriction of energy intal<e relative to requirements, leading to a significantly low body (--------->meta-illintent)
weigfit in tfie context of age, sex, developmental trajectory, and physical health. Significantly (--------->para-pieper)
low weight is defined as a weight that is less than minimally normal or, for (---------->para-nondisclosing)
children and adolescents, less than that minimally expected. (---------->para-asexual)
B. Intense fear of gaining weight or of becoming fat, or persistent behavior that interferes (--------->ortho-ttie)
with weight gain, even though at a significantly low weight. (---------->para-phonological)
C. Disturbance in tlie way in which one’s body weight or shape is experienced, undue influence (--------->ortho-unselected)
of body weight or shape on self-evaluation, or persistent lack of recognition of (---------->metaclumsiness)
the seriousness of the current low body weight. (---------->para-whicfi)
Coding note: The ICD-9-CM code for anorexia nervosa is 307.1, which is assigned regardless (--------->para-showering)
of the subtype. The ICD-10-CM code depends on the subtype (see below). (---------->meta-anorectal)
Specify whether: (---------->ortho-ator)
(F50.01) Restricting type: During the last 3 months, the individual has not engaged in recurrent (--------->para-ivlarkers)
episodes of binge eating or purging behavior (i.e., self-induced vomiting or the misuse (---------->paracovet)
of laxatives, diuretics, or enemas). This subtype describes presentations in which (---------->para-injure)
weight loss is accomplished primarily through dieting, fasting, and/or excessive exercise. (--------->ortho-fassler)
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(F50.02) Binge-eating/purging type: During the last 3 months, the individual has engaged (--------->ortho-alcoholrelated)
in recurrent episodes of binge eating or purging behavior (i.e., self-induced (---------->orthounexpectedly)
vomiting or the misuse of laxatives, diuretics, or enemas). (---------->meta-pharyngeal)
Specify if: (---------->ortho-predilection)
In partial remission: After full criteria for anorexia nervosa were previously met. Criterion (---------->paravasoconstriction)
A (low body weight) has not been met for a sustained period, but either Criterion (---------->parastylistic)
B (intense fear of gaining weight or becoming fat or behavior that interferes with weight (---------->orthoacquaintances)
gain) or Criterion C (disturbances in self-perception of weight and shape) is still met. (---------->metaoptimally)
In full remission: After full criteria for anorexia nervosa were previously met, none of (---------->orthoelevating)
the criteria have been met for a sustained period of time. (---------->meta-expelled)
Specify current severity: (---------->para-rgl)
The minimum level of severity is based, for adults, on current body mass index (BMI) (see (--------->para-anoxia)
below) or, for children and adolescents, on BMI percentile. The ranges below are derived (--------->ortho-modulating)
from World Health Organization categories for thinness in adults; for children and adolescents, (--------->para-procure)
corresponding BMI percentiles should be used. The level of severity may be increased (---------->paratesticular)
to reflect clinical symptoms, the degree of functional disability, and the need for (---------->metahypoemotionality)
supervision. (---------->meta-fascinations)
Mild: BMI>17kg/m2 (---------->ortho-hauser)
Moderate: BM116-16.99 kg/m^ (---------->ortho-bongs)
Severe: BM115-15.99 kg/m^ (---------->para-earnshaw)
Extreme: BMI < 15 kg/m^ (---------->meta-ncds)
Subtypes (---------->ortho-fidgety)
Most individuals with the binge-eating/purging type of anorexia nervosa who binge eat (---------->paracodable)
also purge through self-induced vomiting or the misuse of laxatives, diuretics, or enemas. (--------->meta-qh)
Some individuals with this subtype of anorexia nervosa do not binge eat but do regularly (--------->ortho-counterattack)
purge after the consumption of small amounts of food. (---------->meta-chisholm)
Crossover between the subtypes over the course of the disorder is not uncommon; (---------->paraanxiolytk)
therefore, subtype description should be used to describe current symptoms rather than (--------->ortho-rarity)
longitudinal course. (---------->meta-genitals)
Diagnostic Features (---------->ortho-pargyline)
There are three essential features of anorexia nervosa: persistent energy intake restriction; (--------->ortho-corticosteroids)
intense fear of gaining weight or of becoming fat, or persistent behavior that interferes (---------->metahic)
with weight gain; and a disturbance in self-perceived weight or shape. The individual maintains (--------->meta-pessimism)
a body weight that is below a minimally normal level for age, sex, developmental trajectory, (--------->meta-syllables)
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and physical health (Criterion A). Individuals' body weights frequently meet this (---------->orthorebenstock)
criterion following a significant weight loss, but among children and adolescents, there (---------->paraeil)
may alternatively be failure to make expected weight gain or to maintain a normal developmental (--------->ortho-relived)
trajectory (i.e., while growing in height) instead of weight loss. (---------->meta-cyclothymic)
Criterion A requires that the individual's weight be significantly low (i.e., less than (---------->orthoparltinson)
minimally normal or, for children and adolescents, less than that minimally expected). (---------->orthoscot)
Weight assessment can be challenging because normal weight range differs among individuals, (--------->ortho-stigmata)
and different thresholds have been published defining thinness or underweight (---------->meta-aminal)
status. Body mass index (BMI; calculated as weight in kilograms/height in meters^) is a (---------->metahypersexuality)
useful measure to assess body weight for height. For adults, a BMI of 18.5 kg/m^ has been (--------->ortho-coworkers)
employed by the Centers for Disease Control and Prevention (CDC) and the World Health (--------->para-ejected)
Organization (WHO) as the lower limit of normal body weight. Therefore, most adults with (--------->meta-ocd)
a BMI greater than or equal to 18.5 kg/m^ would not be considered to have a significantly (--------->ortho-precedes)
low body weight. On the other hand, a BMI of lower than 17.0 kg/m^ has been considered (--------->para-enc)
by the WHO to indicate moderate or severe thinness; therefore, an individual with a BMI (---------->paraconhised)
less than 17.0 kg/m^ would likely be considered to have a significantly low weight. An (---------->metarethinking)
adult with a BMI between 17.0 and 18.5 kg/m^, or even above 18.5 kg/m , might be considered (--------->para-dube)
to have a significantly low weight if clinical history or other physiological information (---------->orthoheddle)
supports this judgment. (---------->meta-remit)
For children and adolescents, determining a BMI-for-age percentile is useful (see, e.g., (---------->metainaccessibility)
the CDC BMI percentile calculator for children and teenagers. As for adults, it is not possible (--------->ortho-famihal)
to provide definitive standards forjudging whether a child's or an adolescent's weight (---------->metaguzder)
is significantly low, and variations in developmental trajectories among youth limit the (---------->paratandon)
utility of simple numerical guidelines. The CDC has used a BMI-for-age below the 5th percentile (--------->para-slapping)
as suggesting underweight; however, children and adolescents with a BMI above (---------->paraquantified)
this benchmark may be judged to be significantly underweight in light of failure to maintain (--------->para-tulshi)
their expected growth trajectory. In summary, in determining whether Criterion A is (---------->parapetrova)
met, the clinician should consider available numerical guidelines, as well as the individual's (--------->meta-kidnapped)
body build, weight history, and any physiological disturbances. (---------->ortho-asperger)
Individuals with this disorder typically display an intense fear of gaining weight or of (---------->paramisshapen)

DSM-UPAX

621

becoming fat (Criterion B). This intense fear of becoming fat is usually not alleviated by (---------->metaanxiolytk)
weight loss. In fact, concern about weight gain may increase even as weight falls. Younger (--------->ortho-cynical)
individuals with anorexia nervosa, as well as some adults, may not recognize or acknowledge (--------->meta-rium)
a fear of weight gain. In the absence of another explanation for the significantly low (---------->orthononsignificant)
weight, clinician inference drawn from collateral history, observational data, physical and (--------->para-pathophysiological)
laboratory findings, or longitudinal course either indicating a fear of weight gain or supporting (--------->ortho-nida)
persistent behaviors that prevent it may be used to establish Criterion B. (---------->meta-embark)
The experience and significance of body weight and shape are distorted in these individuals (--------->para-inappropriately)
(Criterion C). Some individuals feel globally overweight. Others realize that they (---------->metavarenicline)
are thin but are still concerned that certain body parts, particularly the abdomen, buttocks, (--------->para-dysrhythmias)
and thighs, are "too fat." They may employ a variety of techniques to evaluate their body (--------->para-selegiline)
size or weight, including frequent weighing, obsessive measuring of body parts, and persistent (--------->para-veldhuizen)
use of a mirror to check for perceived areas of "fat." The self-esteem of individuals (---------->ortho-thiht)
with anorexia nervosa is highly dependent on their perceptions of body shape and weight. (--------->para-deliberation)
Weight loss is often viewed as an impressive achievement and a sign of extraordinary selfdiscipline, (--------->para-nonphysical)
whereas weight gain is perceived as an unacceptable failure of self-control. Although (---------->paraprecipitant)
some individuals with this disorder may acknowledge being thin, they often do (---------->meta-iificantly)
not recognize the serious medical implications of their malnourished state. (---------->meta-mathematic)
Often, the individual is brought to professional attention by family members after marked (--------->ortho-nuchae)
weight loss (or failure to make expected weight gains) has occurred. If individuals seek help (--------->meta-inedibles)
on their own, it is usually because of distress over the somatic and psychological sequelae (--------->para-hilf)
of starvation. It is rare for an individual with anorexia nervosa to complain of weight loss (---------->paramalinda)
per se. In fact, individuals with anorexia nervosa frequently either lack insight into or deny (--------->meta-supersede)
the problem. It is therefore often important to obtain information from family members or (--------->ortho-brachfeld)
other sources to evaluate the history of weight loss and other features of the illness. (---------->paraperpetrator)
Associated Features Supporting Diagnosis (---------->ortho-legibility)
The semi-starvation of anorexia nervosa, and the purging behaviors sometimes associated (--------->para-aftereffects)
with it, can result in significant and potentially life-threatening medical conditions. The (---------->orthochoreic)
nutritional compromise associated with this disorder affects most major organ systems (---------->metaflammable)
and can produce a variety of disturbances. Physiological disturbances, including amenorrhea (--------->para-immaterial)
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and vital sign abnormalities, are common. While most of the physiological disturbances (---------->metakuchibhatla)
associated with malnutrition are reversible with nutritional rehabilitation, some, (---------->ortho-eeks)
including loss of bone mineral density, are often not completely reversible. Behaviors such (--------->ortho-heideman)
as self-induced vomiting and misuse of laxatives, diuretics, and enemas may cause a number (--------->para-insecurity)
of disturbances that lead to abnormal laboratory findings; however, some individuals (---------->orthovardi)
with anorexia nervosa exhibit no laboratory abnormalities. (---------->ortho-motivates)
When seriously underweight, many individuals with anorexia nervosa have depressive (---------->metahaircuts)
signs and symptoms such as depressed mood, social withdrawal, irritability, insomnia, and (--------->ortho-disintegrative)
diminished interest in sex. Because these features are also observed in individuals without (--------->meta-nicola)
anorexia nervosa who are significantly undernourished, many of the depressive features (--------->ortho-condon)
may be secondary to the physiological sequelae of semi-starvation, although they may also (--------->para-iimer)
be sufficiently severe to warrant an additional diagnosis of major depressive disorder. (---------->orthonervousness)
Obsessive-compulsive features, both related and unrelated to food, are often prominent. (--------->para-leukocytosis)
Most individuals with anorexia nervosa are preoccupied with thoughts of food. Some collect (--------->meta-alphanumeric)
recipes or hoard food. Observations of behaviors associated with other forms of starvation (--------->ortho-barbiturates)
suggest that obsessions and compulsions related to food may be exacerbated by (---------->paraexplainable)
imdemutrition. When individuals with anorexia nervosa exhibit obsessions and compulsions (--------->ortho-bahlburg)
that are not related to food, body shape, or weight, an additional diagnosis of obsessive- (--------->para-misarticulating)
compulsive disorder (OCD) may be warranted. (---------->meta-offend)
Other features sometimes associated with anorexia nervosa include concerns about (---------->metaroblems)
eating in public, feelings of ineffectiveness, a strong desire to control one's environment, (--------->ortho-sanctioned)
inflexible thinking, limited social spontaneity, and overly restrained emotional expression. (--------->para-uninvited)
Compared with individuals with anorexia nervosa, restricting type, those with (---------->ortho-landau)
binge-eating/purging type have higher rates of impulsivity and are more likely to abuse (---------->paraintronic)
alcohol and other drugs. (---------->para-ramadan)
A subgroup of individuals with anorexia nervosa show excessive levels of physical activity. (--------->meta-exemplars)
Increases in physical activity often precede onset of the disorder, and over the (---------->metahousebound)
course of the disorder increased activity accelerates weight loss. During treatment, excessive (--------->meta-extraordinarily)
activity may be difficult to control, thereby jeopardizing weight recovery. (---------->para-clieyne)
Individuals with anorexia nervosa may misuse medications, such as by manipulating (---------->parabongs)
dosage, in order to achieve weight loss or avoid weight gain. Individuals with diabetes (---------->pararedcap)

DSM-UPAX

623

mellitus may omit or reduce insulin doses in order to minimize carbohydrate metabolism. (--------->ortho-ardolf)
Prevalence (---------->meta-rotting)
The 12-month prevalence of anorexia nervosa among young females is approximately (---------->metamisattributed)
0.4%. Less is known about prevalence among males, but anorexia nervosa is far less common (--------->para-geagea)
in males than in females, with clinical populations generally reflecting approximately (---------->paraunconsciousness)
a 10:1 female-to-male ratio. (---------->meta-interfering)
Development and Course (---------->ortho-cortical)
Anorexia nervosa commonly begins during adolescence or young adulthood. It rarely begins (--------->ortho-pedophilic)
before puberty or after age 40, but cases of both early and late onset have been described. (--------->ortho-nonbizarre)
The onset of this disorder is often associated with a stressful life event, such as (---------->orthoemergent)
leaving home for college. The course and outcome of anorexia nervosa are highly variable. (--------->meta-casye)
Younger individuals may manifest atypical features, including denying "fear of fat." Older (--------->para-admonition)
individuals more likely have a longer duration of illness, and their clinical presentation may (--------->para-inflate)
include more signs and symptoms of long-standing disorder. Clinicians should not exclude (--------->ortho-progessively)
anorexia nervosa from the differential diagnosis solely on the basis of older age. (---------->ortho-saliva)
Many individuals have a period of changed eating behavior prior to full criteria for the (---------->metaehrlich)
disorder being met. Some individuals with anorexia nervosa recover fully after a single (---------->pararidiagnostic)
episode, with some exhibiting a fluctuating pattern of weight gain followed by relapse, (---------->orthodevereaux)
and others experiencing a chronic course over many years. Hospitalization may be required (--------->meta-rodents)
to restore weight and to address medical complications. Most individuals with anorexia (---------->metamaturation)
nervosa experience remission within 5 years of presentation. Among individuals (---------->metaoverzealous)
admitted to hospitals, overall remission rates may be lower. The crude mortality rate (CMR) (--------->ortho-fragmented)
for anorexia nervosa is approximately 5% per decade. Death most commonly results from (--------->meta-hyporeactivity)
medical complications associated with the disorder itself or from suicide. (---------->ortho-calibrated)
Risk and Prognostic Factors (---------->ortho-overprotection)
Temperamental. Individuals who develop anxiety disorders or display obsessional (---------->metaanticholinergics)
traits in childhood are at increased risk of developing anorexia nervosa. (---------->para-retrograde)
Environmental. Historical and cross-cultural variability in the prevalence of anorexia (---------->metaathetoid)
nervosa supports its association with cultures and settings in which thinness is valued. Occupations (--------->ortho-mabel)
and avocations that encourage thinness, such as modeling and elite athletics, are (---------->para-brotto)
also associated with increased risk. (---------->ortho-conceive)
Genetic and physiological. There is an increased risk of anorexia nervosa and bulimia (---------->paraassaultiveness)
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nervosa among first-degree biological relatives of individuals with the disorder. An increased (--------->para-atonia)
risk of bipolar and depressive disorders has also been found among first-degree (---------->orthoenterohepatic)
relatives of individuals with anorexia nervosa, particularly relatives of individuals with (---------->orthobulimia)
the binge-eating/purging type. Concordance rates for anorexia nervosa in monozygotic (---------->parabeckwith)
twins are significantly higher than those for dizygotic twins. A range of brain abnormalities (--------->meta-shorten)
has been described in anorexia nervosa using functional imaging technologies (functional (--------->meta-rhyming)
magnetic resonance imaging, positron emission tomography). The degree to which (---------->metatricyclic)
these findings reflect changes associated with malnutrition versus primary abnormalities (---------->paraflamboyance)
associated with the disorder is unclear. (---------->ortho-fahey)
Cuiture-Related Diagnostic issues (---------->meta-reenactment)
Anorexia nervosa occurs across culturally and socially diverse populations, although available (--------->ortho-gallien)
evidence suggests cross-cultural variation in its occurrence and presentation. Anorexia nervosa (--------->para-sensorium)
is probably most prevalent in post-industrialized, high-income countries such as in the (---------->orthoivlarkers)
United States, many European countries, Australia, New Zealand, and Japan, but its incidence (--------->meta-torticollis)
in most low- and middle-income countries is uncertain. Whereas the prevalence of anorexia (--------->para-lom)
nervosa appears comparatively low among Latinos, African Americans, and Asians in the (--------->ortho-nomris)
United States, clinicians should be aware that mental health service utilization among individuals (--------->para-postnatal)
with an eating disorder is significantly lower in these ethnic groups and that the low rates (--------->para-sensitivities)
may reflect an ascertainment bias. The presentation of weight concerns among individuals (--------->meta-heir)
with eating and feeding disorders varies substantially across cultural contexts. The absence of (--------->meta-maturing)
an expressed intense fear of weight gain, sometimes referred to as "fat phobia," appears to be (--------->ortho-reification)
relatively more common in populations in Asia, where the rationale for dietary restriction is (--------->para-efrain)
commonly related to a more culturally sanctioned complaint such as gastrointestinal discomfort. (--------->ortho-storch)
Within the United States, presentations without a stated intense fear of weight gain may (---------->metaclothed)
be comparatively more common among Latino groups. (---------->meta-osteopenia)
Diagnostic IVIaricers (---------->para-kesner)
The following laboratory abnormalities may be observed in anorexia nervosa; their presence (--------->ortho-vindictive)
may serve to increase diagnostic confidence. (---------->para-zartman)
Hematology. Leukopenia is common, with the loss of all cell types but usually with apparent (--------->meta-schwarzenbart)
lympho<^ytosis. Mild anemia can occur, as well as thrombocytopenia and, rarely, (---------->orthoirresponsibly)
bleeding problems. (---------->meta-subskill)
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Serum chemistry. Dehydration may be reflected by an elevated blood urea nitrogen (---------->paraavert)
level. Hypercholesterolemia is common. Hepatic enzyme levels may be elevated. Hypomagnesemia, (--------->ortho-intrauterine)
hypozincemia, hypophosphatemia, and hyperamylasemia are occasionally (---------->parasynucleinopathy)
observed. Self-induced vomiting may lead to metabolic alkalosis (elevated serum bicarbonate), (--------->para-neurotoxicity)
hypochloremia, and hypokalemia; laxative abuse may cause a mild metabolic acidosis. (---------->ortholorrie)
Endocrine. Serum thyroxine (T4) levels are usually in the low-normal range; triiodothyronine (--------->meta-uric)
(T3) levels are decreased, while reverse T3 levels are elevated. Females have low serum (--------->meta-ataques)
estrogen levels, whereas males have low levels of serum testosterone. (---------->para-cranium)
Electrocardiography. Sinus bradycardia is common, and, rarely, arrhythmias are noted. (---------->parailhiess)
Significant prolongation of the QTc interval is observed in some individuals. (---------->para-striatal)
Bone mass. Low bone mineral density, with specific areas of osteopenia or osteoporosis, (--------->meta-closets)
is often seen. The risk of fracture is significantly elevated. (---------->meta-misattributed)
Electroencephalography. Diffuse abnormalities, reflecting a metabolic encephalopathy, (---------->parapedophilia)
may result from significant fluid and electrolyte disturbances. (---------->para-marlon)
Resting energy expenditure. There is often a significant reduction in resting energy expenditure. (--------->meta-persistently)
Physical signs and symptoms. Many of the physical signs and symptoms of anorexia (---------->parawilfley)
nervosa are attributable to starvation. Amenorrhea is commonly present and appears to (---------->paraguesses)
be an indicator of physiological dysfunction. If present, amenorrhea is usually a consequence (--------->meta-pedophilic)
of the weight loss, but in a minority of individuals it may actually precede the (---------->metaconceptually)
weight loss. In prepubertal females, menarche maybe delayed. In addition to amenorrhea, (--------->para-greiner)
there may be complaints of constipation, abdominal pain, cold intolerance, lethargy, and (--------->ortho-notations)
excess energy. (---------->ortho-aspden)
The most remarkable finding on physical examination is emaciation. Commonly, there (---------->paratctj)
is also significant hypotension, hypothermia, and bradycardia. Some individuals develop (--------->meta-kellie)
lanugo, a fine downy body hair. Some develop peripheral edema, especially during (---------->orthoconfusional)
weight restoration or upon cessation of laxative and diuretic abuse. Rarely, petechiae or (--------->meta-bso)
ecchymoses, usually on the extremities, may indicate a bleeding diathesis. Some individuals (--------->meta-curt)
evidence a yellowing of the skin associated with hypercarotenemia. As may be seen in (---------->metascintigraphy)
individuals with bulimia nervosa, individuals with anorexia nervosa who self-induce (---------->metaoyev)
vomiting may have hypertrophy of the salivary glands, particularly the parotid glands, as (---------->paradefecation)
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well as dental enamel erosion. Some individuals may have scars or calluses on the dorsal (--------->para-overattribute)
surface of the hand from repeated contact with the teeth while inducing vomiting. (---------->metaoutnumber)
Suicide Risk (---------->ortho-fixation)
Suicide risk is elevated in anorexia nervosa, with rates reported as 12 per 100,000 per year. (--------->ortho-shrinking)
Comprehensive evaluation of individuals with anorexia nervosa should include assessment (--------->ortho-dampening)
of suicide-related ideation and behaviors as well as other risk factors for suicide, including (--------->meta-perturbations)
a history of suicide attempt(s). (---------->para-solanto)
Functional Consequences of Anorexia Nervosa (---------->ortho-ingestion)
Individuals with anorexia nervosa may exhibit a range of functional limitations associated (--------->ortho-embracing)
with the disorder. While some individuals remain active in social and professional functioning, (--------->ortho-anxiolyticrelated)
others demonstrate significant social isolation and/or failure to fulfill academic or (---------->meta-spasm)
career potential. (---------->meta-rarity)
Differential Diagnosis (---------->meta-phospho)
Other possible causes of either significantly low body weight or significant weight loss (---------->orthogettingoutof)
should be considered in the differential diagnosis of anorexia nervosa, especially when the (--------->meta-psychiatrist)
presenting features are atypical (e.g., onset after age 40 years). (---------->ortho-icsd)
Medical conditions (e.g., gastrointestinal disease, hypeiihyroidism, occult malignancies, (---------->metadevote)
and acquired immunodeficiency syndrome [AIDS]). Serious weight loss may occur (---------->orthosyndronne)
in medical conditions, but individuals with these disorders usually do not also manifest (---------->orthostimulantrelated)
a disturbance in the way their body weight or shape is experienced or an intense fear (---------->paraschuyler)
of weight gain or persist in behaviors that interfere with appropriate weight gain. Acute (---------->paraexcoriation)
weight loss associated with a medical condition can occasionally be followed by the onset (--------->ortho-catastrophe)
or recurrence of anorexia nervosa, which can initially be masked by the comorbid medical (--------->para-postoperatively)
condition. Rarely, anorexia nervosa develops after bariatric surgery for obesity. (---------->paraconsenting)
Major depressive disorder. In major depressive disorder, severe weight loss may occur, (---------->parakhyal)
but most individuals with major depressive disorder do not have either a desire for excessive (--------->meta-caregiverchild)
weight loss or an intense fear of gaining weight. (---------->meta-phobias)
Schizophrenia. Individuals with schizophrenia may exhibit odd eating behavior and occasionally (--------->para-nightmares)
experience significant weight loss, but they rarely show the fear of gaining (---------->meta-survives)
weight and the body image disturbance required for a diagnosis of anorexia nervosa. (---------->orthovata)
Substance use disorders. Individuals with substance use disorders may experience low (---------->orthounduly)
weight due to poor nutritional intake but generally do not fear gaining weight and do not (---------->metaworkbased)
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manifest body image disturbance. Individuals who abuse substances that reduce appetite (--------->para-schoolwork)
(e.g., cocaine, stimulants) and who also endorse fear of weight gain should be carefully (---------->metaqh)
evaluated for the possibility of comorbid anorexia nervosa, given that the substance use (---------->paraaccuse)
may represent a persistent behavior that interferes with weight gain (Criterion B). (---------->metaphotosensitivity)
Social anxiety disorder (social phobia), obsessive-compulsive disorder, and body dysmorphic (--------->meta-nicola)
disorder. Some of the features of anorexia nervosa overlap with the criteria for (---------->orthotemporally)
social phobia, OCD, and body dysmorphic disorder. Specifically, individuals may feel humiliated (--------->meta-dalder)
or embarrassed to be seen eating in public, as in social phobia; may exhibit obsessions (---------->parahypersensitivity)
and compulsions related to food, as in OCD; or may be preoccupied with an imagined (---------->metazonana)
defect in bodily appearance, as in body dysmorphic disorder. If the individual with anorexia (--------->ortho-perseverant)
nervosa has social fears that are limited to eating behavior alone, the diagnosis of social phobia (--------->ortho-constipation)
should not be made, but social fears unrelated to eating behavior (e.g., excessive fear of (--------->para-odromal)
speaking in public) may warrant an additional diagnosis of social phobia. Similarly, an additional (--------->ortho-tbi)
diagnosis of OCD should be considered only if the individual exhibits obsessions (---------->metagastroparesis)
and compulsions unrelated to food (e.g., an excessive fear of contamination), and an additional (--------->ortho-hypersomnolence)
diagnosis of body dysmorphic disorder should be considered only if the distortion is (---------->orthoundergone)
unrelated to body shape and size (e.g., preoccupation that one's nose is too big). (---------->orthomicturition)
Bulimia nervosa. Individuals with bulimia nervosa exhibit recurrent episodes of binge (---------->orthotwofold)
eating, engage in inappropriate behavior to avoid weight gain (e.g., self-induced vomiting), (--------->ortho-oxazepam)
and are overly concerned with body shape and weight. However, unlike individuals (---------->metaalejandro)
with anorexia nervosa, binge-eating/purging type, individuals with bulimia nervosa maintain (--------->meta-obstructions)
body weight at or above a minimally normal level. (---------->meta-differentiy)
Avoidant/restrictive food intake disorder. Individuals with this disorder may exhibit (---------->metaencapsulate)
significant weight loss or significant nutritional deficiency, but they do not have a fear of (---------->paraincessant)
gaining weight or of becoming fat, nor do they have a disturbance in the way they experience (--------->meta-pronouncing)
their body shape and weight. (---------->meta-behaving)
Comorbidity (---------->meta-discoid)
Bipolar, depressive, and anxiety disorders commonly co-occur with anorexia nervosa. (---------->orthohesitation)
Many individuals with anorexia nervosa report the presence of either an anxiety disorder (--------->ortho-precursors)
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or symptoms prior to onset of their eating disorder. OCD is described in some individuals (--------->ortho-nawab)
with anorexia nervosa, especially those with the restricting type. Alcohol use disorder and (--------->meta-detrinis)
other substance use disorders may also be comorbid with anorexia nervosa, especially (---------->paraseeming)
among those with the binge-eating/purging type. (---------->meta-cooccur)
Bulimia Nervosa (---------->ortho-misidentification)
Diagnostic Criteria 307.51 (F50.2) (---------->ortho-germs)
A. Recurrent episodes of binge eating. An episode of binge eating is characterized by (---------->metarelapse)
both of the following: (---------->ortho-kavitha)
1. Eating, in a discrete period of time (e.g., within any 2-hour period), an amount of (---------->metastroboscopic)
food that is definitely larger than what most individuals would eat in a similar period (---------->parawaning)
of time under similar circumstances. (---------->ortho-shaky)
2. A sense of lack of control over eating during the episode (e.g., a feeling that one (---------->paradodd)
cannot stop eating or control what or how much one is eating). (---------->ortho-variously)
B. Recurrent inappropriate compensatory behaviors in order to prevent weight gain, such (--------->ortho-infidelity)
as self-induced vomiting; misuse of laxatives, diuretics, or other medications; fasting; (---------->metaantiretroviral)
or excessive exercise. (---------->meta-psychogenic)
C. The binge eating and inappropriate compensatory behaviors both occur, on average, (---------->paraneurocircuitry)
at least once a week for 3 months. (---------->meta-wiih)
D. Self-evaluation is unduly influenced by body shape and weight. (---------->ortho-kirmayer)
E. The disturbance does not occur exclusively during episodes of anorexia nervosa. (---------->orthoeartha)
Specify if: (---------->meta-estranged)
In partial remission: After full criteria for bulimia nervosa were previously met, some, (---------->orthoapneic)
but not all, of the criteria have been met for a sustained period of time. (---------->para-whyte)
In full remission: After full criteria for bulimia nervosa were previously met, none of (---------->paranonpathological)
the criteria have been met for a sustained period of time. (---------->meta-deceleration)
Specify current severity: (---------->meta-syntonic)
The minimum level of severity is based on the frequency of inappropriate compensatory (---------->paraheinen)
behaviors (see below). The level of severity may be increased to reflect other symptoms (--------->ortho-prematurity)
and the degree of functional disability. (---------->ortho-solanto)
lUlild: An average of 1-3 episodes of inappropriate compensatory behaviors per week. (---------->orthopredisposing)
¦Moderate: An average of 4-7 episodes of inappropriate compensatory behaviors per (---------->orthorecollect)
week. (---------->ortho-devine)
Severe: An average of 8-13 episodes of inappropriate compensatory behaviors per (---------->orthoendocarditis)
week. (---------->para-stabihty)
Extreme: An average of 14 or more episodes of inappropriate compensatory behaviors (---------->orthounappealing)
per week. (---------->ortho-suppes)
Diagnostic Features (---------->ortho-moscicki)
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There are three essential features of bulimia nervosa: recurrent episodes of binge eating (--------->para-affectivity)
(Criterion A), recurrent inappropriate compensatory behaviors to prevent weight gain (---------->pararapidcycling)
(Criterion B), and self-evaluation that is unduly influenced by body shape and weight (---------->metaimpoverished)
(Criterion D). To qualify for the diagnosis, the binge eating and inappropriate compensatory (--------->para-antipathy)
behaviors must occur, on average, at least once per week for 3 months (Criterion C). (---------->paraarchil)
An "episode of binge eating" is defined as eating, in a discrete period of time, an (---------->ortho-cnown)
amount of food that is definitely larger than most individuals would eat in a similar period (--------->para-icsd)
of time under similar circumstances (Criterion Al). The context in which the eating occurs (--------->meta-paralysis)
may affect the clinician's estimation of whether the intake is excessive. For example, a (---------->metareciprocate)
quantity of food that might be regarded as excessive for a typical meal might be considered (--------->meta-storyhke)
normal during a celebration or holiday meal. A "discrete period of time" refers to a (---------->metarotomanie)
limited period, usually less than 2 hours. A single episode of binge eating need not be restricted (--------->ortho-eyebrows)
to one setting. For example, an individual may begin a binge in a restaurant and (---------->paraparanoia)
then continue to eat on returning home. Continual snacking on small amounts of food (---------->metadenckla)
throughout the day would not be considered an eating binge. (---------->para-tfie)
An occurrence of excessive food consumption must be accompanied by a sense of lack (---------->parametabolize)
of control (Criterion A2) to be considered an episode of binge eating. An indicator of loss (--------->para-endings)
of control is the inability to refrain from eating or to stop eating once started. Some individuals (--------->ortho-hypersomnia)
describe a dissociative quality during, or following, the binge-eating episodes. The (---------->paraegocentric)
impairment in control associated with binge eating may not be absolute; for example, an (--------->ortho-rohren)
individual may continue binge eating while the telephone is ringing but will cease if a (---------->paratumescence)
roommate or spouse unexpectedly enters the room. Some individuals report that their (---------->metageller)
binge-eating episodes are no longer characterized by an acute feeling of loss of control but (--------->para-heizer)
rather by a more generalized pattern of uncontrolled eating. If individuals report that they (--------->meta-nevado)
have abandoned efforts to control their eating, loss of control should be considered as (---------->orthowend)
present. Binge eating can also be planned in some instances. (---------->meta-sterotyped)
The type of food consumed during binges varies both across individuals and for a (---------->paraasperger)
given individual. Binge eating appears to be characterized more by an abnormality in the (--------->para-choosy)
amount of food consumed than by a craving for a specific nutrient. However, during binges, (--------->meta-incapacitated)
individuals tend to eat foods they would otherwise avoid. (---------->ortho-puliing)
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Individuals with bulimia nervosa are typically ashamed of their eating problems and (---------->metatwofold)
attempt to conceal their symptoms. Binge eating usually occurs in secrecy or as inconspicuously (--------->para-cerhan)
as possible. The binge eating often continues until the individual is uncomfortably, (---------->metaadjacencies)
or even painfully, full. The most common antecedent of binge eating is negative affect. (---------->paraglutamyltransferase)
Other triggers include interpersonal stressors; dietary restraint; negative feelings related (--------->meta-mormons)
to body weight, body shape, and food; and boredom. Binge eating may minimize or mitigate (--------->ortho-finnerty)
factors that precipitated the episode in the short-term, but negative self-evaluation (---------->parasidetracked)
and dysphoria often are the delayed consequences. (---------->ortho-resisting)
Another essential feature of bulimia nervosa is the recurrent use of inappropriate compensatory (--------->para-shadowing)
behaviors to prevent weight gain, collectively referred to as purge behaviors or (---------->orthomurmurs)
purging (Criterion B). Many individuals with bulimia nervosa employ several methods to (---------->paratriais)
compensate for binge eating. Vomiting is the most common inappropriate compensatory (--------->para-prolongations)
behavior. The immediate effects of vomiting include relief from physical discomfort and reduction (--------->ortho-acknowledging)
of fear of gaining weight. In some cases, vomiting becomes a goal in itself, and the (---------->paraconveyed)
individual will binge eat in order to vomit or will vomit after eating a small amount of food. (--------->ortho-tuch)
Individuals with bulimia nervosa may use a variety of methods to induce vomiting, including (--------->meta-apneic)
the use of fingers or instruments to stimulate the gag reflex. Individuals generally (---------->metadiathesis)
become adept at inducing vomiting and are eventually able to vomit at will. Rarely, individuals (--------->meta-categorical)
consume syrup of ipecac to induce vomiting. Other purging behaviors include the (---------->metamalaise)
misuse of laxatives and diuretics. A number of other compensatory methods may also be (--------->para-harmonized)
used in rare cases. Individuals with bulimia nervosa may misuse enemas following episodes (--------->para-prolongations)
of binge eating, but this is seldom the sole compensatory method employed. Individuals (--------->ortho-classifying)
with this disorder may take thyroid hormone in an attempt to avoid weight gain. (---------->metapoortinga)
Individuals with diabetes mellitus and bulimia nervosa may omit or reduce insulin doses in (--------->para-holloman)
order to reduce the metabolism of food consumed during eating binges. Individuals with (--------->ortho-observances)
bulimia nervosa may fast for a day or more or exercise excessively in an attempt to prevent (--------->meta-indifferent)
weight gain. Exercise may be considered excessive when it significantly interferes with important (--------->para-unnoticed)
activities, when it occurs at inappropriate times or in inappropriate settings, or (---------->ortho-dryness)
when the individual continues to exercise despite injury or other medical complications. (---------->parasyndromic)
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Individuals with bulimia nervosa place an excessive emphasis on body shape or weight (---------->paramuddled)
in their self-evaluation, and these factors are typically extremely important in determining (--------->para-keuthen)
self-esteem (Criterion D). Individuals with this disorder may closely resemble those w^ith (--------->ortho-saliva)
anorexia nervosa in their fear of gaining weight, in their desire to lose weight, and in the (---------->paraaudiovisual)
level of dissatisfaction with their bodies. However, a diagnosis of bulimia nervosa should (--------->meta-cille)
not be given when the disturbance occurs only during episodes of anorexia nervosa (Criterion (--------->ortho-postmenstrual)
E). (---------->meta-outnumber)
Associated Features Supporting Diagnosis (---------->ortho-frotteuristic)
Individuals with bulimia nervosa typically are within the normal weight or overweight (---------->orthomockery)
range (body mass index [BMI] > 18.5 and < 30 in adults). The disorder occurs but is uncommon (--------->meta-psychopathic)
among obese individuals. Between eating binges, individuals with bulimia nervosa (---------->orthosjmnptoms)
typically restrict their total caloric consumption and preferentially select low-calorie (---------->orthobilaterally)
("diet") foods while avoiding foods that they perceive to be fattening or likely to trigger a (---------->metadilemmas)
binge. (---------->ortho-cleft)
Menstrual irregularity or amenorrhea often occurs among females with bulimia nervosa; (---------->orthoethr)
it is uncertain whether such disturbances are related to weight fluctuations, to nutritional (--------->meta-sjnnptoms)
deficiencies, or to emotional distress. The fluid and electrolyte disturbances (---------->para-recollection)
resulting from the purging behavior are sometimes sufficiently severe to constitute medically (--------->meta-iilce)
serious problems. Rare but potentially fatal complications include esophageal tears, (---------->metakish)
gastric rupture, and cardiac arrhythmias. Serious cardiac and skeletal myopathies have (---------->orthoatten)
been reported among individuals following repeated use of syrup of ipecac to induce vomiting. (--------->ortho-hypercarbia)
Individuals who chronically abuse laxatives may become dependent on their use to (---------->orthoapphcations)
stimulate bowel movements. Gastrointestinal symptoms are commonly associated with (---------->orthobelinda)
bulimia nervosa, and rectal prolapse has also been reported among individuals with this (--------->ortho-sabella)
disorder. (---------->ortho-muttering)
Prevalence (---------->para-ideation)
Twelve-month prevalence of bulimia nervosa among young females is 1%-1.5%. Point (---------->orthomadhav)
prevalence is highest among young adults since the disorder peaks in older adolescence (--------->ortho-tropulsion)
and young adulthood. Less is known about the point prevalence of bulimia nervosa in (---------->orthopilarchik)
males, but bulimia nervosa is far less common in males than it is in females, with an approximately (--------->para-daskalakis)
10:1 female-to-male ratio. (---------->para-heritable)
Development and Course (---------->ortho-seldes)
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Bulimia nervosa commonly begins in adolescence or young adulthood. Onset before puberty (--------->para-euphoric)
or after age 40 is uncommon. The binge eating frequently begins during or after an (---------->orthorapoport)
episode of dieting to lose weight. Experiencing multiple stressful life events also can precipitate (--------->para-sequelae)
onset of bulimia nervosa. (---------->ortho-assessrilbnt)
Disturbed eating behavior persists for at least several years in a high percentage of (---------->orthoimpuisivity)
clinic samples. The course may be chronic or intermittent, with periods of remission (---------->orthosoiling)
alternating with recurrences of binge eating. However, over longer-term follow-up, the (---------->orthotriazolam)
symptoms of many individuals appear to diminish with or without treatment, although (---------->orthounreality)
treatment clearly impacts outcome. Periods of remission longer than 1 year are associated (--------->meta-ypersomnolence)
with better long-term outcome. (---------->ortho-efavirenz)
Significantly elevated risk for mortality (all-cause and suicide) has been reported for (---------->metamanasse)
individuals with bulimia nervosa. The CMR (crude mortality rate) for bulimia nervosa is (---------->metaalistair)
nearly 2% per decade. (---------->meta-schizoaffective)
Diagnostic cross-over from initial bulimia nervosa to anorexia nervosa occurs in a minority (--------->para-prosocial)
of cases (10%-15%). Individuals who do experience cross-over to anorexia nervosa (---------->paracfcu)
commonly will revert back to bulimia nervosa or have multiple occurrences of cross-overs (--------->meta-roblek)
between these disorders. A subset of individuals with bulimia nervosa continue to binge (---------->metaaccompaniment)
eat but no longer engage in inappropriate compensatory behaviors, and therefore their (---------->orthohatsukami)
symptoms meet criteria for binge-eating disorder or other specified eating disorder. Diagnosis (--------->para-cooccurring)
should be based on the current (i.e., past 3 months) clinical presentation. (---------->para-ersonally)
Risk and Prognostic Factors (---------->meta-tong)
Temperamental. Weight concerns, low self-esteem, depressive symptoms, social anxiety (--------->meta-loudness)
disorder, and overanxious disorder of childhood are associated with increased risk for (---------->parainterrupts)
the development of bulimia nervosa. (---------->para-failings)
Environmental. Internalization of a thin body ideal has been found to increase risk for (---------->metabum)
developing weight concerns, which in turn increase risk for the development of bulimia (---------->orthozabukovec)
nervosa. Individuals who experienced childhood sexual or physical abuse are at increased (--------->meta-faniily)
risk for developing bulimia nervosa. (---------->meta-edythe)
Genetic and physiological. Childhood obesity and early pubertal maturation increase (---------->orthoanxietyprovoking)
risk for bulimia nervosa. Familial transmission of bulimia nervosa may be present, as well (--------->ortho-banter)
as genetic vulnerabilities for the disorder. (---------->para-alvarenga)
Course modifiers. Severity of psychiatric comorbidity predicts worse long-term outcome (---------->paranao)
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of bulimia nervosa. (---------->meta-uninterrupted)
Culture-Related Diagnostic issues (---------->meta-disordgrs)
Bulimia nervosa has been reported to occur with roughly similar frequencies in most industrialized (--------->meta-kalpakci)
countries, including the United States, Canada, many European countries, (---------->ortho-deceiving)
Australia, Japan, New Zealand, and South Africa. In clinical studies of bulimia nervosa in (--------->ortho-deteriorating)
the United States, individuals presenting with this disorder are primarily white. However, (--------->meta-unintended)
the disorder also occurs in other ethnic groups and with prevalence comparable to estimated (--------->ortho-treatable)
prevalences observed in white samples. (---------->ortho-glib)
Gender-Related Diagnostic issues (---------->ortho-aimee)
Bulimia nervosa is far more common in females than in males. Males are especially underrepresented
(---------->meta-attentiondeficit)
in treatment-seeking samples, for reasons that have not yet been systematically (---------->orthoexaggeration)
examined. (---------->meta-kaufstein)
Diagnostic IViarkers (---------->ortho-idalia)
No specific diagnostic test for bulimia nervosa currently exists. However, several laboratory (--------->meta-supranuclear)
abnormalities may occur as a consequence of purging and may increase diagnostic (---------->orthokyofushoaike)
certainty. These include fluid and electrolyte abnormalities, such as hypokalemia (which (---------->parafloridly)
can provoke cardiac arrhythmias), hypochloremia, and hyponatremia. The loss of gastric (--------->ortho-fidgety)
acid through vomiting may produce a metabolic alkalosis (elevated serum bicarbonate), (---------->parapaternal)
and the frequent induction of diarrhea or dehydration through laxative and diuretic abuse (--------->meta-tardiness)
can cause metabolic acidosis. Some individuals with bulimia nervosa exhibit mildly elevated (--------->ortho-mintzer)
levels of serum amylase, probably reflecting an increase in the salivary isoenzyme. (---------->parapsen)
Physical examination usually yields no physical findings. However, inspection of the (---------->orthopenile)
mouth may reveal significant and permanent loss of dental enamel, especially from lingual (--------->meta-pathognomonic)
surfaces of the front teeth due to recurrent vomiting. These teeth may become (---------->orthogenderrelated)
chipped and appear ragged and "moth-eaten." There may also be an increased frequency (--------->ortho-febrile)
of dental caries. In some individuals, the salivary glands, particularly the parotid glands, (---------->paraparietal)
may become notably enlarged. Individuals who induce vomiting by manually stimulating (---------->paralatitudes)
the gag reflex may develop calluses or scars on the dorsal surface of the hand from repeated (--------->meta-mouthing)
contact with the teeth. Serious cardiac and skeletal myopathies have been reported (---------->orthokristie)
among individuals following repeated use of syrup of ipecac to induce vomiting. (---------->ortho-efrain)
Suicide Risic (---------->ortho-clinicopathological)
Suicide risk is elevated in bulimia nervosa. Comprehensive evaluation of individuals with (--------->ortho-reinstituted)
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this disorder should include assessment of suicide-related ideation and behaviors as well (--------->meta-levamisole)
as other risk factors for suicide, including a history of suicide attempts. (---------->meta-hoarding)
Functional Consequences of Buiimia Nervosa (---------->meta-coprolalia)
Individuals with bulimia nervosa may exhibit a range of functional limitations associated (---------->metaravi)
with the disorder. A minority of individuals report severe role impairment, with the social- (--------->ortho-valias)
life domain most likely to be adversely affected by bulimia nervosa. (---------->meta-ulanday)
Differentiai Diagnosis (---------->ortho-laypersons)
Anorexia nervosa, binge-eating/purging type. Individuals whose binge-eating behavior (---------->orthotelepathy)
occurs only during episodes of anorexia nervosa are given the diagnosis anorexia nervosa, (--------->para-ayurveda)
binge-eating/purging type, and should not be given the additional diagnosis of (---------->metadysphagia)
bulimia nervosa. For individuals with an initial diagnosis of anorexia nervosa who binge (---------->paramarketplaces)
and purge but whose presentation no longer meets the full criteria for anorexia nervosa, (--------->meta-incarceration)
binge-eating/purging type (e.g., when weight is normal), a diagnosis of bulimia nervosa (---------->paraaimety)
should be given only when all criteria for bulimia nervosa have been met for at least (---------->orthocassandra)
3 months. (---------->para-onerous)
Binge-eating disorder. Some individuals binge eat but do not engage in regular inappropriate (--------->para-disinfiibition)
compensatory behaviors. In these cases, the diagnosis of binge-eating disorder (---------->ortho-crg)
should be considered. (---------->ortho-ingratiation)
Kleine-Levin syndrome. In certain neurological or other medical conditions, such as (---------->metaonetime)
Kleine-Levin syndrome, there is disturbed eating behavior, but the characteristic psychological (--------->para-cannabinoids)
features of bulimia nervosa, such as overconcem with body shape and weight, are (---------->paracaricature)
not present. (---------->ortho-proximal)
Major depressive disorder, with atypical features. Overeating is common in major depressive (--------->meta-louisa)
disorder, with atypical features, but individuals with this disorder do not engage (---------->orthoideahon)
in inappropriate compensatory behaviors and do not exhibit the excessive concern with (---------->orthounaffected)
body shape and weight characteristic of bulimia nervosa. If criteria for both disorders are (--------->meta-rti)
met, both diagnoses should be given. (---------->meta-tasked)
Borderline personality disorder. Binge-eating behavior is included in the impulsive behavior (--------->meta-maturing)
criterion that is part of the definition of borderline personality disorder. If the criteria (---------->metanormality)
for both borderline personality disorder and bulimia nervosa are met, both diagnoses (---------->paralvledicationinduced)
should be given. (---------->ortho-abrupt)
Comorbidity (---------->meta-reexperienced)
Comorbidity with mental disorders is common in individuals with bulimia nervosa, with (---------->paraconductance)
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most experiencing at least one other mental disorder and many experiencing multiple comorbidities. (--------->para-turgidity)
Comorbidity is not limited to any particular subset but rather occurs across a (---------->metastereotypes)
wide range of mental disorders. There is an increased frequency of depressive symptoms (--------->ortho-unequivocal)
(e.g., low self-esteem) and bipolar and depressive disorders (particularly depressive disorders) (--------->para-developmeat)
in individuals with bulimia nervosa. In many individuals, the mood disturbance (---------->meta-ulrich)
begins at the same time as or following the development of bulimia nervosa, and individuals (--------->meta-afe)
often ascribe their mood disturbances to the bulimia nervosa. However, in some individuals, (--------->ortho-rubio)
the mood disturbance clearly precedes the development of bulimia nervosa. (---------->meta-macropsia)
There may also be an increased frequency of anxiety symptoms (e.g., fear of social situations) (--------->meta-ataque)
or anxiety disorders. These mood and anxiety disturbances frequently remit following (---------->orthokuramoto)
effective treatment of the bulimia nervosa. The lifetime prevalence of substance use, (---------->parasanjaya)
particularly alcohol or stimulant use, is at least 30% among individuals with bulimia nervosa. (--------->ortho-sharjeel)
Stimulant use often begins in an attempt to control appetite and weight. A substantial (---------->ortholeneigh)
percentage of individuals with bulimia nervosa also have personality features that (---------->ortho-cbl)
meet criteria for one or more personality disorders, most frequently borderline personality (--------->meta-personified)
disorder. (---------->meta-prochlorperazine)
Binge-Eating Disorder (---------->ortho-amgricsn)
Diagnostic Criteria 307.51 (F50.8) (---------->ortho-haverly)
A. Recurrent episodes of binge eating. An episode of binge eating is characterized (---------->orthotobe)
by both of the following: (---------->ortho-grieving)
1. Eating, in a discrete period of time (e.g., within any 2-hour period), an amount of (---------->orthocravings)
food that is definitely larger than what most people would eat in a similar period of (---------->paraneuroanatomical)
time under similar circumstances. (---------->meta-internationai)
2. A sense of lack of control over eating during the episode (e.g., a feeling that one (---------->metahypoactive)
cannot stop eating or control what or how much one is eating). (---------->para-postmenses)
B. The binge-eating episodes are associated with three (or more) of the following: (---------->orthoimpede)
1. Eating much more rapidly than normal. (---------->ortho-olincy)
2. Eating until feeling uncomfortably full. (---------->para-neurobehavioral)
3. Eating large amounts of food when not feeling physically hungry. (---------->meta-northrop)
4. Eating alone because of feeling embarrassed by how much one is eating. (---------->para-irregularly)
5. Feeling disgusted with oneself, depressed, or very guilty afterward. (---------->meta-afzal)
C. Marked distress regarding binge eating is present. (---------->ortho-provisionally)
D. The binge eating occurs, on average, at least once a week for 3 months. (---------->ortho-dishonesty)
E. The binge eating is not associated with the recurrent use of inappropriate compensatory (--------->meta-beeh)
behavior as in bulimia nen/osa and does not occur exclusively during the course (---------->orthoangina)
of bulimia nervosa or anorexia nervosa. (---------->meta-dampening)
Specify if: (---------->ortho-guarded)
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In partial remission: After full criteria for binge-eating disorder were previously met, (---------->paradunbar)
binge eating occurs at an average frequency of less than one episode per week for a (---------->parastriatum)
sustained period of time. (---------->meta-graf)
In full remission: After full criteria for binge-eating disorder were previously met, none (---------->orthostrangulating)
of the criteria have been met for a sustained period of time. (---------->meta-grimaces)
Specify current severity: (---------->meta-steen)
The minimum level of severity is based on the frequency of episodes of binge eating (see (--------->meta-halos)
below). The level of severity may be increased to reflect other symptoms and the degree (--------->ortho-stanek)
of functional disability. (---------->meta-entertained)
Mild: 1-3 binge-eating episodes per week. (---------->para-genotype)
lUloderate: 4-7 binge-eating episodes per week. (---------->meta-baskin)
Severe: 8-13 binge-eating episodes per week. (---------->ortho-reexperienced)
Extreme: 14 or more binge-eating episodes per week. (---------->meta-chromosomes)
Diagnostic Features (---------->ortho-unattainability)
The essential feature of binge-eating disorder is recurrent episodes binge eating that must (--------->meta-leukocytosis)
occur, on average, at least once per week for 3 months (Criterion D). An "episode of binge (--------->para-alleviated)
eating" is defined as eating, in a discrete period of time, an amount of food that is definitely (--------->para-admixtures)
larger than most people would eat in a similar period of time under similar circumstances (--------->meta-organophosphates)
(Criterion Al). The context in which the eating occurs may affect the clinician's (---------->metascintigraphy)
estimation of whether the intake is excessive. For example, a quantity of food that might be (--------->para-culp)
regarded as excessive for a typical meal might be considered normal during a celebration (--------->para-intonation)
or holiday meal. A ''discrete period of time" refers to a limited period, usually less than (---------->metacategorically)
2 hours. A single episode of binge eating need not be restricted to one setting. For example, (--------->meta-overprotection)
an individual may begin a binge in a restaurant and then continue to eat on returning (---------->metanding)
home. Continual snacking on small amounts of food throughout the day would not be considered (--------->meta-intonation)
an eating binge. (---------->meta-hypocretin)
An occurrence of excessive food consumption must be accompanied by a sense of lack (--------->ortho-bupropion)
of control (Criterion A2) to be considered an episode of binge eating. An indicator of loss (--------->para-iravis)
of control is the inability to refrain from eating or to stop eating once started. Some individuals (--------->para-nonconfonnity)
describe a dissociative quality during, or following, the binge-eating episodes. The (---------->metaconsiderakjle)
impairment in control associated with binge eating may not be absolute; for example, an (--------->ortho-trachman)
individual may continue binge eating while the telephone is ringing but will cease if a (---------->metaconunent)
roommate or spouse unexpectedly enters the room. Some individuals report that their (---------->metabertman)
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binge-eating episodes are no longer characterized by an acute feeling of loss of control but (--------->ortho-pereonality)
rather by a more generalized pattern of uncontrolled eating. If individuals report that they (--------->para-comatose)
have abandoned efforts to control their eating, loss of control may still be considered as (---------->orthoarteriolosclerosis)
present. Binge eating can also be planned in some instances. (---------->ortho-purview)
The type of food consumed during binges varies both across individuals and for a given (---------->metadialects)
individual. Binge eating appears to be characterized more by an abnormality in the amount (--------->meta-janeane)
of food consumed than by a craving for a specific nutrient. (---------->ortho-uric)
Binge eating must be characterized by marked distress (Criterion C) and at least three (---------->orthogroin)
of the following features: eating much more rapidly than normal; eating until feeling uncomfortably (--------->meta-callous)
full; eating large amoimts of food when not feeling physically hungry; eating (---------->ortho-cuyar)
alone because of feeling embarrassed by how much one is eating; and feeling disgusted (--------->para-katlin)
with oneself, depressed, or very guilty afterward (Criterion B). (---------->ortho-hoarded)
Individuals with binge-eating disorder are typically ashamed of their eating problems (---------->orthoisu)
and attempt to conceal their symptoms. Binge eating usually occurs in secrecy or as inconspicuously (--------->ortho-hematocrit)
as possible. The most common antecedent of binge eating is negative affect. (---------->parauneasiness)
Other triggers include intefersonal stressors; dietary restraint; negative feelings related (---------->orthocategorically)
to body weight, body shape, and food; and boredom. Binge eating may miriimize or mitigate (--------->para-syndronne)
factors that precipitated the episode in the short-term, but negative self-evaluation (---------->metamendelsohn)
and dysphoria often are the delayed consequences. (---------->meta-selfi)
Associated Features Supporting Diagnosis (---------->ortho-xbo)
Binge-eating disorder occurs in normal-weight/overweight and obese individuals. It is reliably (--------->para-dorsey)
associated with overweight and obesity in treatment-seeking individuals. Nevertheless, (---------->paraderringer)
binge-eating disorder is distinct from obesity. Most obese individuals do not (---------->orthononpurposive)
engage in recurrent binge eating. In addition, compared with weight-matched obese individuals (--------->para-sequenced)
without binge-eating disorder, those with the disorder consume more calories in (---------->orthoprosodic)
laboratory studies of eating behavior and have greater functional impairment, lower quality (--------->ortho-variously)
of life, more subjective distress, and greater psychiatric comorbidity. (---------->ortho-atypicality)
Prevaience (---------->meta-exum)
Twelve-month prevalence of binge-eating disorder among U.S. adult (age 18 or older) females (--------->ortho-neurotransmitters)
and males is 1.6% and 0.8%, respectively. The gender ratio is far less skewed in bingeeating (--------->ortho-diuretic)
disorder than in bulimia nervosa. Binge-eating disorder is as prevalent among females (---------->metaesn)
from racial or ethnic minority groups as has been reported for white females. The (---------->orthoparuresis)
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disorder is more prevalent among individuals seeking weight-loss treatment than in the (---------->metafaye)
general population. (---------->ortho-dispensers)
Development and Course (---------->meta-lavid)
Little is known about the development of binge-eating disorder. Both binge eating and (---------->paratantrums)
loss-of-control eating without objectively excessive consumption occur in children and are (--------->ortho-chemotherapeutic)
associated with increased body fat, weight gain, and increases in psychological symptoms. (--------->ortho-reassignment)
Binge eating is common in adolescent and college-age samples. Loss-of-control eating or (--------->para-polysomnography)
episodic binge eating may represent a prodromal phase of eating disorders for some individuals. (--------->ortho-individu)
Dieting follows the development of binge eating in many individuals with bingeeating (---------->orthodenys)
disorder. (This is in contrast to bulimia nervosa, in which dysfunctional dieting (---------->para-shona)
usually precedes the onset of binge eating.) Binge-eating disorder typically begins in adolescence (--------->ortho-soni)
or young adulthood but can begin in later adulthood. Individuals with bingeeating (---------->parainvestigational)
disorder who seek treatment usually are older than individuals with either bulimia (---------->para-zack)
nervosa or anorexia nervosa who seek treatment. (---------->ortho-mize)
Remission rates in both natural course and treatment outcome studies are higher for (---------->paramizrahi)
binge-eating disorder than for bulimia nervosa or anorexia nervosa. Binge-eating disorder (--------->meta-monozygotic)
appears to be relatively persistent, and the course is comparable to that of bulimia nervosa (--------->ortho-irreversibly)
in terms of severity and duration. Crossover from binge-eating disorder to other eating (---------->metahematoma)
disorders is uncommon. (---------->meta-winstead)
Risk and Prognostic Factors (---------->ortho-feats)
Genetic and physiological. Binge-eating disorder appears to run in families, which may (---------->ortholeukoencephalopathy)
reflect additive genetic influences. (---------->para-neuropathology)
Culture-Reiated Diagnostic issues (---------->meta-emsdorff)
Binge-eating disorder occurs with roughly similar frequencies in most industrialized (---------->para-dqb)
countries, including the United States, Canada, many European countries, Australia, and (--------->para-ambivalent)
New Zealand. In the United States, the prevalence of binge-eating disorder appears comparable (--------->ortho-valsalva)
among non-Latino whites. Latinos, Asians, and African Americans. (---------->meta-moscicki)
Functionai Consequences of Binge-Eating Disorder (---------->ortho-lateonset)
Binge-eating disorder is associated with a range of functional consequences, including social (--------->ortho-nitrous)
role adjustment problems, impaired health-related quality of life and life satisfaction, (---------->metamenstruate)
increased medical morbidity and mortality, and associated increased health care utilization (--------->ortho-formes)
compared with body mass index (BMI)-matched control subjects. It may also be associated (--------->meta-zee)
with an increased risk for weight gain and the development of obesity. (---------->para-katharina)
Differential Diagnosis (---------->para-silliness)
Bulimia neivosa. Binge-eating disorder has recurrent binge eating in common with bulimia (--------->para-retrospectively)
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nervosa but differs from the latter disorder in some fundamental respects. In terms of (---------->orthoobserves)
clinical presentation, the recurrent inappropriate compensatory behavior (e.g., purging, (---------->metaabdominoperitoneal)
driven exercise) seen in bulimia nervosa is absent in binge-eating disorder. Unlike individuals (--------->para-unconcerned)
with bulimia nervosa, individuals with binge-eating disorder typically do not (---------->para-thelen)
show marked or sustained dietary restriction designed to influence body weight and (---------->metakidd)
shape between binge-eating episodes. They may, however, report frequent attempts at (---------->parapriori)
dieting. Binge-eating disorder also differs from bulimia nervosa in terms of response to treatment. (--------->ortho-idalia)
Rates of improvement are consistently higher among individuals with binge-eating (---------->paranonpsychiatric)
disorder than among those with bulimia nervosa. (---------->ortho-stamboni)
Obesity. Binge-eating disorder is associated with overweight and obesity but has (---------->para-bansal)
several key features that are distinct from obesity. First, levels of overvaluation of body (---------->metanonpartner)
weight and shape are higher in obese individuals with the disorder than in those without (--------->ortho-categorization)
the disorder. Second, rates of psychiatric comorbidity are significantly higher among (---------->metapsychiatrically)
obese individuals with the disorder compared with those without the disorder. Third, the (---------->parainternalization)
long-term successful outcome of evidence-based psychological treatments for bingeeating (--------->meta-coprophilia)
disorder can be contrasted with the absence of effective long-term treatments for (---------->parasnoring)
obesity. (---------->ortho-bedside)
Bipolar and depressive disorders. Increases in appetite and weight gain are included (---------->paraprevidi)
in the criteria for major depressive episode and in the atypical features specifiers for depressive (--------->para-hauser)
and bipolar disorders. Increased eating in the context of a major depressive episode (---------->metasuicides)
may or may not be associated with loss of control. If the full criteria for both disorders (---------->metadiscontinuity)
are met, both diagnoses can be given. Binge eating and other symptoms of disordered eating (--------->para-overzealous)
are seen in association with bipolar disorder. If the full criteria for both disorders are (---------->parasharpe)
met, both diagnoses should be given. (---------->para-lympho)
Borderline personality disorder. Binge eating is included in the impulsive behavior criterion (--------->para-iterative)
that is part of the definition of borderline personality disorder. If the full criteria for (---------->orthoinsincere)
both disorders are met, both diagnoses should be given. (---------->para-fereidoon)
Comorbidity (---------->para-phencyclidines)
Binge-eating disorder is associated with significant psychiatric comorbidity that is comparable (--------->meta-purge)
to that of bulimia nervosa and anorexia nervosa. The most common comorbid disorders (---------->metapreferentially)
are bipolar disorders, depressive disorders, anxiety disorders, and, to a lesser (---------->paramcquistion)
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degree, substance use disorders. The psychiatric comorbidity is linked to the severity of (--------->ortho-nonresponse)
binge eating and not to the degree of obesity. (---------->ortho-predilection)
Other Specified Feeding or Eating Disorder (---------->ortho-broadley)
307.59 (F50.8) (---------->para-earnshaw)
This category applies to presentations in which symptoms characteristic of a feeding and (--------->meta-lianzi)
eating disorder that cause clinically significant distress or impairment in social, occupational, (--------->ortho-cytotoxic)
or other important areas of functioning predominate but do not meet the full criteria for (---------->paracompel)
any of the disorders in the feeding and eating disorders diagnostic class. The other specified (--------->meta-coexists)
feeding or eating disorder category is used in situations in which the clinician chooses (---------->paraprotopopescu)
to communicate the specific reason that the presentation does not meet the criteria for any (--------->ortho-petechial)
specific feeding and eating disorder. This is done by recording “other specified feeding or (--------->ortho-unrealistic)
eating disorder” followed by the specific reason (e.g., “bulimia nervosa of low frequency”). (--------->para-jeffery)
Examples of presentations that can be specified using the “other specified” designation (---------->parareserpine)
include the following: (---------->ortho-risperidone)
1. Atypical anorexia nervosa: All of the criteria for anorexia nervosa are met, except (---------->metaketamine)
that despite significant weight loss, the individual’s weight is within or above the normal (---------->orthoneurotransmitter)
range. (---------->para-amotivational)
2. Bulimia nervosa (of low frequency and/or limited duration): All of the criteria for (---------->metaselfinduced)
bulimia nervosa are met, except that the binge eating and inappropriate compensatory (---------->paramannuzza)
behaviors occur, on average, less than once a week and/or for less than 3 months. (---------->metadereallzation)
3. Binge-eating disorder (of low frequency and/or limited duration): All of the criteria (---------->paradespondency)
for binge-eating disorder are met, except that the binge eating occurs, on average, less (---------->paraparaphilia)
than once a week and/or for less than 3 months. (---------->meta-psychoactive)
4. Purging disorder: Recurrent purging behavior to influence weight or shape (e.g., selfinduced (--------->para-olincy)
vomiting: misuse of laxatives, diuretics, or other medications) in the absence (---------->ortho-banter)
of binge eating. (---------->para-suppressants)
5. Night eating syndrome: Recurrent episodes of night eating, as manifested by eating (---------->parashona)
after awakening from sleep or by excessive food consumption after the evening meal. (---------->metadissoci)
There Is awareness and recall of the eating. The night eating is not better explained by (---------->metablunts)
external influences such as changes in the individual’s sleep-wake cycle or by local social (--------->para-reichmuth)
norms. The night eating causes significant distress and/or impairment in functioning. (---------->paracontroiied)
The disordered pattern of eating is not better explained by binge-eating disorder (---------->orthomanography)
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or another mental disorder, including substance use, and is not attributable to another (---------->paraseizurelike)
medical disorder or to an effect of medication. (---------->ortho-oes)
Unspecified Feeding or Eating Disorder (---------->meta-morbid)
307.50 (F50.9) (---------->para-hypercholesterolemia)
This category applies to presentations in which symptoms characteristic of a feeding and (--------->para-barillas)
eating disorder that cause clinically significant distress or impairment in social, occupational, (--------->ortho-waruinge)
or other important areas of functioning predominate but do not meet the full criteria for (---------->metacontaminating)
any of the disorders in the feeding and eating disorders diagnostic class. The unspecified (--------->meta-menninga)
feeding and eating disorder category is used in situations in which the clinician chooses (---------->metarumaldo)
not to specify the reason that the criteria are not met for a specific feeding and eating disorder, (--------->para-glues)
and includes presentations in which there is insufficient information to make a more (---------->orthoindifferent)
specific diagnosis (e.g., in emergency room settings). (---------->meta-hagman)
Elimination (---------->ortho-selectively)
Disorders (---------->meta-jsi)
Elimin3tion diSOrdGrSall involve the inappropriate elimination of urine or feces (---------->meta-driskill)
and are usually first diagnosed in childhood or adolescence. This group of disorders includes (--------->meta-agnosia)
enuresis, the repeated voiding of urine into inappropriate places, and encopresis, the (---------->orthobrainwashing)
repeated passage of feces into inappropriate places. Subtypes are provided to differentiate (--------->meta-impulsivity)
nocturnal from diurnal (i.e., during waking hours) voiding for enuresis and the presence or (--------->meta-craniofacial)
absence of constipation and overflow incontinence for encopresis. Although there are minimum (--------->meta-nicasio)
age requirements for diagnosis of both disorders, these are based on developmental (---------->orthoetrator)
age and not solely on chronological age. Both disorders may be volimtary or involuntary. (--------->para-outbreaks)
Although these disorders typically occur separately, co-occurrence may also be observed. (--------->ortho-butane)
Enuresis (---------->ortho-enact)
Diagnostic Criteria 307.6 (F98.0) (---------->para-precipitates)
A. Repeated voiding of urine into bed or clothes, whether involuntary or intentional. (---------->paraciassification)
B. The behavior is clinically significant as manifested by either a frequency of at least twice a (--------->para-succinctly)
week for at least 3 consecutive months or the presence of clinically significant distress or (--------->ortho-heimberg)
impairment in social, academic (occupational), or other important areas of functioning. (---------->pararodents)
C. Chronological age is at least 5 years (or equivalent developmental level). (---------->para-kasdan)
D. The behavior is not attributable to the physiological effects of a substance (e.g., a diuretic, (--------->meta-anticipating)
an antipsychotic medication) or another medical condition (e.g., diabetes, spina (---------->ortho-jeffery)
bifida, a seizure disorder). (---------->para-weakly)
Specify whether: (---------->para-corpuscular)
Nocturnal only: Passage of urine only during nighttime sleep. (---------->para-epileptic)
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Diurnal only: Passage of urine during waking hours. (---------->meta-repudiated)
Nocturnal and diurnal: A combination of the two subtypes above. (---------->meta-simplification)
Subtypes (---------->meta-hypopnea)
The noctumal-only subtype of enuresis, sometimes referred to as monosymptomatic enuresis, (--------->ortho-subjectively)
is the most common subtype and involves incontinence only during nighttime sleep, (---------->metavasopressin)
typically during the first one-third of the night. The diurnal-only subtype occurs in the (---------->metatemporoparietal)
absence of nocturnal enuresis and may be referred to simply as urinary incontinence. Individuals (--------->para-logue)
with this subtype can be divided into two groups. Individuals with ''urge incontinence" (---------->orthowonderlich)
have sudden urge symptoms and detrusor instability, whereas individuals with (---------->para-trivedi)
voiding postponement consciously defer micturition urges until incontinence results. (---------->metamoming)
The noctumal-and-diurnal subtype is also known as nonmonosymptomatic enuresis. (---------->paramuteness)
Diagnostic Features (---------->para-farida)
The essential feature of enuresis is repeated voiding of urine during the day or at night into (--------->para-nonfrail)
bed or clothes (Criterion A). Most often the voiding is involuntary, but occasionally it may (--------->meta-sanjay)
be intentional. To qualify for a diagnosis of enuresis, the voiding of urine must occur at (---------->orthochromosomal)
least twice a week for at least 3 consecutive months or must cause clinically significant distress (--------->meta-theatricality)
or impairment in social, academic (occupational), or other important areas of functioning (--------->meta-jianhua)
(Criterion B). The individual must have reached an age at which continence is (---------->orthohumiliated)
expected (i.e., a chronological age of at least 5 years or, for children with developmental (--------->meta-occupationally)
delays, a mental age of at least 5 years) (Criterion C). The urinary incontinence is not attributable (--------->ortho-grimaces)
to the physiological effects of a substance (e.g., a diuretic, an antipsychotic medication) (---------->orthorepudiated)
or another medical condition (e.g., diabetes, spina bifida, a seizure disorder) (---------->orthoovervaluatipn)
(Criterion D). (---------->meta-choking)
Associated Features Supporting Diagnosis (---------->para-outpatients)
Ehiring nocturnal enuresis, occasionally the voiding takes place during rapid eye movement (--------->meta-tinnitus)
(REM) sleep, and the child may recall a dream that involved the act of urinating. During daytime (--------->meta-guenzel)
(diurnal) enuresis, the child defers voiding until incontinence occurs, sometimes because (--------->para-postural)
of a reluctance to use the toilet as a result of social anxiety or a preoccupation with school or (--------->ortho-hyperperfectionism)
play activity. The enuretic event most commonly occurs in the early afternoon on school days (--------->para-orienting)
and may be associated with symptoms of disruptive behavior. The enuresis commonly persists (--------->ortho-diethylamide)
after appropriate treatment of an associated infection. (---------->meta-preeya)
Prevaience (---------->ortho-maturation)
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The prevalence of enuresis is 5%-10% among 5-year-olds, 3%-5% among 10-year-olds, (--------->ortho-storch)
and around 1% among individuals 15 years or older. (---------->meta-circuitries)
Deveiopment and Course (---------->meta-connote)
Two types of course of enuresis have been described: a "primary" type, in which the individual (--------->ortho-methaqualone)
has never established urinary continence, and a "secondary" type, in which the disturbance (--------->meta-hypophosphorylation)
develops after a period of established urinary continence. There are no differences (---------->metamicroarray)
in prevalence of comorbid mental disorders between the two types. By definition, primary (--------->meta-neurotoxic)
enuresis begins at age 5 years. The most common time for the onset of secondary enuresis (--------->para-undermining)
is between ages 5 and 8 years, but it may occur at any time. After age 5 years, the rate of spontaneous
(---------->para-deceitfulness)
remission is 5%-10% per year. Most children with the disorder become continent (---------->parastotland)
by adolescence, but in approximately 1% of cases the disorder continues into adulthood. (--------->meta-smilowitz)
Diurnal enuresis is uncommon after age 9 years. While occasional diurnal incontinence is (--------->ortho-superimposed)
not uncommon in middle childhood, it is substantially more common in those who also (---------->parahomogeneity)
have persistent nocturnal enuresis. When enuresis persists into late childhood or adolescence, (--------->para-apprehension)
the frequency of incontinence may increase, whereas continence in early childhood (---------->orthoiindividuali)
is usually associated with a declining frequency of wet nights. (---------->ortho-tjoa)
Risic and Prognostic Factors (---------->para-reactivity)
Environmental. A number of predisposing factors for enuresis have been suggested, including (--------->ortho-epileptic)
delayed or lax toilet training and psychosocial stress. (---------->meta-anecdotal)
Genetic and physiological. Enuresis has been associated with delays in the development (--------->meta-murmurs)
of normal circadian rhythms of urine production, with resulting nocturnal polyuria (---------->metaivlarlcers)
or abnormalities of central vasopressin receptor sensitivity, and reduced functional bladder (--------->ortho-penile)
capacities with bladder hyperreactivity (unstable bladder syndrome). Nocturnal enuresis (--------->ortho-tctj)
is a genetically heterogeneous disorder. Heritability has been shown in family, twin, (---------->orthomaliciously)
and segregation analyses. Risk for childhood nocturnal enuresis is approximately 3.6 times (--------->ortho-ssris)
higher in offspring of enuretic mothers and 10.1 times higher in the presence of paternal (--------->ortho-sedative)
urinary incontinence. The risk magnitudes for nocturnal enuresis and diurnal incontinence (--------->ortho-ascribed)
are similar. (---------->ortho-talkative)
Culture-Related Diagnostic Issues (---------->ortho-glorisa)
Enuresis has beeh reported in a variety of European, African, and Asian countries as well (--------->meta-medicai)
as in the United States. At a national level, prevalence rates are remarkably similar, and (--------->ortho-sleeprelated)
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there is great similarity in the developmental trajectories found in different countries. (---------->orthoseeldng)
There are very high rates of enuresis in orphanages and other residential institutions, (---------->metagroen)
likely related to the mode and environment in which toilet training occurs. (---------->meta-encountering)
Gender-Related Diagnostic issues (---------->para-metasyndrome)
Nocturnal enuresis is more common in males. Diurnal incontinence is more common in females. (--------->ortho-inexperience)
The relative risk of having a child who develops enuresis is greater for previously (---------->paranegativism)
enuretic fathers than for previously enuretic mothers. (---------->meta-psycliotic)
Functional Consequences of Enuresis (---------->ortho-midline)
The amount of impairment associated with enuresis is a function of the limitation on the (---------->orthoneuroticism)
child's social activities (e.g., ineligibility for sleep-away camp) or its effect on the child's (---------->parasheryl)
self-esteem, the degree of social ostracism by peers, and the anger, punishment, and rejection (--------->para-lohr)
on the part of caregivers. (---------->para-euthymia)
Differential Diagnosis (---------->meta-domenico)
Neurogenic bladder or another medical condition. The diagnosis of enuresis is not made (--------->ortho-widowed)
in the presence of a neurogenic bladder or another medical condition that causes polyuria or (--------->meta-dysexecutive)
urgency (e.g., untreated diabetes mellitus or diabetes insipidus) or during an acute urinary (--------->para-hormonal)
tract infection. However, a diagnosis is compatible with such conditions if urinary incontinence (--------->para-bleiberg)
was regularly present prior to the development of another medical condition or if it persists (--------->meta-underestimate)
after the institution of appropriate treatment of the medical condition. (---------->ortho-scratching)
Medication side effects. Enuresis may occur during treatment with antipsychotic medications, (--------->para-harmandayan)
diuretics, or other medications that may induce incontinence. In this case, the diagnosis (---------->paraanalgesic)
should not be made in isolation but may be noted as a medication side effect. (---------->para-inciuding)
However, a diagnosis of enuresis may be made if urinary incontinence was regularly present (--------->para-logue)
prior to treatment with the medication. (---------->ortho-nonsignificant)
Comorbidity (---------->para-ahson)
Although most children with enuresis do not have a comorbid mental disorder, the prevalence (--------->meta-unnecessarily)
of comorbid behavioral symptoms is higher in children with enuresis than in children without (--------->para-hia)
enuresis. Developmental delays, including speech, language, learning, and motor skills (---------->paradeveiopment)
delays, are also present in a portion of children with enuresis. Encopresis, sleepwalking, and (--------->meta-sheryl)
sleep terror disorder may be present. Urinary tract infections are more common in children (--------->para-boman)
with enuresis, especially the diurnal subtype, than in those who are continent. (---------->paraundetected)
Encopresis (---------->ortho-audiovisual)
Diagnostic Criteria 307.7 (F98.1) (---------->ortho-kyomen)
A. Repeated passage of feces into inappropriate places (e.g., clothing, floor), whether involuntary (--------->ortho-aloof)
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or intentional. (---------->ortho-nonproductive)
B. At least one such event occurs each month for at least 3 months. (---------->para-guido)
C. Chronological age is at least 4 years (or equivalent developmental level). (---------->para-tohen)
D. The behavior is not attributable to the physiological effects of a substance (e.g., laxatives) (--------->para-isaacs)
or another medical condition except through a mechanism involving constipation. (---------->para-zo)
Specify whether: (---------->meta-bilaterally)
With constipation and overflow incontinence: There is evidence of constipation on (---------->orthoelectrophysiological)
physical examination or by history. (---------->meta-phobia)
Without constipation and overflow incontinence: There is no evidence of constipation (---------->orthoconventionally)
on physical examination or by history. (---------->meta-prochlorperazine)
Subtypes (---------->ortho-dystonie)
Feces in the with constipation and overflow incontinence subtype are characteristically (---------->parawolitzky)
(but not invariably) poorly formed, and leakage can be infrequent to continuous, occurring (--------->meta-immature)
mostly during the day and rarely during sleep. Only part of the feces is passed during (---------->metapragmatics)
toileting, and the incontinence resolves after treatment of the constipation. (---------->meta-enc)
In the without constipation and overflow incontinence subtype, feces are likely to be of (---------->orthokleinelevin)
normal form and consistency, and soiling is intermittent. Feces may be deposited in a (---------->metabrien)
prominent location. This is usually associated with the presence of oppositional defiant (---------->parauneasiness)
disorder or conduct disorder or may be the consequence of anal masturbation. Soiling (---------->orthopreoccupations)
without constipation appears to be less common than soiling with constipation. (---------->meta-berquist)
Diagnostic Features (---------->meta-faking)
The essential feature of encopresis is repeated passage of feces into inappropriate places (e.g., (--------->ortho-yelling)
clothing or floor) (Criterion A). Most often the passage is involimtary but occasionally may be (--------->para-stabbed)
intentional. The event must occur at least once a month for at least 3 months (Criterion B), and (--------->para-lavretsky)
the chronological age of the child must be at least 4 years (or for children with developmental (--------->para-xuan)
delays, the mental age must be at least 4 years) (Criterion C). The fecal incontinence must not (--------->para-negahve)
be exclusively attributable to the physiological effects of a substance (e.g., laxatives) or another (--------->ortho-menninga)
medical condition except through a mechanism involving constipation (Criterion D). (---------->orthoingmar)
When the passage of feces is involuntary rather than intentional, it is often related to (---------->metabeneficent)
constipation, impaction, and retention with subsequent overflow. The constipation may (---------->orthostumbling)
develop for psychological reasons (e.g., anxiety about defecating in a particular place, a (--------->ortho-situationai)
more general pattern of anxious or oppositional behavior), leading to avoidance of defecation. (--------->para-folliculitis)
Physiological predispositions to constipation include ineffectual straining or paradoxical (---------->paraworster)
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defecation dynamics, with contraction rather than relaxation of the external sphincter (---------->paragettingoutof)
or pelvic floor during straining for defecation. Dehydration associated with a febrile illness, (--------->meta-perseverant)
hypothyroidism, or a medication side effect can also induce constipation. Once constipation (--------->meta-psychotropic)
has developed, it may be complicated by an anal fissure, painful defecation, and (---------->parabrandyn)
further fecal retention. The consistency of the stool may vary. In some individuals the stool (--------->para-barillas)
may be of normal or near-normal consistency. In other individuals—such as those with (---------->orthounnatural)
overflow incontinence secondary to fecal retention—it may be liquid. (---------->meta-nonattendance)
Associated Features Supporting Diagnosis (---------->para-gfeller)
The child with encopresis often feels ashamed and may wish to avoid situations (e.g., (---------->metastagnation)
camp, school) that might lead to embarrassment. The amount of impairment is a function (--------->meta-tardif)
of the effect on the child's self-esteem, the degree of social ostracism by peers, and the anger, (--------->para-kavitha)
punishment, and rejection on the part of caregivers. Smearing feces may be deliberate (---------->parateic)
or accidental, resulting from the child's attempt to clean or hide feces that were passed involuntarily. (--------->para-peterman)
When the incontinence is clearly deliberate, features of oppositional defiant (---------->meta-cipitants)
disorder or conduct disorder may also be present. Many children with encopresis and (---------->metacorrelate)
chronic constipation also have enuresis symptoms and may have associated urinary reflux (--------->ortho-msdg)
in the bladder or ureters that may lead to chronic urinary infections, the symptoms of (---------->metagallien)
which may remit with treatment of the constipation. (---------->ortho-admitting)
Prevalence (---------->meta-jitteriness)
It is estimated thiht approximately 1% of 5-year-olds have encopresis, and the disorder is (--------->ortho-prominently)
more common in males than in females. (---------->ortho-peyote)
Development and Course (---------->para-collaborating)
Encopresis is not diagnosed until a child has reached a chronological age of at least 4 years (--------->meta-unneeded)
(or for children with developmental delays, a mental age of at least 4 years). Inadequate, (--------->para-disrupts)
inconsistent toilet training and psychosocial stress (e.g., entering school, the birth of a sibling) (--------->para-exerting)
may be predisposing factors. Two types of course have been described: a "primary" (---------->pararesembles)
type, in which the individual has never established fecal continence, and a "secondary" (---------->metaaguilar)
type, in which the disturbance develops after a period of established fecal continence. Encopresis (--------->meta-huegel)
can persist, with intermittent exacerbations, for years. (---------->ortho-psrsphilic)
Risk and Prognostic Factors (---------->meta-hiatal)
Genetic and physiological. Painful defecation can lead to constipation and a cycle of withholding (--------->ortho-waving)
behaviors that make encopresis more likely. Use of some medications (e.g., anticonvulsants, (--------->meta-impractic)
cough suppressants) may increase constipation and make encopresis more (---------->ortho-unmarried)
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likely. (---------->para-voegels)
Diagnostic IVIarkers (---------->meta-sanjurjo)
In addition to physical examination, gastrointestinal imaging (e.g., abdominal radiograph) (--------->meta-delatorre)
may be informative to assess retained stool and gas in the colon. Additional tests, such as (--------->para-inferences)
barium enema and anorectal manography, may be used to help exclude other medical (---------->paraneurofibrillary)
conditions, such as Hirschsprung's disease. (---------->meta-micrograms)
Differential Diagnosis (---------->meta-despondency)
A diagnosis of encopresis in the presence of another medical condition is appropriate only (--------->para-fluency)
if the mechanism involves constipation that cannot be explained by other medical conditions. (--------->meta-recounted)
Fecal incontinence related to other medical conditions (e.g., chronic diarrhea, spina (---------->metainattention)
bifida, anal stenosis) would not warrant a DSM-5 diagnosis of encopresis. (---------->ortho-abnormai)
Comorbidity (---------->meta-ojo)
Urinary tract infections can be comorbid with encopresis and are more common in females. (--------->ortho-stoop)
Other Specified Elimination Disorder (---------->para-incite)
This category applies to presentations in which symptoms characteristic of an elimination (--------->ortho-haliucinogen)
disorder that cause clinically significant distress or impairment in social, occupational, or (--------->ortho-powderlike)
other important areas of functioning predominate but do not meet the full criteria for any of (--------->para-bereavement)
the disorders in the elimination disorders diagnostic class. The other specified elimination (--------->para-boxshaped)
disorder category is used in situations in which the clinician chooses to communicate the (--------->meta-archil)
specific reason that the presentation does not meet the criteria for any specific elimination (--------->ortho-triiodothyronine)
disorder. This is done by recording “other specified elimination disorder” followed by the (--------->ortho-stereotypic)
specific reason (e.g., “low-frequency enuresis”). (---------->para-antihypertensive)
Coding note: Code 788.39 (N39.498) for other specified elimination disorder with urinary (--------->para-nandini)
symptoms: 787.60 (R15.9) for other specified elimination disorder with fecal symptoms. (---------->parawillia)
Unspecified Elimination Disorder (---------->ortho-camacho)
This category applies to presentations in which symptoms characteristic of an elimination (--------->ortho-cults)
disorder that cause clinically significant distress or impairment in social, occupational, or (---------->parahyperperfectionism)
other important areas of functioning predominate but do not meet the full criteria for any of (--------->para-ruben)
the disorders in the elimination disorders diagnostic class. The unspecified elimination disorder (--------->ortho-inhalants)
category is used in situations in which the clinician chooses nof to specify the reason (---------->orthoprecedes)
that the criteria are not met for a specific elimination disorder, and includes presentations (--------->meta-iess)
in which there is insufficient information to make a more specific diagnosis (e.g., in emergency (--------->ortho-wakefulness)
room settings). (---------->meta-recurrently)
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Coding note: Code 788.30 (R32) for unspecified elimination disorder with urinary symptoms; (--------->ortho-koblin)
787.60 (R15.9) for unspecified elimination disorder with fecal symptoms. (---------->para-tamar)
Sleep-W&k^ (---------->para-subcutaneous)
ThG DSM-5 Cl3SSifiC3tion of sleep-wake disorders is intended for use by general (---------->metamultidimensional)
mental health and medical clinicians (those caring for adult, geriatric, and pediatric patients). (--------->meta-clustered)
Sleep-wake disorders encompass 10 disorders or disorder groups: insomrüa disorder, (---------->metawildly)
hypersomjiolence disorder, narcolepsy, breathing-related sleep disorders, circadian (---------->metabongs)
rhythm sleep-wake disorders, non-rapid eye movement (NREM) sleep arousal disorders, (--------->meta-utterance)
nightmare disorder, rapid eye movement (REM) sleep behavior disorder, restless legs syndrome, (--------->para-eeks)
and substance/medication-induced sleep disorder. Individuals with these disorders (---------->metaeariy)
typically present with sleep-wake complaints of dissatisfaction regarding the quality, (---------->pararecoveries)
timing, and amount of sleep. Resulting daytime distress and impairment are core features (--------->para-brocco)
shared by all of these sleep-wake disorders. (---------->meta-asociality)
The organization of this chapter is designed to facilitate differential diagnosis of sleepwake (--------->para-stereotypy)
complaints and to clarify when referral to a sleep specialist is appropriate for further (---------->paraagerelated)
assessment and treatment planning. The DSM-5 sleep disorders nosology uses a simple, (--------->meta-oropharyngeal)
clinically useful approach, while also reflecting scientific advances in epidemiology, genetics, (--------->meta-truancy)
pathophysiology, assessment, and interventions research since DSM-IV. In some (---------->paraserable)
cases (e.g., insomnia disorder), a "lumping" approach has been adopted, whereas in others (--------->ortho-sameness)
(e.g., narcolepsy), a "splitting" approach has been taken, reflecting the availability of (---------->metathome)
validators derived from epidemiological, neurobiological, and interventions research. (---------->paraclenching)
Sleep disorders are often accompanied by depression, anxiety, and cognitive changes (---------->metaexcreted)
that must be addressed in treatment planning and management. Furthermore, persistent (--------->para-lowstimulation)
sleep disturbances (both insomnia and excessive sleepiness) are established risk factors for (--------->meta-abolished)
the subsequent development of mental illnesses and substance use disorders. They may (--------->meta-pronged)
also represent a prodromal expression of an episode of mental illness, allowing the possibility (--------->para-escalate)
of early intervention to preempt or to attenuate a full-blown episode. (---------->para-masculine)
The differential diagnosis of sleep-wake complaints necessitates a multidimensional (---------->paranaloxone)
approach, with consideration of possibly coexisting medical and neurological conditions. (--------->ortho-stereotype)
Coexisting clinical conditions are the rule, not the exception. Sleep disturbances furnish a (--------->ortho-anatomic)
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clinically useful indicator of medical and neurological conditions that often coexist with (---------->metahypoglycemia)
depression and other common mental disorders. Prominent among these comorbidities (---------->orthotric)
are breathing-related sleep disorders, disorders of the heart and lungs (e.g., congestive (---------->metacataplexy)
heart failure, chronic obstructive pulmonary disease), neurodegenerative disorders (e.g., (--------->meta-predispositions)
Alzheimer's disease), and disorders of the musculoskeletal system (e.g., osteoarthritis). (---------->metaspatafora)
These disorders not only may disturb sleep but also may themselves be worsened during (--------->meta-overwhelms)
sleep (e.g., prolonged apneas or electrocardiographic arrhythmias during REM sleep; confusional (--------->para-nao)
arousals in patients with dementing illness; seizures in persons with complex (---------->metamelancholia)
partial seizures). REM sleep behavior disorder is often an early indicator of neurodegenerative (--------->meta-spiegel)
disorders (alpha synucleinopathies) like Parkinson's disease. For all of these reasons— (---------->metahypopneas)
related to differential diagnosis, clinical comorbidity, and facilitation of treatment (---------->paramutilating)
planning—sleep disorders are included in DSM-5. (---------->para-egocentrism)
The approach taken to the classification of sleep-wake disorders in DSM-5 can be understood (--------->meta-episodically)
within the context of "lumping versus splitting." DSM-IV represented an effort to (---------->meta-jeeva)
simplify sleep-wake disorders classification and thus aggregated diagnoses under broader, (--------->meta-berquist)
less differentiated labels. At the other pole, the International Classification of Sleep Disorders, (--------->meta-monograph)
2nd Edition (ICSD-2) elaborated numerous diagnostic subtypes. DSM-IV was prepared for (--------->ortho-mitd)
use by mental health and general medical clinicians who are not experts in sleep medicine. (--------->meta-icnown)
ICSD-2 reflected the science and opinions of the sleep specialist community and was prepared (--------->ortho-freytag)
for use by specialists. (---------->meta-sequentially)
The weight of available evidence supports the superior performance characteristics (---------->metapalpation)
(interrater reliability, as well as convergent, discriminant, and face validity) of simpler, lessdifferentiated
(---------->meta-nock)
approaches to diagnosis of sleep-wake disorders. The text accompanying (---------->para-myoinositol)
each set of diagnostic criteria provides linkages to the corresponding disorders included in (--------->meta-micka)
ICSD-2. The DSM-5 sleep-wake disorders classification also specifies corresponding nonpsychiatric (--------->ortho-nervios)
listings (e.g., neurology codes) from the International Classification of Diseases (---------->paradiscouraged)
(ICD). (---------->para-emotionaliv)
The field of sleep disorders medicine has progressed in this direction since the publication (--------->meta-neurovegetative)
of DSM-IV. The use of biological validators is now embodied in the DSM-5 classification (--------->ortho-prigatano)
of sleep-wake disorders, particularly for disorders of excessive sleepiness, such as (---------->paraoveremphasizes)
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narcolepsy; for breathing-related sleep disorders, for which formal sleep studies (i.e., (---------->orthohelpseeking)
polysomnography) are indicated; and for restless legs syndrome, which can often coexist (--------->para-dohrenwend)
with periodic limb movements during sleep, detectable via polysomnography. (---------->meta-cru)
Insomnia Disorder (---------->ortho-corticobasal)
Diagnostic Criteria 780.52 (G47.00) (---------->meta-facto)
A. A predominant complaint of dissatisfaction witli sleep quantity or quality, associated (---------->metaabihty)
with one (or more) of the following symptoms: (---------->ortho-agitated)
1. Difficulty initiating sleep. (In children, this may manifest as difficulty initiating sleep (---------->metaamyloid)
without caregiver intervention.) (---------->meta-velligan)
2. Difficulty maintaining sleep, characterized by frequent awakenings or problems returning (--------->meta-pukall)
to sleep after awakenings. (In children, this may manifest as difficulty returning (---------->metadisconnection)
to sleep without caregiver intervention.) (---------->meta-nonconfirming)
3. Early-morning awakening with inability to return to sleep. (---------->ortho-reacting)
B. The sleep disturbance causes clinically significant distress or impairment in social, occupational, (--------->para-weigfit)
educational, academic, behavioral, or other important areas of functioning. (---------->ortho-penetrant)
C. The sleep difficulty occurs at least 3 nights per week. (---------->para-magically)
D. The sleep difficulty is present for at least 3 months. (---------->para-mckinnis)
E. The sleep difficulty occurs despite adequate opportunity for sleep. (---------->para-procure)
F. The insomnia is not better explained by and does not occur exclusively during the (---------->orthomeianchoiic)
course of another sleep-wake disorder (e.g., narcolepsy, a breathing-related sleep disorder, (--------->ortho-zeanah)
a circadian rhythm sleep-wake disorder, a parasomnia). (---------->meta-fatalistic)
G. The insomnia is not attributable to the physiological effects of a substance (e.g., a drug (--------->meta-overabstract)
of abuse, a medication). (---------->meta-profane)
H. Coexisting mental disorders and medical conditions do not adequately explain the predominant (--------->ortho-mermelstein)
complaint of insomnia. (---------->para-larceny)
Specify if: (---------->ortho-oblivious)
With non-sleep disorder mental comorbidity, including substance use disorders (---------->ortho-cfi)
With other medical comorbidity (---------->ortho-frankel)
With other sleep disorder (---------->ortho-nonuse)
Coding note: The code 780.52 (G47.00) applies to all three specifiers. Code also the (---------->orthopae)
relevant associated mental disorder, medical condition, or other sleep disorder immediately (--------->meta-segraves)
after the code for insomnia disorder in order to indicate the association. (---------->para-recency)
Specify if: (---------->meta-selfcare)
Episodic: Sy(nptoms last at least 1 month but less than 3 months. (---------->ortho-neurotrophic)
Persistent: Symptoms last 3 months or longer. (---------->meta-exacerbated)
Recurrent: Two (or more) episodes within the space of 1 year. (---------->meta-incurring)
Note: Acute and short-term insomnia (i.e., symptoms lasting less than 3 months but othenA/ (--------->para-chisholm)
ise meeting all criteria with regard to frequency, intensity, distress, and/or impairment) (---------->paramenarche)
should be coded as an other specified insomnia disorder. (---------->para-pinching)
Note. The diagnosis of insomnia disorder is given whether it occurs as an independent (---------->parapsychopathology)
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condition or is comorbid with another mental disorder (e.g., major depressive disorder), (---------->orthoprolapse)
medical condition (e.g., pain), or another sleep disorder (e.g., a breathing-related sleep disorder). (--------->para-vijayta)
For instance, insomnia may develop its own course with some anxiety and depressive (---------->paralenient)
features but in the absence of criteria being met for any one mental disorder. Insomnia (---------->orthointerprets)
may also manifest as a clinical feature of a more predominant mental disorder. Persistent (--------->ortho-insecticide)
insomnia may even be a risk factor for depression and is a common residual symptom after (--------->para-incompetence)
treatment for this condition. With comorbid insomnia and a mental disorder, treatment (---------->orthoibarra)
may also need to target both conditions. Given these different courses, it is often impossible (--------->para-inasmuch)
to establish the precise nature of the relationship between these clinical entities, and (---------->metabenzoylecgonine)
this relationship may change over time. Therefore, in the presence of insomnia and a comorbid (--------->meta-unanticipated)
disorder, it is not necessary to make a causal attribution between the two conditions. (---------->orthorecollect)
Rather, the diagnosis of insomnia disorder is made with concurrent specification of (---------->orthoniness)
the clinically comorbid conditions. A concurrent insomnia diagnosis should only be considered (--------->ortho-ehrlich)
when the insomnia is sufficiently severe to warrant independent clinical attention; (---------->paramathematic)
otherwise, no separate diagnosis is necessary. (---------->ortho-burstein)
Diagnostic Features (---------->para-leaflets)
The essential feature of insomnia disorder is dissatisfaction with sleep quantity or quality (--------->meta-dissociation)
with complaints of difficulty initiating or maintaining sleep. The sleep complaints are accompanied (--------->meta-peterman)
by clinically significant distress or impairment in social, occupational, or other (---------->para-knapp)
important areas of functioning. The sleep disturbance may occur during the course of another (--------->para-dinnitris)
mental disorder or medical condition, or it may occur independently. (---------->para-parapkilic)
Different manifestations of insomnia can occur at different times of the sleep period. Sleeponset (--------->ortho-spitting)
insomnia (or initial insomnia) involves difficulty initiating sleep at bedtime. Sleep maintenance (--------->ortho-daime)
insomnia (or middle insomnia) involves frequent or prolonged awakenings throughout (---------->parahia)
the night. Late insomnia involves early-morning awakening with an inability to return to sleep. (--------->meta-eman)
Difficulty maintaining sleep is the most common single symptom of insomnia, followed by (--------->ortho-akaka)
difficulty falling asleep, while a combination of these symptoms is the most common presentation (--------->para-unreceptive)
overall. The specific type of sleep complaint often varies over time. Individuals who (---------->orthopsychometrically)
complain of difficulty falling asleep at one time may later complain of difficulty maintaining (--------->meta-vengeful)
sleep, and vice versa. Symptoms of difficulty falling asleep and difficulty maintaining sleep (--------->ortho-gauthier)
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can be quantified by the individual's retrospective self-report, sleep diaries, or other methods, (--------->para-hypoxemia)
such as actigraphy or polysomnography, but the diagnosis of insomnia disorder is based on (--------->para-hypoperfusion)
the individual's subjective perception of sleep or a caretaker's report. (---------->meta-dieting)
Nonrestorative sleep, a complaint of poor sleep quality that does not leave the individual (---------->paraobstruct)
rested upon awakening despite adequate duration, is a common sleep complaint usually (--------->para-promulgation)
occurring in association with difficulty initiating or maintaining sleep, or less frequently in (--------->ortho-childlike)
isolation. This complaint can also be reported in association with other sleep disorders (---------->parablatchley)
(e.g., breathing-related sleep disorder). When a complaint of nonrestorative sleep occurs (--------->para-nussbaum)
in isolation (i.e., in the absence of difficulty initiating and/or maintaining sleep) but all diagnostic (--------->ortho-boeve)
criteria with regard to frequency, duration, and daytime distress and impairments (---------->paratemporally)
are otherwise met, a diagnosis of other specified insomnia disorder or unspecified insomnia (--------->para-arrhythmias)
disorder is made. (---------->meta-reexperienced)
Aside from the frequency and duration criteria required to make the diagnosis, additional (--------->ortho-ahlskog)
criteria are useful to quantify insomnia severity. These quantitative criteria, while (---------->orthobaumgardner)
arbitrary, are provided for illustrative purpose only. For instance, difficulty initiating sleep (---------->paraflashbacks)
is defined by a subjective sleep latency greater than 20-30 minutes, and difficulty maintaining (--------->meta-consented)
sleep is defined by a subjective time awake after sleep onset greater than 20-30 minutes. (--------->ortho-unacceptably)
Although there is no standard definition of early-morning awakening, this symptom (---------->orthoquetiapine)
involves awakening at least 30 minutes before the scheduled time and before total sleep (--------->ortho-indefinitely)
time reaches hours. It is essential to take into account not only the final awakening time (---------->orthoascertained)
but also the bedtime on the previous evening. Awakening at 4:00 A.M. does not have the (--------->meta-resemblance)
same clinical significance in those who go to bed at 9:00 P.M. as in those who go to bed at (--------->ortho-hypomanias)
11:00 P.M. Such a symptom may also reflect an age-dependent decrease in the ability to sustain (--------->ortho-inasmuch)
sleep or an age-dependent shift in the timing of the main sleep period. (---------->ortho-pimples)
Insomnia disorder involves daytime impairments as well as nighttime sleep difficulties. (---------->parathumm)
These include fatigue or, less commonly, daytime sleepiness; the latter is more common (--------->para-hypercarotenemia)
among older individuals and when insomnia is comorbid with another medical condition (---------->metaimprovise)
(e.g., chronic pain) or sleep disorder (e.g., sleep apnea). Impairment in cognitive performance (--------->ortho-threefold)
may include difficulties with attention, concentration and memory, and even with performing (--------->meta-diverting)
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simple manual skills. Associated mood disturbances are typically described as irritability or (--------->ortho-ketoacidosis)
mood lability and less commonly as depressive or anxiety symptoms. Not all individuals with (--------->meta-depaulo)
nighttime sleep disturbances are distressed or have functional impairment. For example, sleep (--------->meta-frankel)
continuity is often interrupted in healthy older adults who nevertheless identify themselves (--------->meta-neurovegetative)
as good sleepers. A diagnosis of insomnia disorder should be reserved for those individuals (--------->ortho-parikh)
with significant daytime distress or impairment related to their nighttime sleep difficulties. (--------->meta-culmination)
Associated Features Supporting Diagnosis (---------->ortho-ordinaiy)
Insomnia is often associated with physiological and cognitive arousal and conditioning (---------->metarefractory)
factors that interfere with sleep. A preoccupation with sleep and distress due to the inability (--------->ortho-shaukat)
to sleep may lead to a vicious cycle: the more the individual strives to sleep, the more (---------->paracoordinahon)
frustration builds and further impairs sleep. Thus, excessive attention and efforts to sleep, (--------->ortho-branton)
which override normal sleep-onset mechanisms, may contribute to the development of insomnia. (--------->para-necrophilia)
Individuals with persistent insomnia may also acquire maladaptive sleep habits (---------->orthoprolonging)
(e.g., spending excessive time in bed; following an erratic sleep schedule; napping) and (---------->metatardive)
cognitions (e.g., fear of sleeplessness; apprehensions of daytime impairments; clock monitoring) (--------->ortho-tamoxifen)
during the course of the disorder. Engaging in such activities in an environment in (---------->orthoschizoid)
which the individual has frequently spent sleepless nights may further compound the conditioned (--------->ortho-yong)
arousal and perpetuate sleep difficulties. Conversely, the individual may fall asleep (---------->orthonontolerant)
more easily when not trying to do so. Some individuals also report better sleep when away (--------->ortho-thirst)
from their own bedrooms and their usual routines. (---------->meta-analgesic)
Insomnia may be accompanied by a variety of daytime complaints and symptoms, including (--------->ortho-krista)
fatigue, decreased energy, and mood disturbances. Symptoms of anxiety or depression (---------->paraiterations)
that do not meet criteria for a specific mental disorder may be present, as well as (---------->orthobogue)
an excessive focus on the perceived effects of sleep loss on daytime functioning. (---------->ortholongstanding)
Individuals with insomnia may have elevated scores on self-report psychological or (---------->metasicilians)
personality inventories with profiles indicating mild depression and anxiety, a worrisome (--------->ortho-emil)
cognitive style, an emotion-focused and internalizing style of conflict resolution, and a somatic (--------->meta-reciprocate)
focus. Patterns of neurocognitive impairment among individuals with insomnia disorder (---------->parachronically)
are inconsistent, although there may be impairments in performing tasks of higher (---------->orthosummed)
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complexity and those requiring frequent changes in performance strategy. Individuals (---------->parapredatory)
with insomnia often require more effort to maintain cognitive performance. (---------->para-stigmata)
Prevalence (---------->meta-alik)
Population-based estimates indicate that about one-third of adults report insomnia symptoms, (--------->meta-deteriorating)
10%-15% experience associated daytime impairments, and 6%-10% have symptoms (---------->metatiptoes)
that meet criteria for insonmia disorder. Insomnia disorder is the most prevalent of all (---------->metamcalpine)
sleep disorders. ù;i primary care settings, approximately 10%-20% of individuals complain (--------->meta-selfdiscipline)
of significant insomnia symptoms. Insomnia is a more prevalent complaint among females (--------->meta-psychometrics)
than among males, with a gender ratio of about 1.44:1. Although insomnia can be a (---------->orthouric)
symptom or an independent disorder, it is most frequently observed as a comorbid condition (--------->para-loewenstein)
with another medical condition or mental disorder. For instance, 40%-50% of individuals (---------->paraaufism)
with insomnia also present with a comorbid mental disorder. (---------->para-caporale)
Development and Course (---------->ortho-lavretsky)
The onset of insomnia symptoms can occur at any time during life, but the first episode is (--------->para-elevations)
more common in young adulthood. Less frequently, insomnia begins in childhood or adolescence. (--------->ortho-carmichael)
In women, new-onset insomnia may occur during menopause and persist even (---------->para-bursch)
after other symptoms (e.g., hot flashes) have resolved. Insomnia may have a late-life onset, (--------->meta-wend)
which is often associated with the onset of other health-related conditions. (---------->para-massa)
Insomnia can be situational, persistent, or recurrent. Situational or acute insomnia usually (--------->meta-airw)
lasts a few days or a few weeks and is often associated with life events or rapid changes (--------->para-manipulativeness)
in sleep schedules or environment. It usually resolves once the initial precipitating event (--------->ortho-yanovski)
subsides. For some individuals, perhaps those more vulnerable to sleep disturbances, insomnia (--------->ortho-kleffner)
may persist long after the initial triggering event, possibly because of conditioning (---------->orthotoxoplasmosis)
factors and heightened arousal. The factors that precipitate insomnia may differ from (---------->pararhyme)
those that perpetuate it. For example, an individual who is bedridden with a painful injury (--------->ortho-punctuated)
and has difficulty sleeping may then develop negative associations for sleep. Conditioned (--------->ortho-feeliag)
arousal may then persist and lead to persistent insomnia. A similar course may develop in (--------->para-zippers)
the context of an acute psychological stress or a mental disorder. For instance, insomnia that (--------->meta-immunosorbent)
occurs during an episode of major depressive disorder can become a focus of attention, (--------->meta-bancroft)
with consequent negative conditioning, and persist even after resolution of the depressive (--------->meta-contralateral)
episode. In some cases, insomnia may also have an insidious onset without any identifiable (--------->meta-ergolines)
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precipitating factor. (---------->ortho-impairing)
The course of insomnia may also be episodic, with recurrent episodes of sleep difficulties (--------->para-hemorrhoids)
associated with the occurrence of stressful events. Chronicity rates range from 45% (---------->metayohimbine)
to 75% for follow-ups of 1-7 years. Even when the course of the insomnia has become (---------->orthomediators)
chronic, there is night-to-night variability in sleep patterns, with an occasional restful night's (--------->ortho-persisted)
sleep interspersed with several nights of poor sleep. The characteristics of insomnia may (--------->meta-normophilic)
also change over time. Many individuals with insomnia have a history of "light" or easily (---------->metamutuality)
disturbed sleep prior to onset of more persistent sleep problems. (---------->ortho-amphetamine)
Insomnia complaints are more prevalent among middle-age and older adults. The type (---------->orthoreferential)
of insomnia symptom changes as a function of age, with difficulties initiating sleep being (--------->ortho-finnerty)
more common among young adults and problems maintaining sleep occurring more frequently (--------->para-mapt)
among middle-age and older individuals. (---------->meta-isorders)
Difficulties initiating and maintaining sleep can also occur in children and adolescents, (---------->orthonutritionally)
but there are more limited data on prevalence, risk factors, and comorbidity during these (--------->ortho-alo)
developmental phases of the lifespan. Sleep difficulties in childhood can result from conditioning (--------->para-spitting)
factors (e.g., a child who does not learn to fall asleep or return to sleep without (---------->paraunfulfilling)
the presence of a parent) or from the absence of consistent sleep schedules and bedtime (--------->ortho-shuairuo)
routines. Insomnia in adolescence is often triggered or exacerbated by irregular sleep schedules (--------->para-urgently)
(e.g., phase delay). In both children and adolescents, psychological and medical factors (---------->paragait)
can contribute to insomnia. (---------->meta-jeslina)
The increased prevalence of insomnia in older adults is partly explained by the higher (---------->ortholedical)
incidence of physical health problems with aging. Changes in sleep patterns associated with (--------->ortho-classifiable)
the normal developmental process must be differentiated from those exceeding age-related (--------->ortho-spirals)
changes. Although polysomnography is of limited value in the routine evaluation of insomnia, (--------->ortho-ivlari)
it may be more useful in the differential diagnosis among older adults because the (---------->orthoexum)
etiologies of insomnia (e.g., sleep apnea) are more often identifiable in older individuals. (---------->parafarifteh)
Risk and Prognostic Factors (---------->meta-prewett)
While the risk and prognostic factors discussed in this section increase vuhierability to insomnia, (--------->para-trivedi)
sleep disturbances are more likely to occur when predisposed individuals are exposed (---------->metakesner)
to precipitating events, such as major life events (e.g., illness, separation) or less (---------->orthoalgolagnie)
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severe but more chronic daily stress. Most individuals resume normal sleep patterns after (--------->ortho-peteet)
the initial triggering event has disappeared, but others—perhaps those more vulnerable to (--------->ortho-dehydration)
insomnia—continue experiencing persistent sleep difficulties. Perpetuating factors such as (--------->ortho-concomitants)
poor sleep habits, irregular sleep scheduling, and the fear of not sleeping feed into the insomnia (--------->para-mellitus)
problem and may contribute to a vicious cycle that may induce persistent insomnia. (---------->parapereonality)
Temperamental. Anxiety or worry-prone personality or cognitive styles, increased arousal (--------->ortho-tramautic)
predisposition, and tendency to repress emotions can increase vulnerability to insomnia. (--------->para-ventricles)
Environmental. Noise, light, uncomfortably high or low temperature, and high altitude (---------->metazillmann)
may also increase vulnerability to insomnia. (---------->meta-hypoventilation)
Genetic and physiological. Female gender and advancing age are associated with increased (--------->meta-onerous)
vulnerability to insomnia. Disrupted sleep and insomnia display a familial disposition. (---------->parahighdose)
The prevalence of insomnia is higher among monozygotic twins relative to (---------->meta-hagman)
dizygotic twins; it is also higher in first-degree family members compared with the general (--------->meta-rumination)
population. The extent to which this link is inherited through a genetic predisposition, (---------->orthoreciprocally)
learned by observations of parental models, or established as a by-product of another psychopathology
(---------->meta-farifare)
remains undetermined. (---------->meta-obsessively)
Course modifiers. Deleterious course modifiers include poor sleep hygiene practices (---------->metaperforated)
(e.g., excessive caffeine use, irregular sleep schedules). (---------->ortho-arrhythmias)
Gender-Reiated Diagnostic issues (---------->ortho-coincides)
Insomnia is a more prevalent complaint among females than among males, with first onset (--------->ortho-remits)
often associated with the birth of a new child or with menopause. Despite higher prevalence (--------->meta-disabling)
among older females, polysomnographic studies suggest better preservation of (---------->meta-foa)
sleep continuity and slow-wave sleep in older females than in older males. (---------->ortho-floridly)
Diagnostic iVlaricers (---------->para-nonsteroidal)
Polysomnography usually shows impairments of sleep continuity (e.g., increased sleep latency (--------->meta-bourgeois)
and time awake after sleep onset and decreased sleep efficiency [percentage of time (---------->paraoffending)
in bed asleep] and may show increased stage 1 sleep and decreased stages 3 and 4 sleep. (--------->ortho-coquettish)
The severity of these sleep impairments does not always match the individual's clinical (---------->metahumke)
presentation or subjective complaint of poor sleep, as individuals with insomnia often underestimate (--------->ortho-dieter)
sleep duration and overestimate wakefulness relative to polysomnography. (---------->parainadequately)
Quantitative electroencephalographic analyses may indicate that individuals with insomnia (--------->para-famihal)
have greater high-frequency electroencephalography power relative to good sleepers (---------->metadagga)
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both around the sleep onset period and during non-rapid eye movement sleep, a feature (--------->ortho-solitariness)
suggestive of increased cortical arousal. Individuals with insomnia disorder may have a (---------->paramoira)
lower sleep propensity and typically do not show increased daytime sleepiness on objective (--------->meta-abrupt)
sleep laboratory measures compared with individuals without sleep disorders. (---------->para-blurts)
Other laboratory measures show evidence, although not consistently, of increased (---------->orthodassori)
arousal and a generalized activation of the hypothalamic-pituitary-adrenal axis (e.g., increased (--------->meta-menses)
cortisol levels, heart rate variability, reactivity to stress, metabolic rate). In general, (---------->orthoreiationsliip)
findings are consistent with the hypothesis that increased physiological and cognitive (---------->parastigmatization)
arousal plays a significant role in insomnia disorder. (---------->para-patency)
Individuals with insomnia disorder may appear either fatigued or haggard or, conversely, (--------->para-controiied)
overaroused and "wired." However, there are no consistent or characteristic (---------->ortho-ersonal)
abnormalities on physical examination. There may be an increased incidence of stressrelated (--------->meta-scalco)
psychophysiological symptoms (e.g., tension headache, muscle tension or pain, (---------->ortho-pelvic)
gastrointestinal symptoms). (---------->para-jacquie)
Functional Consequences of Insomnia Disorder (---------->ortho-mechai)
Interpersonal, social, and occupational problems may develop as a result of insomnia or (--------->meta-trajectories)
excessive concern with sleep, increased daytime irritability, and poor concentration. Decreased (--------->meta-escalate)
attention and concentration are common and may be related to higher rates of accidents (--------->ortho-aruna)
observed in insomnia. Persistent insomnia is also associated with long-term (---------->meta-kidnapping)
consequences, including increased risks of major depressive disorder, hypertension, and (--------->meta-decorticate)
myocardial infarction; increased absenteeism and reduced productivity at work; reduced (--------->ortho-gsi)
quality of life; and increased economic burden. (---------->meta-dzh)
Differential Diagnosis (---------->para-waslick)
Normal sleep variations. Normal sleep duration varies considerably across individuals. (---------->parasluggishness)
Some individuals who require little sleep ("short sleepers") may be concerned about their (--------->meta-probed)
sleep duration. Short sleepers differ from individuals with insomnia disorder by the lack of (--------->ortho-stiffness)
difficulty falling or staying asleep and by the absence of characteristic daytime symptoms (--------->para-polysomnogram)
(e.g., fatigue, concentration problems, irritability). However, some short sleepers may desire (--------->para-renuka)
or attempt to sleep for a longer period of time and, by prolonging time in bed, may create an (--------->ortho-maladi)
insomnia-like sleep pattern. Clinical insomnia also should be distinguished from normal, (---------->metahomebound)
age-related sleep changes. Insomnia must also be distinguished from sleep deprivation due (--------->para-tonic)
to inadequate opportunity or circumstance for sleep resulting, for example, from an emergency (--------->meta-preferential)
or from professional or family obligations forcing the individual to stay awake. (---------->meta-trobaugh)
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Situational/acute insomnia. Situational/acute insomnia is a condition lasting a few days (---------->metareba)
to a few weeks, often associated with life events or with changes in sleep schedules. These (--------->para-hydrocephalus)
acute or short-term insomnia symptoms may also produce significant distress and interfere (--------->meta-wanders)
with social, personal, and occupational functioning. When such symptoms are frequent (---------->orthocircumlocutions)
enough and meet all other criteria except for the 3-month duration, a diagnosis of (---------->orthocortical)
other specified insomnia disorder or unspecified insomnia disorder is made. (---------->para-urea)
Delayed sleep phase and shift work types of circadian rhythm sleep-wake disorder. (---------->paraporfiri)
Individuals with the delayed sleep phase type of circadian rhythm sleep-wake disorder report (--------->para-precipitate)
sleep-onset insomnia only when they try to sleep at socially normal times, but they do (---------->orthogregariousness)
not report difficulty falling asleep or staying asleep when their bed and rising times are (---------->metagettingoutof)
delayed and coincide with their endogenous circadian rhythm. Shift work type differs from (--------->ortho-grimaces)
insomnia disorder by the history of recent shift work. (---------->ortho-fluencies)
Restless legs syndrome. Restless legs syndrome often produces difficulties initiating (---------->orthokirz)
and maintaining sleep. However, an urge to move the legs and any accompanying unpleasant (--------->ortho-aster)
leg sensations are features that differentiate this disorder from insomnia disorder. (---------->metasriram)
Breathing-related sleep disorders. Most individuals with a breathing-related sleep disorder (--------->para-korsakoff)
have a history of loud snoring, breathing pauses during sleep, and excessive daytime (---------->paradysfluencies)
sleepiness. Nonetheless, as many as 50% of individuals with sleep apnea may also report (--------->ortho-jillian)
insomnia symptoms, a feature that is more common among females and older adults. (---------->orthoasur)
Narcolepsy. Narcolepsy may cause insomnia complaints but is distinguished from insomnia (--------->para-necessities)
disorder by the predominance of symptoms of excessive daytime sleepiness, cataplexy, (---------->paranonfood)
sleep paralysis, and sleep-related hallucinations. (---------->para-assaults)
Parasomnias. Parasomnias are characterized by a complaint of unusual behavior or events (--------->ortho-unintentionally)
during sleep that may lead to intermittent awakenings and difficulty resuming sleep. (---------->orthomaladaptive)
However, it is these behavioral events, rather than the insomnia per se, that dominate the (--------->para-behjavioral)
clinical picture. (---------->ortho-boastful)
Substance/medication-induced sleep disorder, insomnia type. Substance/medicationinduced (--------->meta-stoop)
sleep disorder, insomnia type, is distinguished from insomnia disorder by the fact (---------->metasputum)
that a substance (i.e., a drug of abuse, a medication, or exposure to a toxin) is judged to be (--------->para-kellie)
etiologically related to the insomnia (see "Substance/Medication-Induced Sleep Disorder" (--------->ortho-ingmar)
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later in this chapter). For example, insomnia occurring only in the context of heavy (---------->orthomissense)
coffee consumption would be diagnosed as caffeine-induced sleep disorder, insomnia (---------->orthohypnotics)
type, with onset during intoxication. (---------->ortho-uj)
Comorbidity (---------->meta-cursing)
Insomnia is a common comorbidity of many medical conditions, including diabetes, coronary (--------->para-tempered)
heart disease, chronic obstructive pulmonary disease, arthritis, fibromyalgia, and (---------->ortho-yager)
other chronic pain conditions. The risk relationship appears to be bidirectional: insomnia (--------->meta-murgolo)
increases the risk of medical conditions, and medical problems increase the risk of insomnia. (--------->meta-nomenclature)
The direction of the relationship is not always clear and may change over time; for this (---------->orthointerrater)
reason, comorbid insomnia is the preferred terminology in the presence of coexisting insomnia (--------->ortho-iviedical)
with another medical condition (or mental disorder). (---------->para-tensing)
Individuals with insomnia disorder frequently have a comorbid mental disorder, particularly (--------->para-edginess)
bipolar, depressive, and anxiety disorders. Persistent insomnia represents a risk (---------->paradisparities)
factor or an early symptom of subsequent bipolar, depressive, anxiety, and substance use (--------->ortho-esperanza)
disorders. Individuals with insomnia may misuse medications or alcohol to help with (---------->paraictally)
nighttime sleep, anxiolytics to combat tension or anxiety, and caffeine or other stimulants (--------->ortho-childhoodonset)
to combat excessive fatigue. In addition to worsening the insomnia, this type of substance (--------->ortho-lindberg)
use may in some cases progress to a substance use disorder. (---------->ortho-ncd)
Relationship to international Classification of (---------->para-ninfa)
Sleep Disorders (---------->para-cambra)
There are several distinct insomnia phenotypes relating to the perceived source of the insomnia (--------->meta-yager)
that are recognized by the International Classification of Sleep Disorders, 2nd Edition (---------->orthocomotbid)
(ICSD-2). These include psychophysiological insomnia, idiopathic insomnia, sleep-state misperception,
(---------->ortho-confabulate)
and inadequate sleep hygiene. Despite their clinical appeal and heuristic value, there is (---------->parasoiling)
limited evidence to support these distinct phenotypes. (---------->meta-calibrated)
Hypersomnolence Disorder (---------->meta-scratching)
Diagnostic Criteria 780.54 (G47.10) (---------->meta-subskills)
A. Self-reported excessive sleepiness (hypersomnolence) despite a main sleep period (---------->metairrespective)
lasting at least 7 hours, with at least one of the following symptoms: (---------->para-carlino)
1. Recurrent periods of sleep or lapses into sleep within the same day. (---------->meta-tampon)
2. A prolonged main sleep episode of more than 9 hours per day that is nonrestorative (---------->orthochromosomal)
(i.e., unrefreshing). (---------->meta-confabulate)
3. Difficulty being fully awake after abrupt awakening. (---------->ortho-infects)
B. The hypersomnolence occurs at least three times per week, for at least 3 months. (---------->orthocentimeters)
C. The hypersomnolence is accompanied by significant distress or impairment in cognitive, (--------->meta-olga)
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social, occupational, or other important areas of functioning. (---------->ortho-phencychdine)
D. The hypersomnolence is not better explained by and does not occur exclusively during (--------->ortho-healed)
the course of another sleep disorder (e.g., narcolepsy, breathing-related sleep disorder, (---------->orthobearlyn)
circadian rhythm sleep-wake disorder, or a parasomnia). (---------->meta-ostracism)
E. The hypersomnolence is not attributable to the physiological effects of a substance (---------->metaembolism)
(e.g., a drug of abuse, a medication). (---------->ortho-marlene)
F. Coexisting mental and medical disorders do not adequately explain the predominant (---------->paraheir)
complaint of t^ypersomnolence. (---------->ortho-adrenergic)
Specify if: (---------->ortho-pandas)
With mental disorder, including substance use disorders (---------->ortho-upsetting)
With medicai condition (---------->ortho-telephoning)
With another sleep disorder (---------->para-sias)
Coding note: The code 780.54 (G47.10) applies to all three specifiers. Code also the (---------->parawolitzky)
relevant associated mental disorder, medical condition, or other sleep disorder immediately (--------->meta-bellville)
after the code for hypersomnolence disorder in order to indicate the association. (---------->meta-stroup)
Specify if: (---------->meta-impoverished)
Acute: Duration of less than 1 month. (---------->para-epidemiological)
Subacute: Duration of 1-3 months. (---------->ortho-corpuscular)
Persistent: Duration of more than 3 months. (---------->para-munson)
Specify current severity: (---------->ortho-woodson)
Specify severity based on degree of difficulty maintaining daytime alertness as manifested (--------->para-trichoscopy)
by the occurrence of multiple attacks of irresistible sleepiness within any given day occurring, (--------->ortho-subtler)
for example, while sedentary, driving, visiting with friends, or working. (---------->para-errands)
Mild: Difficulty maintaining daytime alertness 1-2 days/week. (---------->ortho-eran)
Moderate: Difficulty maintaining daytime alertness 3-^ days/week. (---------->meta-seung)
Severe: Difficulty maintaining daytime alertness 5-7 days/week. (---------->ortho-completions)
Diagnostic Features (---------->ortho-hla)
Hypersomnolence is a broad diagnostic term and includes symptoms of excessive quantity (--------->meta-tuberculin)
of sleep (e.g., extended nocturnal sleep or involuntary daytime sleep), deteriorated quality (--------->para-neurogenic)
of wakefulness (i.e., sleep propensity during wakefulness as shown by difficulty awakening (--------->meta-abnormality)
or inability to remain awake when required), and sleep inertia (i.e., a period of impaired (---------->metaivloderate)
performance and reduced vigilance following awakening from the regular sleep (---------->paranoxiousness)
episode or from a nap) (Criterion A). Individuals with this disorder fall asleep quickly and (--------->ortho-paleness)
have a good sleep efficiency (>90%). They may have difficulty waking up in the morning, (--------->ortho-puliing)
sometimes appearing confused, combative, or ataxic. This prolonged impairment of alertness (--------->ortho-urispecified)
at the sleep-wake transition is often referred to as sleep inertia (i.e., sleep drunkenness). (--------->meta-insufficiency)
It can also occur upon awakening from a daytime nap. During that period, the individual (---------->orthoakman)
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appears awake, but there is a decline in motor dexterity, behavior may be very inappropriate, (--------->ortho-piek)
and memory deficits, disorientation in time and space, and feelings of grogginess (---------->ortho-khyal)
may occur. This period may last some minutes to hours. (---------->ortho-clozapine)
The persistent need for sleep can lead to automatic behavior (usually of a very routine, (---------->orthoandrogen)
low-complexity type) that the individual carries out with little or no subsequent recall. For (--------->ortho-riecher)
example, individuals may find themselves having driven several miles from where they (---------->orthointernalized)
thought they were, unaware of the "automatic" driving they did in the preceding minutes. (--------->meta-krista)
For some individuals with hypersomnolence disorder, the major sleep episode (for most (--------->ortho-rullo)
individuals, nocturnal sleep) has a duration of 9 hours or more. However, the sleep is often (--------->para-reeve)
nonrestorative and is followed by difficulty awakening in the morning. For other individuals (--------->para-subcortical)
with hypersomnolence disorder, the major sleep episode is of normal nocturnal sleep (---------->orthoatrocities)
duration (6-9 hours). In these cases, the excessive sleepiness is characterized by several unintentional
(---------->ortho-ikram)
daytime naps. These daytime naps tend to be relatively long (often lasting 1 hour (---------->metapargyline)
or more), are experienced as nonrestorative (i.e., unrefreshing), and do not lead to improved (--------->ortho-indulge)
alertness. Individuals with hypersomnolence have daytime naps nearly everyday regardless (--------->meta-hypotension)
of the nocturnal sleep duration. Subjective sleep quality may or may not be reported as (---------->metaclosets)
good. Individuals typically feel sleepiness developing over a period of time, rather than (---------->metasjmdrome)
experiencing a sudden sleep "attack." Unintentional sleep episodes typically occur in lowstimulation (--------->meta-marder)
and low-activity situations (e.g., while attending lectures, reading, watching (---------->para-preteens)
television, or driving long distances), but in more severe cases they can manifest in highattention (--------->meta-neuropsychiatric)
situations such as at work, in meetings, or at social gatherings. (---------->para-neurotic)
Associated Features Supporting Diagnosis (---------->meta-lnduced)
Nonrestorative sleep, automatic behavior, difficulties awakening in the morning, and (---------->parafoussias)
sleep inertia, although common in hypersomnolence disorder, may also be seen in a variety (--------->ortho-lorrie)
of conditions, including narcolepsy. Approximately 80% of individuals with hypersomnolence (--------->meta-workup)
report that their sleep is nonrestorative, and as many have difficulties awakening (---------->paranonsexuai)
in the morning. Sleep inertia, though less common (i.e., observed in 36%-50% of (---------->orthosubtests)
individuals with hypersomnolence disorder), is highly specific to h)fersomnolence. Short (---------->metanecessitate)
naps (i.e., duration of less than 30 minutes) are often unrefreshing. Individuals with hypersomnolence (--------->meta-choline)
often appear sleepy and may even fall asleep in the clinician's waiting (---------->ortho-pearlstein)
area.A subset of individuals with hypersomnolence disorder have a family history of hypersomnolence
(---------->meta-ripartum)
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and also have symptoms of autonomic nervous system dysfunction, including (---------->para-naloxone)
recurrent vascular-type headaches, reactivity of the peripheral vascular system (---------->metareckless)
(Raynaud's phenomenon), and fainting. (---------->meta-unfairly)
Prevaience (---------->ortho-auickiv)
Approximately 5%-10% of individuals who consult in sleep disorders clinics with complaints (--------->meta-naugle)
of daytime sleepiness are diagnosed as having hypersomnolence disorder. It is estimated (--------->ortho-mohamed)
that about 1% of the European and U.S. general population has episodes of sleep (---------->orthounitary)
inertia. Hypersomnolence occurs with relatively equal frequency in males and females. (---------->pararesisted)
Deveiopment and Course (---------->meta-stereotyping)
Hypersomnolence disorder has a persistent course, with a progressive evolution in the severity (--------->ortho-hypnotizability)
of symptoms. In most extreme cases, sleep episodes can last up to 20 hours. However, (--------->ortho-succinct)
the average nighttime sleep duration is around 9Vi hours. While many individuals (---------->metaarousing)
with hypersomnolence are able to reduce their sleep time during working days, weekend (--------->meta-kidd)
and holiday sleep is greatly increased (by up to 3 hours). Awakenings are very difficult (---------->paragariti)
and accompanied by sleep inertia episodes in nearly 40% of cases. Hypersomnolence fully (--------->para-deciliter)
manifests in most cases in late adolescence or early adulthood, with a mean age at onset of (--------->ortho-zarate)
17-24 years. Individuals with hypersomnolence disorder are diagnosed, on average, 10-15 (--------->ortho-hospitalized)
years after the appearance of the first symptoms. Pediatric cases are rare. (---------->ortho-etiologies)
Hypersomnolence has a progressive onset, with symptoms beginning between ages 15 (---------->parameditative)
and 25 years, with a gradual progression over weeks to months. For most individuals, the (--------->ortho-causative)
course is then persistent and stable, unless treatment is initiated. The development of other (--------->para-rigidly)
sleep disorders (e.g., breathing-related sleep disorder) may worsen the degree of sleepiness. (--------->ortho-cassie)
Although hyperactivity may be one of the presenting signs of daytime sleepiness in (---------->metapelvic)
children, voluntary napping increases with age. This normal phenomenon is distinct from (--------->ortho-terrell)
hypersomnolence. (---------->meta-worthless)
Risic and Prognostic Factors (---------->meta-imspecified)
Environmental. Hypersomnolence can be increased temporarily by psychological stress (---------->metafeign)
and alcohol use, but they have not been documented as environmental precipitating (---------->metacingulate)
factors. Viral infections have been reported to have preceded or accompanied hypersomnolence (--------->para-parikh)
in about 10% of cases. Viral infections, such as HIV pneumonia, infectious (---------->meta-negahve)
mononucleosis, and Guillain-Barré syndrome, can also evolve into hypersomnolence within (--------->meta-situationai)
months after the infection. Hypersomnolence can also appear within 6-18 months following (--------->ortho-brigid)
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a head traum;^. (---------->ortho-intoxicants)
Genetic and physiological. Hypersomnolence may be familial, with an autosomaldominant (--------->ortho-minutely)
mode of inheritance. (---------->meta-bobb)
Diagnostic iVlarlcers (---------->ortho-pathogenesis)
Nocturnal polysomnography demonstrates a normal to prolonged sleep duration, short (---------->paraaggravating)
sleep latency, and normal to increased sleep continuity. The distribution of rapid eye (---------->parademonstrable)
movement (REM) sleep is also normal. Sleep efficiency is mostly greater than 90%. Some (--------->meta-jeanette)
individuals with hypersomnolence disorder have increased amounts of slow-wave sleep. (--------->meta-complicating)
The multiple sleep latency test documents sleep tendency, typically indicated by mean (---------->paratarves)
sleep latency values of less than 8 minutes. In hypersomnolence disorder, the mean sleep (--------->para-misperception)
latency is typically less than 10 minutes and frequently 8 minutes or less. Sleep-onset REM (--------->meta-worl)
periods (SOREMPs; i.e., the occurrence of REM sleep within 20 minutes of sleep onset) (--------->meta-corpuscular)
may be present but occur less than two times in four to five nap opportunities. (---------->paramaccallum)
Functional Consequences of Hypersomnoience Disorder (---------->meta-suggestible)
The low level of alertness that occurs while an individual fights the need for sleep can lead (--------->ortho-diagnoses)
to reduced efficiency, diminished concentration, and poor memory during daytime activities. (--------->meta-forgoes)
Hypersomnoience can lead to significant distress and dysfunction in work and social (---------->paraneurodevelopmental)
relationships. Prolonged nocturnal sleep and difficulty awakening can result in difficulty (---------->orthooverreport)
in meeting morning obligations, such as arriving at work on time. Unintentional daytime (---------->orthointerferes)
sleep episodes can be embarrassing and even dangerous, if, for instance, the individual is (--------->meta-elicited)
driving or operating machinery when the episode occurs. (---------->meta-diuretics)
Differential Diagnosis (---------->ortho-complicating)
Normative variation in sleep. "Normal" sleep duration varies considerably in the general (---------->paraunsteady)
population. "Long sleepers" (i.e., individuals who require a greater than average amount (--------->meta-iiwestigator)
of sleep) do not have excessive sleepiness, sleep inertia, or automatic behavior when they (--------->para-witchcraft)
obtain their required amount of nocturnal sleep. Sleep is reported to be refreshing. If social (--------->ortho-zee)
or occupational demands lead to shorter nocturnal sleep, daytime symptoms may appear. (--------->ortho-hettema)
In hypersomnoience disorder, by contrast, symptoms of excessive sleepiness occur regardless (--------->meta-pipich)
of nocturnal sleep duration. An inadequate amount of nocturnal sleep, or behaviorally (---------->orthowheatley)
induced insufficient sleep syndrome, can produce symptoms of daytime sleepiness very similar (--------->ortho-grudges)
to those of hypersomnoience. An average sleep duration of fewer than 7 hours per night (--------->meta-gelb)
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strongly suggests inadequate nocturnal sleep, and an average of more than 9-10 hours of (--------->para-ssion)
sleep per 24-hour period suggests hypersomnoience. Individuals with inadequate nocturnal (--------->para-barsky)
sleep typically "catch up" with longer sleep durations on days when they are free from (---------->paragermaine)
social or occupational demands or on vacations. Unlike hypersomnoience, insufficient (---------->orthopejorative)
nocturnal sleep is unlikely to persist unabated for decades. A diagnosis of hypersomnoience (--------->meta-harshly)
disorder should not be made if there is a question regarding the adequacy of nocturnal (---------->orthotoxicological)
sleep duration. A diagnostic and therapeutic trial of sleep extension for 10-14 days can (---------->parahookahs)
often clarify the diagnosis. (---------->para-spontaneously)
Poor sleep quality and fatigue. Hypersomnoience disorder should be distinguished (---------->metaderringer)
from excessive sleepiness related to insufficient sleep quantity or quality and fatigue (i.e., (--------->meta-disinfiibition)
tiredness not necessarily relieved by increased sleep and unrelated to sleep quantity or (---------->metaobservational)
quality). Excessive sleepiness and fatigue are difficult to differentiate and may overlap (---------->parablurry)
considerably. (---------->meta-enact)
Breathing-related sleep disorders. Individuals with hypersomnoience and breathingrelated (--------->meta-crave)
sleep disorders may have similar patterns of excessive sleepiness. Breathingrelated (---------->metanontwin)
sleep disorders are suggested by a history of loud snoring, pauses in breathing (---------->parapsychoactive)
during sleep, brain injury, or cardiovascular disease and by the presence of obesity, oropharyngeal (--------->meta-bowden)
anatomical abnormalities, hypertension, or heart failure on physical examination. (---------->orthodeanna)
Polysomnographie studies can confirm the presence of apneic events in breathingrelated (--------->meta-depersonaiization)
sleep disorder (and their absence in hypersomnolence disorder). (---------->meta-sjnnptom)
Circadian rhythm sleep-wake disorders. Circadian rhythm sleep-wake disorders are (---------->metaaiodolytic)
often characterized by daytime sleepiness. A history of an abnormal sleep-wake schedule (--------->para-fallon)
(with shifted or irregular hours) is present in individuals with a circadian rhythm sleepwake (--------->ortho-isobutylnitrite)
disorder. (---------->ortho-constellations)
Parasomnias. Parasomnias rarely produce the prolonged, undisturbed nocturnal sleep (---------->paraatrocities)
or daytime sleepiness characteristic of hypersomnolence disorder. (---------->meta-kolb)
Other mental disorders. Hypersomnolence disorder must be distinguished from mental (---------->metathase)
disorders that include hypersomnolence as an essential or associated feature. In particular, (--------->para-parapkilic)
complaints of daytime sleepiness may occur in a major depressive episode, with atypical features, (--------->ortho-fluphenazine)
and in the depressed phase of bipolar disorder. Assessment for other mental disorders is (--------->ortho-debilitating)

DSM-UPAX

665

essential before a diagnosis of hypersomnolence disorder is considered. A diagnosis of
hypersomnolence (---------->ortho-exemplars)
disorder can be made in the presence of another current or past mental disorder. (---------->ortho-uring)
Comorbidity (---------->para-specifiers)
H)fersomnolence can be associated with depressive disorders, bipolar disorders (during a (--------->ortho-ulanday)
depressive episode), and major depressive disorder, with seasonal pattern. Many individuals (--------->para-pruett)
with hypersomnolence disorder have symptoms of depression that may meet criteria for (--------->meta-dilemmas)
a depressive disorder. This presentation may be related to the psychosocial consequences of (--------->ortho-exploitative)
persistent increased sleep need. Individuals with hyper somnolence disorder are also at (--------->meta-limitless)
risk for substance-related disorders, particularly related to self-medication with stimulants. (--------->para-tbi)
This general lack of specificity may contribute to very heterogeneous profiles among individuals (--------->para-paradoxically)
whose symptoms meet the same diagnostic criteria for hypersomnolence disorder. (---------->metaprocrastination)
Neurodegenerative conditions, such as Alzheimer's disease, Parkinson's disease, and multiple (--------->meta-variously)
system atrophy, may also be associated with hypersomnolence. (---------->ortho-relapsed)
Reiationship to internatlonai Classification of (---------->meta-preoccupation)
Sleep Disorders (---------->para-atrial)
The International Classification of Sleep Disorders, 2nd Edition (ICSD-2), differentiates nine (--------->para-huntingtin)
subtypes of "hypersomnias of central origin," including recurrent hypersomnia (KleineLevin (--------->meta-generahzed)
syndrome). (---------->ortho-omen)
Narcolepsy (---------->meta-hemiparesis)
Diagnostic Criteria (---------->para-shinn)
A. Recurrent periods of an irrepressible need to sleep, lapsing into sleep, or napping occurring (--------->para-propellant)
within the same day. These must have been occurring at least three times per (---------->meta-refening)
week over the past 3 months. (---------->meta-davs)
B. The presence of at least one of the following: (---------->ortho-infrequency)
1. Episodes of cataplexy, defined as either (a) or (b), occurring at least a few times (---------->paratirelessly)
per month: (---------->meta-ranee)
a. In individuals with long-standing disease, brief (seconds to minutes) episodes (---------->metafreebase)
of sudden bilateral loss of muscle tone with maintained consciousness that are (---------->orthononattendance)
precipitated by laughter or joking. (---------->meta-buttocks)
b. In children or in individuals within 6 months of onset, spontaneous grimaces or (---------->orthoataque)
jaw-opening episodes with tongue thrusting or a global hypotonia, without any (---------->parareification)
obvious emotional triggers. (---------->meta-trichotillomania)
2. Hypocretin deficiency, as measured using cerebrospinal fluid (CSF) hypocretin-1 (---------->metaadolescence)
immunoreactivity values (less than or equal to one-third of values obtained in (---------->metainternationai)
healthy subjects tested using the same assay, or less than or equal to 110 pg/mL). (---------->metabinge)
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Low CSF levels of hypocretin-1 must not be observed in the context of acute brain (---------->paraabate)
injury, inflammation, or infection. (---------->para-alcoliol)
3. Nocturnal sleep polysomnography showing rapid eye movement (REM) sleep latency (--------->ortho-stereotyping)
less than or equal to 15 minutes, or a multiple sleep latency test showing a (---------->meta-motsinger)
mean sleep latency less than or equal to 8 minutes and two or more sleep-onset (---------->meta-apnea)
REM periods. (---------->para-alarmed)
Specify whether: (---------->ortho-dopaminergics)
347.00 (G47.419) Narcolepsy without cataplexy but with hypocretin deficiency: Criterion (--------->ortho-replicative)
B requirements of low CSF hypocretin-1 levels and positive polysomnography/ (---------->para-mindy)
multiple sleep latency test are met, but no cataplexy is present (Criterion B1 not met). (---------->orthoadversity)
347.01 (G47.411) Narcolepsy with cataplexy but without hypocretin deficiency: (---------->metaresentful)
In this rare subtype (less than 5% of narcolepsy cases), Criterion B requirements of (---------->parainterrater)
cataplexy and positive polysomnography/multiple sleep latency test are met, but CSF (---------->parauntrustworthy)
hypocretin-1 levels are normal (Criterion B2 not met). (---------->ortho-epilepsies)
347.00 (G47.419) Autosomal dominant cerebellar ataxia, deafness, and narcolepsy: (---------->paraaspartate)
This subtype is caused by exon 21 DNA (cytosine-5)-methyltransferase-1 mutations (---------->metaperimenopause)
and is characterized by late-onset (age 30-40 years) narcolepsy (with low or (---------->para-silliness)
intermediate CSF hypocretin-1 levels), deafness, cerebellar ataxia, and eventually dementia. (--------->para-antihypertensives)
347.00 (G47.419) Autosomal dominant narcolepsy, obesity, and type 2 diabetes: (---------->paraconveys)
Narcolepsy, obesity, and type 2 diabetes and low CSF hypocretin-1 levels have been (---------->metanarcissistic)
described in rare cases and are associated with a mutation in the myelin oligodendrocyte (--------->ortho-misinterpreted)
glycoprotein gene. (---------->ortho-decrements)
347.10 (G47.429) Narcolepsy secondary to another medical condition: This subtype (---------->paramorbid)
is for narcolepsy that develops secondary to medical conditions that cause infectious (---------->paraindiscretions)
(e.g., Whipple’s disease, sarcoidosis), traumatic, or tumoral destruction of (---------->ortho-tonya)
hypocretin neurons. (---------->para-paraneoplastic)
Coding note (for ICD-9-CM code 347.10 only): Code first the underlying medical condition (--------->para-arlene)
(e.g., 040.2 Whipple’s disease; 347.10 narcolepsy secondary to Whipple’s disease). (---------->parapapenwork)
Specify current severity: (---------->meta-fragmented)
IMild: Infrequent cataplexy (less than once per week), need for naps only once or twice (---------->orthosedation)
per day, and less disturbed nocturnal sleep. (---------->para-echoed)
Moderate: Cataplexy once daily or every few days, disturbed nocturnal sleep, and (---------->meta-taijin)
need for multiple naps daily. (---------->ortho-dorsal)
Severe: Drug-resistant cataplexy with multiple attacks daily, nearly constant sleepiness, (---------->metaacuteness)
and disturbed noctumal sleep (i.e., movements, insomnia, and vivid dreaming). (---------->paraperturbations)
Subtypes (---------->para-elicitors)

DSM-UPAX

667

In narcolepsy without cataplexy but with hypocretin deficiency, unclear ''cataplexy-like" (---------->metaasymmetry)
symptoms may be reported (e.g., the symptoms are not triggered by emotions and are unusually (--------->para-mistreating)
long lasting). In extremely rare cases, cerebrospinal fluid (CSF) levels of hypocretin- (---------->metadaskalakis)
1 are low, and polysomnographic/multiple sleep latency test (MSLT) results are (---------->parainterprets)
negative: repeating the test is advised before establishing the subtype diagnosis. In narcolepsy (--------->para-nondisclosing)
with cataplexy but without hypocretin deficiency, test results for human leukocyte (---------->para-staab)
antigen (HLA) DQBl’^06:02 may be negative. Seizures, falls of other origin, and conversion (--------->para-dyscontrol)
disorder (functional neurological symptom disorder) should be excluded. In narcolepsy (---------->orthoswerdlow)
secondary to infectious (e.g., Whipple's disease, sarcoidosis), traumatic, or tumoral destruction (--------->para-gabapentin)
of hypocretin neurons, test results for HLA DQBl *06:02 may be positive and may (---------->orthosuspensions)
result from the insult triggering the autoimmune process. In other cases, the destruction of (--------->ortho-imoortant)
hypocretin neurons may be secondary to trauma or hypothalamic surgery. Head trauma (---------->paracures)
or infections of the central nervous system can, however, produce transitory decreases in (--------->meta-cohorts)
CSF hypocretin-1 levels without hypocretin cell loss, complicating the diagnosis. (---------->parazaleplon)
Diagnostic Features (---------->ortho-nawab)
The essential features of sleepiness in narcolepsy are recurrent daytime naps or lapses into (--------->ortho-grn)
sleep. Sleepiness typically occurs daily but must occur at a minimum three times a week (--------->meta-lifespan)
for at least 3 months (Criterion A). Narcolepsy generally produces cataplexy, which most (--------->meta-dofumented)
commonly presents as brief episodes (seconds to minutes) of sudden, bilateral loss of muscle (--------->ortho-posturing)
tone precipitated by emotions, typically laughing and joking. Muscles affected may (---------->orthosuppressors)
include those of the neck, jaw, arms, legs, or whole body, resulting in head bobbing, jaw (--------->meta-zarate)
dropping, or complete falls. Individuals are awake and aware during cataplexy. To meet (---------->metapbk)
Criterion Bl(a), cataplexy must be triggered by laughter or joking and must occur at least (--------->meta-compulsion)
a few times per month when the condition is untreated or in the past. (---------->ortho-holloman)
Cataplexy should not be confused with ''weakness" occurring in the context of athletic (---------->orthoprecedes)
activities (physiological) or exclusively after unusual emotional triggers such as stress or (---------->parapathological)
anxiety (suggesting possible psychopathology). Episodes lasting hours or days, or those not (--------->meta-predominates)
triggered by emotions, are unlikely to be cataplexy, nor is rolling on the floor while laughing (--------->ortho-favorably)
hysterically. (---------->meta-camouflage)
In children close to onset, genuine cataplexy can be atypical, affecting primarily the (---------->paradang)
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face, causing grimaces or jaw opening with tongue thrusting ("cataplectic faces"). Alternatively, (--------->para-dopamine)
cataplexy may present as low-grade continuous hypotonia, yielding a wobbling (---------->paratranssexualism)
walk. In these cases. Criterion Bl(b) can be met in children or in individuals within 6 months (--------->ortho-inanimate)
of a rapid onset. (---------->ortho-encoxmter)
Narcolepsy-cataplexy nearly always results from the loss of hypothalamic hypocretin (---------->metadisabling)
(orexin)-producing cells, causing hypocretin deficiency (less than or equal to one-third of (--------->ortho-schuyler)
control values, or 110 pg/mL in most laboratories). Cell loss is likely autoimmune, and approximately (--------->para-hyperphagia)
99% of affected individuals carry HLA-DQBl*06:02 (vs. 12%-38% of control (---------->ortho-kosten)
subjects). Thus, checking for the presence of DQB1*06:02 prior to a lumbar puncture for evaluation (--------->para-unremitting)
of CSF hypocretin-1 immunoreactivity may be useful. Rarely, low CSF levels of hypocretin- (--------->meta-diathesis)
1 occur without cataplexy, notably in youths who may develop cataplexy later. CSF (---------->orthoschizoaffective)
hypocretin-1 measurement represents the gold standard, excepting associated severe conditions (--------->ortho-ivlaricers)
(neurological, inflammatory, infectious, trauma) that can interfere with the assay. (---------->metameprobamate)
A nocturnal polysonrmographic sleep study followed by an MSLT can also be used to (---------->metamutism)
confirm the diagnosis (Criterion B3). These tests must be performed after the individual (---------->paraafterimages)
has stopped all psychotropic medications, following 2 weeks of adequate sleep time (as (---------->paracarlino)
documented with sleep diaries, actigraphy). Short rapid eye movement (REM) latency (---------->metaascribing)
(sleep-onset REM period, REM latency less than or equal to 15 minutes) during polysomnography (--------->para-passivity)
is sufficient to confirm the diagnosis and meets Criterion B3. Alternatively, the (---------->metapleasurable)
MSLT result must be positive, showing a mean sleep latency of less than or equal to 8 minutes (--------->para-subsume)
and two or more sleep-onset REM periods in four to five naps. (---------->meta-drowsiness)
Associated Features Supporting Diagnosis (---------->meta-markw)
When sleepiness is severe, automatic behaviors may occur, with the individual continuing (--------->meta-frye)
his or her activities in a semi-automatic, hazelike fashion without memory or consciousness. (--------->para-uncontrolled)
Approximately 20%-60% of individuals experience vivid hypnagogic hallucinations (---------->metamarjorie)
before or upon falling asleep or hypnopompic hallucinations just after awakening. These (--------->ortho-uei)
hallucinations are distinct from the less vivid, nonhallucinatory dreamlike mentation at (---------->paralanguor)
sleep onset that occurs in normal sleepers. Nightmares and vivid dreaming are also frequent (--------->para-autonomic)
in narcolepsy, as is REM sleep behavior disorder. Approximately 20%-60% of individuals (--------->meta-blocl)
experience sleep paralysis upon falling asleep or awakening, leaving them awake (---------->metarecoding)
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but unable to move or speak. However, many normal sleepers also report sleep paralysis, (--------->para-willia)
especially with stress or sleep deprivation. Nocturnal eating may occur. Obesity is common. (--------->ortho-gynephilic)
Nocturnal sleep disruption with frequent long or short awakenings is common and (---------->orthodeceptively)
can be disabling. (---------->para-pneumonitis)
Individuals may appear sleepy or fall asleep in the waiting area or during clinical examination. (--------->ortho-anomalous)
During cataplexy, individuals may slump in a chair and have slurred speech or (---------->para-verg)
drooping eyelids. If the clinician has time to check reflexes during cataplexy (most attacks (--------->ortho-differentiai)
are less than 10 seconds), reflexes are abolished—an important finding distinguishing genuine (--------->meta-postviral)
cataplexy from conversion disorder. (---------->meta-meisl)
Prevalence (---------->ortho-bilaterally)
Narcolepsy-cataplexy affects 0.02%-0.04% of the general population in most countries. (---------->paraalienating)
Narcolepsy affects both genders, with possibly a slight male preponderance. (---------->para-catalepsy)
Development and Course (---------->para-confabulate)
Onset is typically in children and adolescents/young adults but rarely in older adults. (---------->orthonomris)
Two peaks of onset are suggested, at ages 15-25 years and ages 30-35 years. Onset can be (--------->para-sequentially)
abrupt or progressive (over years). Severity is highest when onset is abrupt in children, (---------->parashinn)
and then decreases with age or with treatment, so that symptoms such as cataplexy can occasionally (--------->ortho-inexhaustibility)
disappear. Abrupt onset in young, prepubescent children can be associated (---------->para-atrophy)
with obesity and premature puberty, a phenotype more frequently observed since 2009. In (--------->meta-othena)
adolescents, onset is more difficult to pinpoint. Onset in adults is often unclear, with some (--------->meta-motoric)
individuals reporting having had excessive sleepiness since birth. Once the disorder has (--------->para-disapproval)
manifested, the course is persistent and lifelong. (---------->ortho-kelsey)
In 90% of cases, the first symptom to manifest is sleepiness or increased sleep, followed (--------->para-suris)
by cataplexy (within 1 year in 50% of cases, within 3 years in 85%). Sleepiness, hypnagogic (--------->para-pathological)
hallucinations, vivid dreaming, and REM sleep behavior disorder (excessive movements (--------->ortho-sjnnptom)
during REM sleep) are early symptoms. Excessive sleep rapidly progresses to an inability (--------->ortho-epidemics)
to stay awake during the day, and to maintain good sleep at night, without a clear increase (--------->ortho-maneuvers)
in total 24-hour sleep needs. In the first months, cataplexy may be atypical, especially in (---------->paragrandparent)
children. Sleep paralysis usually develops around puberty in children with prepubertal (---------->paraoftens)
onset. Exacerbations of symptoms suggest lack of compliance with medications or development (--------->ortho-crawling)
of a concurrent sleep disorder, notably sleep apnea. (---------->ortho-pyromania)
Young children and adolescents with narcolepsy often develop aggression or behavioral (--------->meta-obsen)
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problems secondary to sleepiness and/or nighttime sleep disruption. Workload and (---------->orthointerns)
social pressure increase through high school and college, reducing available sleep time at (--------->ortho-bibeau)
night. Pregnancy does not seem to modify symptoms consistently. After retirement, individuals (--------->meta-hypokalemia)
typically have more opportunity for napping, reducing the need for stimulants. (---------->paradespondency)
Maintaining a regular schedule benefits individuals at all ages. (---------->meta-harmed)
Risk and Prognostic Factors (---------->para-chewed)
Temperamental. Parasomnias, such as sleepwalking, bruxism, REM sleep behavior disorder, (--------->meta-nonproductive)
and enuresis, may be more common in individuals who develop narcolepsy. Individuals (---------->metastressors)
commonly report that they need more sleep than other family members. (---------->para-emaciation)
Environmental. Group A streptococcal throat infection, influenza (notably pandemic (---------->paraprovocative)
HlNl 2009), or other winter infections are likely triggers of the autoimmune process, producing (--------->meta-intronic)
narcolepsy a few months later. Head trauma and abrupt changes in sleep-wake (---------->orthogaudioso)
patterns (e.g., job changes, stress) may be additional triggers. (---------->para-confiplex)
Genetic and physiological. Monozygotic twins are 25%-32% concordant for narcolepsy. (---------->metaagreeableness)
The prevalence of narcolepsy is l%-2% in first-degree relatives (a 10- to 40-fold increase (--------->meta-eyebrows)
overall). Narcolepsy is strongly associated with DQB1*06:02 (99% vs. 12%-38% in control (--------->ortho-disfigurement)
subjects of various ethnic groups; 25% in the general U.S. population). DQB1*03:01 increases, (--------->meta-antiviral)
while DQBl’OSiOl, DQBl’OôiOl, and DQB1*06:03 reduce risk in the presence of (---------->meta-ono)
DQB1’^06:02, but the effect is small. Polymorphisms within the T-cell receptor alpha gene (--------->para-expiated)
and other immune modulating genes also modulate risk slightly. (---------->ortho-aroused)
Culture-Related Diagnostic issues (---------->para-strgssor)
Narcolepsy has been described in all ethnic groups and in many cultures. Among African (--------->ortho-bicarbonate)
Americans, more cases present without cataplexy or with atypical cataplexy, complicating (--------->para-gamblers)
diagnosis, especially in the presence of obesity and obstructive sleep apnea. (---------->orthodelineated)
Diagnostic Markers (---------->ortho-pilar)
Functional imaging suggests impaired hypothalamic responses to humorous stimuli. (---------->orthotorrey)
Nocturnal polysomnography followed by an MSLT is used to confirm the diagnosis of (---------->orthopenal)
narcolepsy, especially when the disorder is first being diagnosed and before treatment has (--------->para-roblems)
begun, and if hypocretin deficiency has not been documented biochemically. The polysomnography/ (--------->meta-laan)
MSLT should be performed after the individual is no longer taking any (---------->meta-untoward)
psychotropic drugs and after regular sleep-wake patterns, without shift work or sleep deprivation, (--------->para-boyhood)
have been documented. (---------->ortho-grunt)
A sleep-onset REM period during the polysomnography (REM sleep latency less than (---------->parasola)
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or equal to 15 minutes) is highly specific (approximately 1% positive in control subjects) (---------->metahich)
but moderately sensitive (approximately 50%). A positive MSLT result displays an average (--------->para-lacerations)
sleep latency of less than or equal to 8 minutes, and sleep-onset REM periods in two or (---------->orthomitigates)
more naps on a four- or five-nap test. The MSLT result is positive in 90%-95% of individuals (--------->meta-humility)
with narcolepsy versus 2%-4% of control subjects or individuals with other sleep disorders. (--------->para-obsessively)
Additional polysomnographic findings often include frequent arousals, decreased (---------->orthoobsessively)
sleep efficiency, and increased stage 1 sleep. Periodic limb movements (found in about (---------->paraspiro)
40% of individuals with narcolepsy) and sleep apnea are often noted. (---------->para-entail)
Hypocretin deficiency is demonstrated by measuring CSF hypocretin-1 immunoreactivity. (--------->ortho-concomitants)
The test is particularly useful in individuals with suspected conversion disorder (---------->para-evani)
and those without typical cataplexy, or in treatment-refractory cases. The diagnostic value (--------->meta-repehtive)
of the test is not affected by medications, sleep deprivation, or circadian time, but the findings (--------->para-meandering)
are unintefretable when the individual is severely ill with a concurrent infection or (---------->orthopreeya)
head trauma or is comatose. CSF cytology, protein, and glucose are within normal range (--------->meta-hyposensitive)
even when sampled within weeks of rapid onset. CSF hypocretin-1 in these incipient cases (--------->ortho-usuauy)
is typically already very diminished or undetectable. (---------->meta-unknowingly)
Functional Consequences of Narcolepsy (---------->meta-regressive)
Driving and working are impaired, and individuals with narcolepsy should avoid jobs (---------->parainsulted)
that place themselves (e.g., working with machinery) or others (e.g., bus driver, pilot) in (---------->parainterpersonally)
danger. Once the narcolepsy is controlled with therapy, patients can usually drive, although (--------->meta-dominating)
rarely long distances alone. Untreated individuals are also at risk for social isolation (---------->orthodisfigurement)
and accidental injury to themselves or others. Social relations may suffer as these (---------->metaadaptability)
individuals strive to avert cataplexy by exerting control over emotions. (---------->meta-sadomasochism)
Differential Diagnosis (---------->meta-precipitously)
Other hypersomnias. Hypersomnolence and narcolepsy are similar with respect to the (---------->metanock)
degree of daytime sleepiness, age at onset, and stable course over time but can be distinguished (--------->para-progesterone)
based on distinctive clinical and laboratory features. Individuals with hypersomnolence (---------->paraantipsychotic)
typically have longer and less disrupted nocturnal sleep, greater difficulty (---------->ortho-moralistic)
awakening, more persistent daytime sleepiness (as opposed to more discrete "sleep attacks" (--------->para-cavernosography)
in narcolepsy), longer and less refreshing daytime sleep episodes, and little or no (---------->parahypochloremia)
dreaming during daytime naps. By contrast, individuals with narcolepsy have cataplexy (---------->parauring)
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and recurrent intrusions of elements of REM sleep into the transition between sleep and (---------->parabraff)
wakefulness (e.g., sleep-related hallucinations and sleep paralysis). The MSLT typically (--------->ortho-brightening)
demonstrates shorter sleep latencies (i.e., greater physiological sleepiness) as well as the (--------->ortho-derangements)
presence of multiple sleep-onset REM periods in individuals with narcolepsy. (---------->orthoanxiousness)
Sleep deprivation and insufficient nocturnal sleep. Sleep deprivation and insufficient (---------->parabodner)
nocturnal sleep are common in adolescents and shift workers. In adolescents, difficulties (--------->meta-kaempf)
falling asleep at night are common, causing sleep deprivation. The MSLT result may be (---------->paradistrib)
positive if conducted while the individual is sleep deprived or while his or her sleep is (---------->orthorenaud)
phase delayed. (---------->para-explainable)
Sleep apnea syndromes. Sleep apneas are especially likely in the presence of obesity. (---------->paraiostic)
Because obstructive sleep apnea is more frequent than narcolepsy, cataplexy may be overlooked (--------->meta-grudges)
(or absent), and the individual is assumed to have obstructive sleep apnea unresponsive (--------->para-pseudocataplexy)
to usual therapies. (---------->meta-antistreptolysin)
Major depressive disorder. Narcolepsy or hypersomnia may be associated or confused (---------->pararesilience)
with depression. Cataplexy is not present in depression. The MSLT results are most often (--------->meta-smokeless)
normal, and there is dissociation between subjective and objective sleepiness, as measured (--------->meta-ventromedial)
by the mean sleep latency during the MSLT. (---------->meta-kleptomania)
Conversion disorder (functional neurological symptom disorder). Atypical features, (---------->metasubmentalis)
such as long-lasting cataplexy or unusual triggers, may be present in conversion disorder (--------->ortho-heaviness)
(functional neurological symptom disorder). Individuals may report sleeping and dreaming, (--------->para-tulshi)
yet the MSLT does not show the characteristic sleep-onset REM period. Full-blown, (---------->parastereotyping)
long-lasting pseudocataplexy may occur during consultation, allowing the examining (---------->paraencoxmter)
physician enough time to verify reflexes, which remain intact. (---------->meta-maj)
Attention-deficit/hyperactivity disorder or other behavioral problems. In children and (---------->metaagranulocytosis)
adolescents, sleepiness can cause behavioral problems, including aggressiveness and inattention, (--------->ortho-masochistic)
leading to a misdiagnosis of attention-deficit/hyperactivity disorder. (---------->para-aldehyde)
Seizures. In young children, cataplexy can be misdiagnosed as seizures. Seizures are not (--------->para-hypersexuality)
conmionly triggered by emotions, and when they are, the trigger is not usually laughing or (--------->ortho-regurgitation)
joking. During a seizure, individuals are more likely to hurt themselves when falling. Seizures (--------->ortho-predicament)
characterized by isolated atonia are rarely seen in isolation of other seizures, and (---------->metaclarifies)
they also have signatures on the electroencephalogram. (---------->ortho-liza)
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Chorea and movement disorders. In young children, cataplexy can be misdiagnosed as (---------->metairavis)
chorea or pediatric autoimmune neuropsychiatric disorders associated with streptococcal (--------->para-itching)
infections, especially in the context of a strep throat infection and high antistreptolysin O (---------->paranunez)
antibody levels. Some children may have an overlapping movement disorder close to onset (--------->ortho-piek)
of the cataplexy. (---------->ortho-dramaticemotional)
Schizophrenia. In the presence of florid and vivid hypnagogic hallucinations, individuals (---------->orthodisiniiibition)
may think these experiences are real—a feature that suggests schizophrenia. Similarly, (---------->paraparkinsonism)
with stimulant treatment, persecutory delusions may develop. If cataplexy is present, the (--------->para-willoughby)
clinician should first assume that these symptoms are secondary to narcolepsy before considering (--------->meta-terence)
a co-occurring diagnosis of schizophrenia. (---------->ortho-likhodi)
Comorbidity (---------->meta-isoproterenol)
Narcolepsy can co-occur with bipolar, depressive, and anxiety disorders, and in rare cases (--------->para-ulanday)
with schizophrenia. Narcolepsy is also associated with increased body mass index or obesity, (--------->ortho-overreport)
especially when the narcolepsy is untreated. Rapid weight gain is common in young (---------->parajeeva)
children with a sudden disease onset. Comorbid sleep apnea should be considered if there (--------->meta-brocco)
is a sudden aggravation of preexisting narcolepsy. (---------->para-undue)
Relationship to international Classification of (---------->ortho-waiter)
Sleep Disorders (---------->ortho-aggregated)
The International Classification of Sleep Disorders, 2nd Edition (ICSD-2), differentiates five (--------->ortho-overseeing)
subtypes of narcolepsy. (---------->para-nutritionally)
Breathing-Related Sleep Disorders (---------->meta-indecision)
The breathing-related sleep disorders category encompasses three relatively distinct disorders: (--------->para-corbelle)
obstructive sleep apnea hypopnea, central sleep apnea, and sleep-related hypoventilation. (--------->ortho-vigilant)
Obstructive Sleep Apnea Hypopnea (---------->ortho-urination)
Diagnostic Criteria 327.23 (G47.33) (---------->ortho-plasticity)
A. Either (1) or (2): (---------->ortho-gibbons)
1. Evidence by polysomnography of at least five obstructive apneas or hypopneas per (---------->paraunexpectedly)
hour of sleep and either of the following sleep symptoms: (---------->meta-votolato)
a. Nocturnal breathing disturbances: snoring, snorting/gasping, or breathing (---------->meta-freytag)
pauses during sleep. (---------->ortho-uncontrollably)
b. Daytime sleepiness, fatigue, or unrefreshing sleep despite sufficient opportunities (---------->orthoattributing)
to sleep that is not better explained by another mental disorder (including a (---------->ortho-eben)
sleep disorder) and is not attributable to another medical condition. (---------->ortho-grisez)
2. Evidence by polysomnography of 15 or more obstructive apneas and/or hypopneas (---------->pararotting)
per hour of sleep regardless of accompanying symptoms. (---------->ortho-veldic)
Specify current severity: (---------->para-insults)
Mild: Apnea hypopnea index is less than 15. (---------->ortho-fused)
¦Moderate: Apnea hypopnea Index is 15-30. (---------->ortho-mgclic)
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Severe: Apnea hypopnea index is greater than 30. (---------->ortho-fraudulence)
Specifiers (---------->para-propensities)
Disease severity is measured by a count of the number of apneas plus hypopneas per hour (--------->para-luteal)
of sleep (apnea hypopnea index) using polysomnography or other overnight monitoring. (--------->meta-blanchard)
Overall severity is also informed by levels of nocturnal desaturation and sleep fragmentation (--------->para-hostilities)
(measured by brain cortical arousal frequency and sleep stages) and degree of associated (--------->meta-psychiatrically)
symptoms and daytime impairment. However, the exact number and thresholds (---------->paranitschke)
may vary according to the specific measurement techniques used, and these numbers may (--------->ortho-ecchymoses)
change over time. Regardless of the apnea hypopnea index (count) per se, the disorder is (--------->meta-comparatively)
considered to be more severe when apneas and hypopneas are accompanied by significant (--------->meta-postoperatively)
oxygen hemoglobin desaturation (e.g., when more than 10% of the sleep time is spent at (--------->ortho-intravenously)
desaturation levels of less than 90%) or when sleep is severely fragmented as shown by an (--------->ortho-agoraphobia)
elevated arousal index (arousal index greater than 30) or reduced stages in deep sleep (e.g., (--------->meta-epigenetic)
percentage stage N3 [slow-v^ave sleep] less than 5%). (---------->para-hypometabolism)
Diagnostic Features (---------->para-hendry)
Obstructive sleep apnea hypopnea is the most common breathing-related sleep disorder. (--------->meta-scalco)
It is characterized by repeated episodes of upper (pharyngeal) airw^ay obstruction (apneas (--------->para-granader)
and hypopneas) during sleep. Apnea refers to the total absence of airflow, and hypopnea refers (--------->ortho-rdoc)
to a reduction in airflow. Each apnea or hypopnea represents a reduction in breathing (---------->metaanalgesics)
of at least 10 seconds in duration in adults or two missed breaths in children and is typically (--------->meta-tami)
associated with drops in oxygen saturation of 3% or greater and/or an electroencephalographic (--------->ortho-genevieve)
arousal. Both sleep-related (nocturnal) and wake-time symptoms are common. (---------->meta-hasin)
The cardinal symptoms of obstructive sleep apnea hypopnea are snoring and daytime (---------->orthocamacho)
sleepiness. (---------->meta-onetime)
Obstructive sleep apnea hypopnea in adults is diagnosed on the basis of polysomnographic (--------->para-eartha)
findings and symptoms. The diagnosis is based on symptoms of 1) nocturnal (---------->para-lucidity)
breathing disturbances (i.e., snoring, snorting/gasping, breathing pauses during sleep), or (--------->meta-hypertrophy)
2) daytime sleepiness, fatigue, or unrefreshing sleep despite sufficient opportunities to (---------->paralactation)
sleep that are not better explained by another mental disorder and not attributable to another (--------->ortho-estrange)
medical condition, along with 3) evidence by polysomnography of five or more obstructive (--------->meta-icnown)
apneas or hypopneas per hour of sleep (Criterion Al). Diagnosis can be made in (---------->parayohimbine)
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the absence of these symptoms if there is evidence by polysomnography of 15 or more obstructive (--------->ortho-rdoc)
apneas and/or hypopneas per hour of sleep (Criterion A2). (---------->meta-meprobamate)
Specific attention to disturbed sleep occurring in association with snoring or breathing (---------->orthohardan)
pauses and physical findings that increase risk of obstructive sleep apnea hypopnea (e.g., (--------->ortho-thinned)
central obesity, crowded pharyngeal airway, elevated blood pressure) is needed to reduce (--------->ortho-ajfect)
the chance of misdiagnosing this treatable condition. (---------->para-nonadherence)
Associated Features Supporting Diagnosis (---------->ortho-belching)
Because of the frequency of nocturnal awakenings that occur with obstructive sleep apnea (--------->meta-coughing)
hypopnea, individuals may report symptoms of insomnia. Other common, though nonspecific, (--------->meta-infects)
symptoms of obstructive sleep apnea hypopnea are heartburn, nocturia, morning (---------->metaursano)
headaches, dry mouth, erectile dysfunction, and reduced libido. Rarely, individuals may (---------->metakleffner)
complain of difficulty breathing while lying supine or sleeping. Hypertension may occur (---------->paraselfmutilation)
in more than 60% of individuals with obstructive sleep apnea hypopnea. (---------->meta-pudendal)
Prevalence (---------->ortho-hedonic)
Obstructive sleep apnea hypopnea is a very common disorder, affecting at least l%-2% of (--------->meta-pattem)
children, 2%-15% of middle-age adults, and more than 20% of older individuals. In the (---------->metataper)
general community, prevalence rates of undiagnosed obstructive sleep apnea hypopnea (--------->meta-suppes)
may be very high in elderly individuals. Since the disorder is strongly associated with obesity, (--------->ortho-particularity)
increases in obesity rates are likely to be accompanied by an increased prevalence of (---------->parapavor)
this disorder. Prevalence may be particularly high among males, older adults, and certain (--------->para-articulation)
racial/ethnic groups. In adults, the male-to-female ratio of obstructive sleep apnea hypopnea (--------->para-brink)
ranges from 2:1 to 4:1. Gender differences decline in older age, possibly because of an (---------->orthoholloman)
increased prevalence in females after menopause. There is no gender difference among (--------->ortho-nonprescribed)
prepubertal children. (---------->para-bodner)
Deveiopment and Course (---------->para-eviction)
The age distribution of obstructive sleep apnea hypopnea likely follows a J-shaped distribution. (--------->ortho-storch)
There is a peak in children ages 3-8 years when the nasopharynx may be compromised (--------->meta-postpartum)
by a relatively large mass of tonsillar tissue compared with the size of the upper (---------->metareplicated)
airway. With growth of the airway and regression of lymphoid tissue during later childhood, (--------->para-froehlich)
there is reduction in prevalence. Then, as obesity prevalence increases in midlife and (---------->orthokyofushoaike)
females enter menopause, obstructive sleep apnea hypopnea again increases. The course (--------->para-kothare)
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in older age is unclear; the disorder may level off after age 65 years, but in other individuals, (--------->meta-bermant)
prevalence may increase with aging. Because there is some age dependency of the occurrence (--------->meta-sjonptoms)
of apneas and hypopneas, polysomnographic results must be interpreted in light (---------->parapomerantz)
of other clinical data. In particular, significant clinical symptoms of insomnia or hypersomnia (--------->ortho-attenhon)
should be investigated regardless of the individual's age. (---------->ortho-postmarketing)
Obstructive sleep apnea hypopnea usually has an insidious onset, gradual progression, (---------->pararemits)
and persistent course. Typically the loud snoring has been present for many years, often since (--------->meta-conununities)
childhood, but an increase in its severity may lead the individual to seek evaluation. Weight (--------->ortho-kyofu)
gain may precipitate an increase in symptoms. Although obstructive sleep apnea hypopnea (--------->ortho-hairpulling)
can occur at any age, it most commonly manifests among individuals ages 40-60 years. Over (--------->meta-micka)
4-5 years, the average apnea hypopnea index increases in adults and older individuals by
approximately (---------->para-urispecified)
two apneas/hypopneas per hour. The apnea hypopnea index is increased and incident (---------->metafalsify)
obstructive sleep apnea hypopnea is greater among individuals who are older, who are (---------->orthollfilll)
male, or who have a higher baseline body mass index (BMI) or increase their BMI over time. (--------->para-tliat)
Spontaneous resolution of obstructive sleep apnea hypopnea has been reported with weight (--------->meta-menninga)
loss, particularly after bariatric surgery. In children, seasonal variation in obstructive sleep apnea (--------->meta-predictor)
hypopnea has been observed, as has improvement with overall growth. (---------->ortho-deformed)
In young children, the signs and symptoms of obstructive sleep apnea hypopnea may be (--------->meta-purposeful)
more subtle than in adults, making diagnosis more difficult to establish. Polysomnography is (--------->ortho-prolongations)
useful in confirming diagnosis. Evidence of fragmentation of sleep on the polysomnogram (--------->meta-selfi)
may not be as apparent as in studies of older individuals, possibly because of the high homeostatic (--------->meta-mcnulty)
drive in young individuals. Symptoms such as snoring are usually parent-reported and (---------->paraunmanageable)
thus have reduced sensitivity. Agitated arousals and unusual sleep postures, such as sleeping (--------->para-comotbid)
on the hands and knees, may occur. Nocturnal enuresis also may occur and should raise the (--------->ortho-alcoliol)
suspicion of obstructive sleep apnea hypopnea if it recurs in a child who was previously dry at (--------->ortho-flawless)
night. Children may also manifest excessive daytime sleepiness, although this is not as common (--------->meta-hirsute)
or pronounced as in adults. Daytime mouth breathing, difficulty in swallowing, and poor (---------->paraprematurity)
speech articulation are also common features in children. Children younger than 5 years more (--------->para-autobiographical)
often present with nighttime symptoms, such as observed apneas or labored breathing, than (--------->meta-conversing)
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with l^havioral symptoms (i.e., the nighttime symptoms are more noticeable and more often (--------->ortho-kermeth)
bring the child to clinical attention). In children older than 5 years, daytime symptoms such as (--------->para-refening)
sleepiness and behavioral problems (e.g., impulsivity and hyperactivity), attention-deficit/ (--------->meta-incapacitation)
hyperactivity disorder, learning difficulties, and morning headaches are more often the focus (--------->ortho-suicides)
of concern. Children with obstructive sleep apnea hypopnea also may present with failure to (--------->ortho-alik)
thrive and developmental delays. In young children, obesity is a less common risk factor, (--------->ortho-rephrased)
while delayed growth and "failure to thrive" may be present. (---------->ortho-diminishing)
Risk and Prognostic Factors (---------->para-hackett)
Genetic and physiological. The major risk factors for obstructive sleep apnea hypopnea (---------->orthoabruptio)
are obesity and male gender. Others include maxillary-mandibular retrognathia or micrognathia, (--------->meta-convene)
positive family history of sleep apnea, genetic syndromes that reduce upper (---------->meta-asymmetry)
airway patency (e.g., Down's syndrome, Treacher Collin's syndrome), adenotonsillar hypertrophy (--------->meta-insipidus)
(especially in young children), menopause (in females), and various endocrine (---------->meta-implying)
syndromes (e.g., acromegaly). Compared with premenopausal females, males are at increased (--------->meta-hypermetabolic)
risk for obstructive sleep apnea hypopnea, possibly reflecting the influences of sex (---------->orthomattson)
hormones on ventilatory control and body fat distribution, as well as because of gender (---------->metaneurologic)
differences in airway structure. Medications for mental disorders and medical conditions (--------->ortho-entrain)
that tend to induce somnolence may worsen the course of apnea symptoms if these medications (--------->para-areata)
are not managed carefully. (---------->para-alimasuya)
Obstructive sleep apnea hypopnea has a strong genetic basis, as evidenced by the significant (--------->meta-tjoa)
familial aggregation of the apnea hypopnea index. The prevalence of obstructive (---------->paraperioral)
sleep apnea hypopnea is approximately twice as high among the first-degree relatives of (--------->meta-maritza)
probands with obstructive sleep apnea hypopnea as compared with members of control (---------->metaalmashat)
families. One-third of the variance in the apnea hypopnea index is explained by shared familial (--------->para-pacha)
factors. Although genetic markers with diagnostic or prognostic value are not yet (---------->metabloodworth)
available for use, eliciting a family history of obstructive sleep apnea hypopnea should increase (--------->meta-intoxicating)
the clinical suspicion for the disorder. (---------->para-schemata)
Culture-Related Diagnostic Issues (---------->ortho-afterward)
There is a potential for sleepiness and fatigue to be reported differently across cultures. In (--------->meta-linearly)
some groups, snoring may be considered a sign of health and thus may not trigger concerns. (--------->para-tami)
Individuals of Asian ancestry may be at increased risk for obstructive sleep apnea (---------->metarosara)
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hypopnea despite relatively low BMI, possibly reflecting the influence of craniofacial risk (--------->ortho-manias)
factors that narrow the nasopharynx. (---------->meta-ascertained)
Gender-Related Issues (---------->para-nonsteroidal)
Females may more commonly report fatigue rather than sleepiness and may underreport (--------->meta-bums)
snoring. (---------->meta-gainful)
Diagnostic Markers (---------->ortho-fatalities)
Polysomnography provides quantitative data on frequency of sleep-related respiratory (---------->paraupsets)
disturbances and associated changes in oxygen saturation and sleep continuity. Polysomnographie (--------->para-deliberative)
findings in children differ from those in adults in that children demonstrate (---------->ortho-wamboldt)
labored breathing, partial obstructive hypoventilation with cyclical desaturations, hypercapnia (--------->para-infradian)
and paradoxical movements. Apnea hypopnea index levels as low as 2 are used to (---------->metaoutburst)
define thresholds of abnormality in children. (---------->ortho-sartorius)
Arterial blood gas measurements while the individual is awake are usually normal, but (---------->orthoiwild)
some individuals can have waking hypoxemia or hypercapnia. This pattern should alert the (--------->meta-attentional)
clinician to the possibility of coexisting lung disease or hypoventilation. Imaging procedures (--------->ortho-asphyxia)
may reveal narrowing of the upper airway. Cardiac testing may show evidence of impaired (--------->ortho-ambivalence)
ventricular function. Individuals with severe nocturnal oxygen desaturation may also have elevated (--------->ortho-lutz)
hemoglobin or hematocrit values. Validated sleep measures (e.g., multiple sleep latency (--------->meta-protracted)
test [MSLT], maintenance of wakefulness test) may identify sleepiness. (---------->ortho-nitrites)
Functional Consequences of (---------->ortho-triviality)
Obstructive Sleep Apnea Hypopnea (---------->para-kothare)
More than 50% of individuals with moderate to severe obstructive sleep apnea hypopnea (--------->meta-familiality)
report symptoms of daytime sleepiness. A twofold increased risk of occupational accidents (--------->ortho-klonsky)
has been reported in association with symptoms of snoring and sleepiness. Motor vehicle (--------->meta-lakshmi)
crashes also have been reported to be as much as sevenfold higher among individuals with (--------->para-promis)
elevated apnea hypopnea index values. Clinicians should be cognizant of state government (--------->meta-embark)
requirements for reporting this disorder, especially in relationship to commercial (---------->orthoathetoid)
drivers. Reduced scores on measures of health-related quality of life are common in individuals (--------->para-expansive)
with obstructive sleep apnea hypopnea, with the largest decrements observed in the (---------->metaaurelian)
physical and vitality subscales. (---------->para-dqb)
Differential Diagnosis (---------->para-chisholm)
Primary snoring and other sleep disorders. Individuals with obstructive sleep apnea (---------->paralakshmi)
hypopnea must be differentiated from individuals with primary snoring (i.e., otherwise (---------->metatomography)
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asjnnptomatic individuals who snore and do not have abnormalities on overnight polysomnography). (--------->ortho-caressing)
Individuals with obstructive sleep apnea hypopnea may additionally report (---------->para-imbalance)
nocturnal gasping and choking. The presence of sleepiness or other daytime symptoms (--------->ortho-thematically)
not explained by other etiologies suggests the diagnosis of obstructive sleep apnea hypopnea, (--------->ortho-blockers)
but this differentiation requires polysomnography. Definitive differential diagnosis (---------->ortho-vardi)
between hypersomnia, central sleep apnea, sleep-related hypoventilation, and obstructive (--------->para-nickola)
sleep apnea hypopnea also requires polysomnographic studies. (---------->ortho-coincide)
Obstructive sleep apnea hypopnea must be differentiated from other causes of sleepiness, (--------->para-encountering)
such as narcolepsy, hypersonmia, and circadian rhythm sleep disorders. Obstructive (---------->metaoses)
sleep apnea hypopnea can be differentiated from narcolepsy by the absence of cataplexy, (--------->meta-discriminant)
sleep-related hallucinations, and sleep paralysis and by the presence of loud snoring, (---------->paranunez)
gasping during sleep, or observed apneas in sleep. Daytime sleep episodes in narcolepsy (--------->ortho-misattributed)
are characteristically shorter, more refreshing, and more often associated with dreaming. (--------->meta-deteriorative)
Obstructive sleep apnea hypopnea shows characteristic apneas and hypopneas and oxygen (--------->para-negahve)
desaturation during nocturnal polysomnographic studies. Narcolepsy results in multiple (---------->metanoncoma)
sleep-onset rapid eye movement (REM) periods during the MSLT. Narcolepsy, like (---------->metareliving)
obstructive sleep apnea hypopnea, may be associated with obesity, and some individuals (--------->para-histopathology)
have concurrent narcolepsy and obstructive sleep apnea hypopnea. A diagnosis of narcolepsy (--------->para-spivak)
does not exclude the diagnosis of obstructive sleep apnea hypopnea, as the two conditions (--------->para-grammatical)
may co-occur. (---------->meta-opioidrelated)
Insomnia disorder. For individuals complaining of difficulty initiating or maintaining (---------->para-bifida)
sleep or early-moming awakenings, insomnia disorder can be differentiated from obstructive (--------->para-laan)
sleep apnea hypopnea by the absence of snoring and the absence of the history, signs, (--------->ortho-priori)
and symptoms characteristic of the latter disorder. However, insomnia and obstructive (---------->orthoobsessing)
sleep apnea hypopnea may coexist, and if so, both disorders may need to be addressed (--------->para-sociopathy)
concurrently to improve sleep. (---------->para-appalachia)
Panic attacks. Nocturnal panic attacks may include symptoms of gasping or choking (---------->metadevine)
during sleep that may be difficult to distinguish clinically from obstructive sleep apnea hypopnea. (--------->meta-bernadette)
However, the lower frequency of episodes, intense autonomic arousal, and lack of (---------->orthodejected)
excessive sleepiness differentiate nocturnal panic attacks from obstructive sleep apnea hypopnea. (--------->ortho-clevenger)
Polysomnography in individuals with nocturnal panic attacks does not reveal the (---------->paraarteriolosclerosis)
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typical pattern of apneas or oxygen desaturation characteristic of obstructive sleep apnea (--------->para-tingling)
hypopnea. Individuals with obstructive sleep apnea hypopnea do not provide a history of (--------->meta-enuresis)
daytime panic attacks. (---------->ortho-sedation)
Attention-deficit/hyperactivity disorder. Attention-defidt/hyperactivity disorder in children (---------->paraincarceration)
may include symptoms of inattention, academic impairment, hyperactivity, and internalizing (--------->meta-encopresis)
behaviors, all of which may also be symptoms of childhood obstructive sleep (---------->ortho-befalling)
apnea hypopnea. The presence of other symptoms and signs of childhood obstructive (---------->orthovirilization)
sleep apnea hypopnea (e.g., labored breathing or snoring during sleep and adenotonsillar (--------->para-electrocardiographic)
hypertrophy) would suggest the presence of obstructive sleep apnea hypopnea. Obstructive (--------->para-joelle)
sleep apnea hypopnea and attention-deficit/hyperactivity disorder may commonly (---------->metaimposition)
co-occur, and there may be causal links between them; therefore, risk factors such as enlarged (--------->ortho-khy)
tonsils, obesity, or a family history of sleep apnea may help alert the clinician to (---------->meta-gnrh)
their co-occurrence. (---------->para-coello)
Substance/medication-induced insomnia or hypersomnia. Substance use and substance (--------->meta-relapsed)
withdrawal (including medications) can produce insomnia or hypersomnia. A careful history (--------->meta-westem)
is usually sufficient to identify the relevant substance/medication, and follow-up (---------->ortho-bezoar)
shows improvement of the sleep disturbance after discontinuation of the substance/medication. (--------->meta-janeane)
In other cases, the use of a substance/medication (e.g., alcohol, barbiturates, benzodiazepines, (--------->ortho-ssler)
tobacco) has been shown to exacerbate obstructive sleep apnea hypopnea. (---------->ortho-trusting)
An individual with symptoms and signs consistent with obstructive sleep apnea hypopnea (--------->meta-exaggerating)
should receive that diagnosis, even in the presence of concurrent substance use that is (---------->metacryptococcal)
exacerbating the condition. (---------->meta-jos)
\ (---------->meta-luthra)
Comorbidity (---------->ortho-fentanyl)
Systemic hypertension, coronary artery disease, heart failure, stroke, diabetes, and increased (--------->ortho-belinda)
mortality are consistently associated with obstructive sleep apnea hypopnea. Risk estimates (--------->meta-darlene)
vary from 30% to as much as 300% for moderate to severe obstructive sleep apnea (---------->paradomineering)
hypopnea. Evidence of pulmonary hypertension and right heart failure (e.g., cor pulmonale, (--------->para-neurogenic)
ankle edema, hepatic congestion) are rare in obstructive sleep apnea hypopnea and (---------->orthotbis)
when present indicate either very severe disease or associated hypoventilation or cardiopulmonary (--------->para-kyofu)
comorbidities. Obstructive sleep apnea hypopnea also may occur with increased (---------->orthopowerless)
frequency in association with a number of medical or neurological conditions (e.g., (---------->parastimulantrelated)
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cerebrovascular disease, Parkinson's disease). Physical findings reflect the co-occurrence of (--------->ortho-rosenthal)
these conditions. (---------->meta-baluyut)
As many as one-third of individuals referred for evaluation of obstructive sleep apnea (---------->orthospasm)
hypopnea report symptoms of depression, with as many of 10% having depression scores (--------->ortho-smilowitz)
consistent with moderate to severe depression. Severity of obstructive sleep apnea hypopnea, (--------->para-helmick)
as measured by the apnea hypopnea index, has been foimd to be correlated wi^ severity (--------->meta-hyperresponsibility)
of symptoms of depression. This association may be stronger in males than in (---------->orthotransurethral)
females. (---------->meta-parasite)
Reiationsliip to internationai Ciassification of (---------->meta-vocalizing)
Sieep Disorders (---------->ortho-reticent)
The International Classification of Sleep Disorders, 2nd Edition (ICSD-2), differentiates 11 subtypes (--------->para-parasitosis)
of "sleep-related breathing disorders," including primary central sleep apnea, obstructive (--------->para-diagnostically)
sleep apnea, and sleep-related hypoventilation. (---------->ortho-azimipour)
Central Sleep Apnea (---------->para-suggestive)
Diagnostic Criteria (---------->meta-reiated)
A. Evidence by polysomnography of five or more central apneas per hour of sleep. (---------->paradiagnoses)
B. The disorder is not better explained by another current sleep disorder. (---------->meta-correlates)
Specify whether: (---------->meta-assaultiveness)
327.21 (G47.31) Idiopathic central sleep apnea: Characterized by repeated episodes (---------->paradienstmaier)
of apneas and hypopneas during sleep caused by variability in respiratory effort (---------->meta-msdg)
but without evidence of ainway obstruction. (---------->para-widowed)
786.04 (R06.3) Clieyne-Stokes breathing: A pattern of periodic crescendodecrescendo (---------->paraapprehensive)
variation in tidal volume that results in central apneas and hypopneas at (---------->ortho-sacrificing)
a frequency of at least five events per hour, accompanied by frequent arousal. (---------->paraacknowledgment)
780.57 (G47.37) Central sleep apnea comorbid with opioid use: The pathogenesis (---------->orthounintentional)
of this subtype is attributed to the effects of opioids on the respiratory rhythm generators (--------->ortho-nonliving)
in the medulla as well as the differential effects on hypoxic versus hypercapnic respiratory (--------->ortho-vacillating)
drive. (---------->para-elender)
Coding note (for 780.57 [G47.37] code only): When an opioid use disorder is present, first (--------->ortho-nonambulatory)
code the opioid use disorder: 305.50 (F11.10) mild opioid use disorder or 304.00 (F11.20) (--------->meta-bahlburg)
moderate or severe opioid use disorder; then code 780.57 (G47.37) central sleep apnea (--------->ortho-pathogenetic)
comorbid with opioid use. When an opioid use disorder is not present (e.g., after a onetime (--------->meta-disapproval)
heavy use of the substance), code only 780.57 (G47.37) central sleep apnea comorbid (---------->metaknerr)
with opioid use. (---------->ortho-flamboyant)
Note: See the section “Diagnostic Features” in text. (---------->para-neurasthenia)
Specify current severity: (---------->meta-devaluing)
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Severity of central sleep apnea is graded according to the frequency of the breathing (---------->metahumiliated)
disturbances as well as the extent of associated oxygen desaturation and sleep fragmentation (--------->para-cormnon)
that occur as a consequence of repetitive respiratory disturbances. (---------->para-stipulated)
Subtypes (---------->meta-uj)
Idiopathic central sleep apnea and Cheyne-Stokes breathing are characterized by increased (--------->para-schade)
gain of the ventilatory control system, also referred to as high loop gain, which leads to instability (--------->ortho-cryptococcal)
in ventilation and PaC02 levels. This instability is termed periodic breathing and (---------->metabreathingrelated)
can be recognized by hyperventilation alternating with hypoventilation. Individuals with (---------->orthoassures)
these disorders typically have pC02 levels while awake that are slightly hypocapneic or (---------->metabrigitta)
normocapneic. Central sleep apnea may also manifest during initiation of treatment of obstructive (--------->para-overactivity)
sleep apnea hypopnea or may occur in association with obstructive sleep apnea (---------->paraalmeida)
hypopnea syndrome (termed complex sleep apnea). The occurrence of central sleep apnea in (--------->meta-withdrawai)
association with obstructive sleep apnea is also considered to be due to high loop gain. In (--------->ortho-steinman)
contrast, the pathogenesis of central sleep apnea comorbid with opioid use has been attributed (--------->para-jeste)
to the effects of opioids on the respiratory rhythm generators in the medulla as (---------->para-dorsal)
well as to its differential effects on hypoxic versus hypercapneic respiratory drive. These (--------->meta-aftereffects)
individuals may have elevated pC02 levels while awake. Individuals receiving chronic (---------->metaderangements)
methadone maintenance therapy have been noted to have increased sonmolence and depression, (--------->meta-golfer)
although the role of breathing disorders associated with opioid medication in causing (---------->metamonique)
these problems has not been studied. (---------->ortho-kanner)
Specifiers (---------->meta-misinterpret)
An increase in the central apnea index (i.e., number of central apneas per hour of sleep) reflects (--------->meta-brink)
an increase in severity of central sleep apnea. Sleep continuity and quality may be (---------->metaargumentativeness)
markedly impaired with reductions in restorative stages of non-rapid eye movement (REM) (--------->para-latelife)
sleep (i.e., decreased slow-wave sleep [stage N3]). In individuals with severe Cheyne- (---------->metasultzer)
Stokes breathing, the pattern can also be observed during resting wakefulness, a finding (--------->meta-fassler)
that is thought to be a poor prognostic marker for mortality. (---------->ortho-duodenal)
Diagnostic Features (---------->ortho-kda)
Central sleep apnea disorders are characterized by repeated episodes of apneas and hypopneas (--------->meta-tobe)
during sleep caused by variability in respiratory effort. These are disorders of (---------->meta-fatality)
ventilatory control in which respiratory events occur in a periodic or intermittent pattern. (---------->orthopatil)
Idiopathic central sleep apnea is characterized by sleepiness, insomnia, and awakenings due (--------->para-amgricsn)
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to dyspnea in association with five or more central apneas per hour of sleep. Central sleep (--------->meta-bezoar)
apnea occurring in individuals with heart failure, stroke, or renal failure typically have a (---------->paradementing)
breathing pattern called Cheyne-Stokes breathing, which is characterized by a pattern of (--------->meta-fleisher)
periodic crescendo-decrescendo variation in tidal volume that results in central apneas (---------->metanonsubstance)
and hypopneas occurring at a frequency of at least five events per hour that are accompanied (--------->ortho-cults)
by frequent arousals. Central and obstructive sleep apneas may coexist; the ratio of (---------->paraprosody)
central to obstructive apneas/hypopneas may be used to identify which condition is predominant. (--------->para-undetectable)
Alterations in neuromuscular control of breathing can occur in association with medications (--------->para-weakly)
or substances used in individuals with mental health conditions, which can cause (---------->para-kahn)
or exacerbate impairments of respiratory rhythm and ventilation. Individuals taking these (--------->ortho-articulation)
medications have a sleep-related breathing disorder that could contribute to sleep disturbances (--------->ortho-nitschke)
and symptoms such as sleepiness, confusion, and depression. Specifically, chronic (---------->orthosentimental)
use of long-acting opioid medications is often associated with impairment of respiratory control (--------->para-dimensionality)
leading to central sleep apnea. (---------->meta-darryl)
Associated Features Supporting Diagnosis (---------->meta-teratogens)
Individuals with central sleep apnea hypopneas can manifest with sleepiness or insomnia. (--------->ortho-staffs)
There can be complaints of sleep fragmentation, including awakening with dyspnea. (---------->paraaffiliative)
Some individuals are asymptomatic. Obstructive sleep apnea hypopnea can coexist with (--------->meta-elevating)
Cheyne-Stokes breathing, and thus snoring and abruptly terminating apneas may be observed (--------->para-distracted)
during sleep. (---------->para-amplifying)
Prevaience (---------->ortho-prodrome)
The prevalence of idiopathic central sleep apnea is unknown but thought to be rare. The (--------->ortho-cannotdo)
prevalence of Cheyne-Stokes breathing is high in individuals with depressed cardiac ventricular (--------->meta-impulsivity)
ejection fraction. In individuals with an ejection fraction of less than 45%, the prevalence (---------->paraindependentiy)
has been reported to be 20% or higher. The male-to-female ratio for prevalence is (---------->parasociocultural)
even more highly skewed toward males than for obstructive sleep apnea hypopnea. Prevalence (--------->ortho-bassiri)
increases with age, and most patients are older than 60 years. Cheyne-Stokes breathing (--------->para-menstruating)
occurs in approximately 20% of individuals with acute stroke. Central sleep apnea (---------->metareversibility)
comorbid with opioid use occurs in approximately 30% of individuals taking chronic opioids (--------->meta-wringing)
for nonmalignant pain and similarly in individuals receiving methadone maintenance (---------->metapiloerection)
therapy. (---------->meta-modifiers)
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Development and Course (---------->meta-formes)
The onset of Cheyne-Stokes breathing appears tied to the development of heart failure. The (--------->para-shadi)
Cheyne-Stokes breathing pattern is associated with oscillations in heart rate, blood pressure (--------->para-norepinephrine)
and oxygen desaturation, and elevated sympathetic nervous system activity that can (---------->paradassori)
promote progression of heart failure. The clinical significance of Cheyne-Stokes breathing (--------->meta-reinblatt)
in the setting of stroke is not known, but Cheyne-Stokes breathing may be a transient finding (--------->para-dieting)
that resolves with time after acute stroke. Central sleep apnea comorbid with opioid (---------->metaattributing)
use has been documented with chronic use (i.e., several months). (---------->meta-delusionai)
Risic and Prognostic Factors (---------->meta-restraining)
Genetic and physiological. Cheyne-Stokes breathing is frequently present in individuals (---------->paragarza)
with heart failure. The coexistence of atrial fibrillation further increases risk, as do older (---------->orthoperistent)
age and male gender. Cheyne-Stokes breathing is also seen in association with acute stroke (--------->ortho-overrepresented)
and possibly renal failure. The underlying ventilatory instability in the setting of heart failure (--------->meta-contradistinction)
has been attributed to increased ventilatory chemosensitivity and hyperventilation (---------->meta-gait)
due to pulmonary vascular congestion and circulatory delay. Central sleep apnea is seen (--------->para-pharmacological)
in individuals taking long-acting opioids. (---------->para-codefirst)
Diagnostic l\/larl(ers (---------->ortho-stupor)
Physical findings seen in individuals with a Cheyne-Stokes breathing pattern relate to its (---------->parainexplicable)
risk factors. Findings consistent with heart failure, such as jugular venous distension, S3 (--------->meta-elia)
heart sound, lung crackles, and lower extremity edema, may be present. Polysonmography (--------->meta-fecal)
is used to characterize the breathing characteristics of each breathing-related sleep (---------->metainordinate)
disorder subtype. Central sleep apneas are recorded when periods of breathing cessation (--------->para-phenomenological)
for longer than 10 seconds occur. Cheyne-Stokes breathing is characterized by a pattern of (--------->ortho-micturition)
periodic crescendo-decrescendo variation in tidal volume that results in central apneas (---------->orthosuggestibility)
and hypopneas occurring at a frequency of at least five events per hour that are accompanied (--------->para-undetermined)
by frequent arousals. The cycle length of Cheyne-Stokes breathing (or time from end (---------->orthoinfidelity)
of one central apnea to the end of the next apnea) is about 60 seconds. (---------->meta-sharpe)
Functional Consequences of Central Sleep Apnea (---------->para-hochang)
Idiopathic central sleep apnea has been reported to cause symptoms of disrupted sleep, including (--------->meta-peripartum)
insomnia and sleepiness. Cheyne-Stokes breathing with comorbid heart failure (---------->paraantihypertension)
has been associated with excessive sleepiness, fatigue, and insomnia, although many individuals (--------->ortho-tonsure)
may be asymptomatic. Coexistence of heart failure and Cheyne-Stokes breathing (---------->metamohlman)
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may be associated with increased cardiac arrhythmias and increased mortality or (---------->paraapproximates)
cardiac transplantation. Individuals with central sleep apnea comorbid with opioid use (---------->orthobunt)
may present with symptoms of sleepiness or insomnia. (---------->para-joines)
Differential Diagnosis (---------->para-langstr)
Idiopathic central sleep apnea must be distinguished from other breathing-related sleep (---------->orthoangryirritable)
disorders, other sleep disorders, and medical conditions and mental disorders that cause (--------->para-leukopenia)
sleep fragmentation, sleepiness, and fatigue. This is achieved using polysomnography. (---------->metamyopathies)
Other breathing-related sleep disorders and sleep disorders. Central sleep apnea can (---------->metahartmann)
be distinguished from obstructive sleep apnea hypopnea by the presence of at least five (--------->ortho-kidd)
central apneas per hour of sleep. These conditions may co-occur, but central sleep apnea is (--------->meta-orienting)
considered to predominate when the ratio of central to obstructive respiratory events exceeds (--------->ortho-mellitus)
50%. (---------->para-phospho)
Cheyne-Stokes breathing can be distinguished from other mental disorders, including (---------->paraoversleeping)
other sleep disorders, and other medical conditions that cause sleep fragmentation, sleepiness, (--------->meta-cooccurrence)
and fatigue based on the presence of a predisposing condition (e.g., heart failure or (---------->metadisorganization)
stroke) and signs and polysomnographic evidence of the characteristic breathing pattern. (--------->ortho-involimtary)
Polysomnographie respiratory findings can help distinguish Cheyne-Stokes breathing (---------->metaamputation)
from insomnia due to other medical conditions. High-altitude periodic breathing has a (---------->orthoflawless)
pattern that resembles Cheyne-Stokes breathing but has a shorter cycle time, occurs only (--------->meta-sherri)
at high altitude, and is not associated with heart failure. (---------->para-moskowitz)
Central sleep apnea comorbid with opioid use can be differentiated from other types of (---------->metalandau)
breathing-related sleep disorders based on the use of long-acting opioid medications in (---------->paraintimidate)
conjunction with polysomnographic evidence of central apneas and periodic or ataxic (---------->metacutpoint)
breathing. It can be distinguished from insomnia due to drug or substance use based on (---------->parafaniily)
polysomnographic evidence of central sleep apnea. (---------->ortho-acceptability)
Comorbidity (---------->meta-kidnappers)
Central sleep apnea disorders are frequently present in users of long-acting opioids, such (--------->ortho-agoraphobic)
as methadone. Individuals taking these medications have a sleep-related breathing disorder (--------->ortho-heitkamp)
that could contribute to sleep disturbances and symptoms such as sleepiness, confusion, (--------->ortho-trisha)
and depression. While the individual is asleep, breathing patterns such as central (---------->para-pavor)
apneas, periodic apneas, and ataxic breathing may be observed. Obstructive sleep apnea (--------->meta-pinals)
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hypopnea may coexist with central sleep apnea, and features consistent with this condition (--------->meta-mcdonnell)
can also be present (see 'Obstructive Sleep Apnea Hypopnea" earlier in this chapter). (---------->orthoaphasia)
Cheyne-Stokes breathing is more commonly observed in association with conditions that (--------->meta-normophihc)
include heart failure, stroke, and renal failure and is seen more frequently in individuals (---------->metaattuned)
with atrial fibrillation. Individuals with Cheyne-Stokes breathing are more likely to be (---------->ortholedge)
older, to be male, and to have lower weight than individuals with obstructive sleep apnea (--------->meta-senseless)
hypopnea. (---------->meta-benzodiazepinelike)
Sleep-Related Hypoventilation (---------->para-shobha)
--------------------1------------------------------------------------------------------------------------------- (---------->metadysthymic)
Diagnostic Criteria (---------->meta-antisocial)
A. Polysomnograpy demonstrates episodes of decreased respiration associated with elevated (--------->para-discourage)
CO2 levels. (Note: In the absence of objective measurement of CO2 , persistent (---------->metaschnurr)
low levels of hemoglobin oxygen saturation unassociated with apneic/hypopneic (---------->para-larl)
events may indicate hypoventilation.) (---------->para-dysphoric)
B. The disturbance is not better explained by another current sleep disorder. (---------->para-haircuts)
Specify whether: (---------->para-margo)
327.24 (G47.34) Idiopathic liypoventilation: This subtype is not attributable to any (---------->paratroemel)
readily identified condition. (---------->para-hagman)
327.25 (G47.35) Congenital central alveolar hypoventilation: This subtype is a rare (---------->paraillintent)
congenital disorder in which the individual typically presents in the perinatal period with (---------->metayoungstrom)
shallow breathing, or cyanosis and apnea during sleep. (---------->ortho-infradian)
327.26 (G47.36) Comorbid sleep-related hypoventilation: This subtype occurs as a (---------->orthosaraswathi)
consequence of a medical condition, such as a pulmonary disorder (e.g., interstitial (---------->orthopublicized)
lung disease, chronic obstructive pulmonary disease) or a neuromuscular or chest wall (---------->metafraudulence)
disorder (e.g., muscular dystrophies, postpolio syndrome, cervical spinal cord injury, (---------->metadeiirium)
kyphoscoliosis), or medications (e.g., benzodiazepines, opiates). It also occurs with (---------->orthokruse)
obesity (obesity hypoventilation disorder), where it reflects a combination of increased (---------->paradbms)
work of breathing due to reduced chest wall compliance and ventilation-perfusion mismatch (--------->meta-tearfulness)
and variably reduced ventilatory drive. Such individuals usually are characterized (---------->metasubsiding)
by body mass index of greater than 30 and hypercapnia during wakefulness (with (---------->paradisapproving)
a PCO2 of greater than 45), without other evidence of hypoventilation. (---------->para-psychomotor)
Specify current severity: (---------->para-scherdin)
Severity is graded according to the degree of hypoxemia and hypercarbia present during (--------->ortho-prematurely)
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sleep and evidence of end organ impairment due to these abnormalities (e.g., rightsided (---------->paraexploratory)
heart failure). The presence of blood gas abnormalities during wakefulness is an (---------->paratearfulness)
indicator of greater severity. (---------->para-homebound)
Subtypes (---------->meta-noncoma)
Regarding obesity hypoventilation disorder, the prevalence of obesity hypoventilation in (---------->orthoabulia)
the general population is not known but is thought to be increasing in association with the (--------->para-rialon)
increased prevalence of obesity and extreme obesity. (---------->para-caste)
Diagnostic Features (---------->ortho-ritualized)
Sleep-related hypoventilation can occur independently or, more frequently, comorbid (---------->orthohallmarks)
with medical or neurological disorders, medication use, or substance use disorder. Although (--------->para-begrudge)
symptoms are not mandatory to make this diagnosis, individuals often report (---------->ortho-dimsdale)
excessive daytime sleepiness, frequent arousals and awakenings during sleep, morning (--------->ortho-pharmacodynamic)
headaches, and insomnia complaints. (---------->meta-koro)
Associated Features Supporting Diagnosis (---------->meta-voiding)
Individuals with sleep-related hypoventilation can present with sleep-related complaints (---------->metaelimin)
of insomnia or sleepiness. Episodes of orthopnea can occur in individuals with diaphragm (--------->meta-mcleod)
weakness. Headaches upon awakening may be present. During sleep, episodes of shallow (--------->para-beekman)
breathing may be observed, and obstructive sleep apnea hypopnea or central sleep apnea (--------->para-anxiolytics)
may coexist. Consequences of ventilatory insufficiency, including pulmonary hypertension, (--------->ortho-truancy)
cor pulmonale (right heart failure), polycythemia, and neurocognitive dysfunction. (---------->metadruginduced)
can be present. With progression of ventilatory insufficiency, blood gas abnormalities extend (--------->ortho-delimited)
into wakefulness. Features of the medical condition causing sleep-related hypoventilation (--------->para-sjonptoms)
can also be present. Episodes of hypoventilation may be associated with frequent (---------->parapharmacodynamic)
arousals or bradytachycardia. Individuals may complain of excessive sleepiness and insomnia (--------->meta-fava)
or morning headaches or may present with findings of neurocognitive dysfunction (---------->metaayanna)
or depression. Hypoventilation may not be present during wakefulness. (---------->ortho-functionai)
Prevalence (---------->meta-stimulantrelated)
Idiopathic sleep-related hypoventilation in adults is very uncommon. The prevalence of (---------->metaordinarily)
congenital central alveolar hypoventilation is unknown, but the disorder is rare. Comorbid (--------->ortho-unl)
sleep-related hypoventilation (i.e., hypoventilation comorbid with other conditions, (---------->parafluctuates)
such as chronic obstructive pulmonary disease [COPD], neuromuscular disorders, or obesity) (--------->ortho-slowness)
is more common. (---------->ortho-dilip)
Development and Course (---------->meta-interspersed)
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Idiopathic sleep-related hypoventilation is thought to be a slowly progressive disorder of (--------->ortho-directedness)
respiratory impairment. When this disorder occurs comorbidly with other disorders (e.g., (--------->ortho-fatalistic)
COPD, neuromuscular disorders, obesity), disease severity reflects the severity of the underlying (--------->meta-extant)
condition, and the disorder progresses as the condition worsens. Complications (---------->meta-prions)
such as pulmonary hypertension, cor pulmonale, cardiac dysrhythmias, polycythemia, (---------->orthoshona)
neurocognitive dysfunction, and worsening respiratory failure can develop with increasing (--------->ortho-prochlorperazine)
severity of blood gas abnormalities. (---------->para-forerunner)
Congenital central alveolar hypoventilation usually manifests at birth with shallow, (---------->meta-ona)
erratic, or absent breathing. This disorder can also manifest during infancy, childhood, (---------->orthoverbally)
and adulthood because of variable penetrance of the PHOX2B mutation. Children with (---------->metaina)
congenital central alveolar hypoventilation are more likely to have disorders of the autonomic (--------->meta-xo)
nervous system, Hirschsprung's disease, neural crest tumors, and characteristic boxshaped (--------->para-distinctly)
face (i.e., the face is short relative to its width). (---------->ortho-bulimia)
Risk and Prognostic Factors (---------->ortho-irreversibly)
Environmental. Ventilatory drive can be reduced in individuals using central nervous (---------->orthofattening)
system depressants, including benzodiazepines, opiates, and alcohol. (---------->para-erotomanie)
Genetic and physiological. Idiopathic sleep-related hypoventilation is associated with (---------->paraindiscriminately)
reduced ventilatory drive due to a blunted chemoresponsiveness to CO2 (reduced respiratory (--------->para-kolb)
drive; i.e., "won't breathe"), reflecting underlying neurological deficits in centers (---------->metaapolipoprotein)
governing the control of ventilation. More commonly, sleep-related hypoventilation is comorbid (--------->para-helene)
with another medical condition, such as a pulmonary disorder, a neuromuscular (---------->ortho-krausz)
or chest wall disorder, or hypothyroidism, or with use of medications (e.g., benzodiazepines, (--------->meta-sharjeel)
opiates). In these conditions, the hypoventilation may be a consequence of increased (---------->metamethylphenidate)
work of breathing and/or impairment of respiratory muscle function (i.e., "can't (---------->paranonparental)
breathe") or reduced respiratory drive (i.e., "won't breathe"). (---------->meta-lly)
Neuromuscular disorders influence breathing through impairment of respiratory motor (---------->metatotaled)
innervation or respiratory muscle function. They include conditions such as amyotrophic (---------->paradarci)
lateral sclerosis, spinal cord injury, diaphragmatic paralysis, myasthenia gravis, (---------->ortho-csl)
Lambert-Eaton syndrome, toxic or metabolic myopathies, postpolio syndrome, and Charcot- (--------->ortho-chiefly)
Marie-Tooth syndrome. (---------->meta-camacho)
Congenital central alveolar hypoventilation is a genetic disorder attributable to mutations (--------->meta-qj)
of PH0X2B, a gene that is crucial for the development of the embryonic autonomic (---------->metavasculature)
nervous system and neural crest derivatives. Children with congenital central alveolar hypoventilation (--------->meta-unconsciousness)
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show blunted ventilatory responses to hypercapnia, especially in non-rapid (---------->meta-tong)
eye movement sleep. (---------->para-elus)
Gender-Related Diagnostic Issues (---------->para-drunkenness)
Gender distributions for sleep-related hypoventilation occurring in association with comorbid (--------->meta-manji)
conditions reflect the gender distributions of the comorbid conditions. For example, (---------->metatakotsubo)
COPD is more frequently present in males and with increasing age. (---------->ortho-binge)
Diagnostic Markers (---------->ortho-discourage)
Sleep-related hypoventilation is diagnosed using polysomnography showing sleep-related (--------->ortho-phenylephrine)
hypoxemia and hypercapnia that is not better explained by another breathing-related sleep (--------->ortho-lancing)
disorder. The documentation of increased arterial pC02 levels to greater than 55 mmHg (--------->ortho-gastrostomy)
during sleep or a 10 mmHg or greater increase in pC02 levels (to a level that also exceeds (--------->ortho-rotting)
50 mmHg) during sleep in comparison to awake supine values, for 10 minutes or longer, is (--------->ortho-stoop)
the gold standard for diagnosis. However, obtaining arterial blood gas determinations during (--------->para-misarticulated)
sleep is impractical, and non-invasive measures of pC02 have not been adequately validated (--------->meta-prudence)
during sleep and are not widely used during polysomnography in adults. Prolonged (---------->orthoremits)
and sustained decreases in oxygen saturation (oxygen saturation of less than 90% for more (--------->ortho-preteens)
than 5 minutes with a nadir of at least 85%, or oxygen saturation of less than 90% for at least (--------->meta-anxietyinduced)
30% of sleep time) in the absence of evidence of upper airway obstruction are often used as (--------->ortho-neale)
an indication of sleep-related hypoventilation; however, this finding is not specific, as there (--------->meta-psychiatrically)
are other potential causes of hypoxemia, such as that due to lung disease. (---------->para-pukall)
Functional Consequences of (---------->ortho-hideous)
Sleep-Related Hypoventilation (---------->ortho-sacher)
The consequences of sleep-related hypoventilation are related to the effects of chronic exposure (--------->ortho-undercontrolled)
to hypercapnia and hypoxemia. These blood gas derangements cause vasoconstriction (---------->orthosweene)
of the pulmonary vasculature leading to pulmonary hypertension, which, if (---------->ortho-parltinson)
severe, can result in right-sided heart failure (cor pulmonale). Hypoxemia can lead to dysfunction (--------->ortho-vividly)
of organs such as the brain, blood, and heart, leading to outcomes such as cognitive (---------->orthoaddictions)
dysfunction, polycythemia, and cardiac arrhythmias. Hypercapnia can depress (---------->metaabdominoperitoneal)
ventilatory drive, leading to progressive respiratory failure. (---------->para-retigious)
Differential Diagnosis (---------->meta-exogenous)
Other medical conditions affecting ventilation. In adults, the idiopathic variety of sleeprelated (--------->para-tohen)
hypoventilation is very uncommon and is determined by excluding the presence of (---------->orthoalvarez)
lung diseases, skeletal malformations, neuromuscular disorders, and other medical and (---------->paraunderscores)
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neurological disorders or medications that affect ventilation. Sleep-related hypoventilation (--------->ortho-scarcely)
must be distinguished from other causes of sleep-related hypoxemia, such as that due (---------->orthomaliciously)
to lung disease. (---------->meta-nonfluent)
Other breathing-related sleep disorders. Sleep-related hypoventilation can be distinguished (--------->para-hco)
from obstructive sleep apnea hypopnea and central sleep apnea based on clinical (---------->orthobreakup)
features and findings on polysomnography. Sleep-related hypoventilation typically shows (--------->meta-faintness)
more sustained periods of oxygen desaturation rather that the periodic episodes seen in (---------->parapersisjence)
obstructive sleep apnea hypopnea and central sleep apnea. Obstructive sleep apnea hypopnea (--------->para-bupropion)
and central sleep apnea also show a pattern of discrete episodes of repeated airflow (---------->orthodriskill)
decreases that can be absent in sleep-related hypoventilation. (---------->para-recoded)
Comorbidity (---------->ortho-bereaved)
Sleep-related hypoventilation often occurs in association with a pulmonary disorder (e.g., interstitial (--------->para-recidivism)
lung disease, COPD), with a neuromuscular or chest wall disorder (e.g., muscular (---------->orthodishonorable)
dystrophies, post-polio syndrome, cervical spinal cord injury, obesity, kyphoscoliosis), or. (--------->para-faye)
most relevant to the mental health provider, with medication use (e.g., benzodiazepines, opiates). (--------->para-painfully)
Congenital central alveolar hypoventilation often occurs in association with autonomic (---------->paraferent)
dysfunction and may occur in association with Hirschsprung's disease. COPD, a disorder of (--------->ortho-jacobo)
lower airway obstruction usually associated with cigarette smoking, can result in sleeprelated (--------->ortho-overlie)
hypoventilation and hypoxemia. The presence of coexisting obstructive sleep apnea (---------->orthoreemerge)
hypopnea is thought to exacerbate hypoxemia and hypercapnia during sleep and wakefulness. (--------->para-sobbing)
The relationship between congenital central alveolar hypoventilation and idiopathic (---------->orthomustafa)
sleep-related hypoventilation is unclear; in some individuals, idiopathic sleep-related hypoventilation (--------->meta-prh)
may represent cases of late-onset congenital central alveolar hypoventilation. (---------->ortho-ture)
Relationship to internationai Ciassification of (---------->meta-ypersomnolence)
Sieep Disorders (---------->ortho-pastimes)
The International Classification of Sleep Disorders, 2nd Edition (ICSD-2), combines sleeprelated (--------->ortho-apathy)
hypoventilation and sleep-related hypoxemia under the category of sleep-related (---------->orthorelapsed)
hypoventilation/hypoxemic syndromes. This approach to classification reflects the frequent (--------->ortho-neuroleptics)
co-occurrence of disorders that lead to hypoventilation and hypoxemia. In contrast, (---------->parareckless)
the classification used in DSM-5 reflects evidence that there are distinct sleep-related (---------->metahesitation)
pathogenetic processes leading to hypoventilation. (---------->para-admonition)
Circadian Rhythm Sleep-Wake Disorders (---------->ortho-fuii)

DSM-UPAX

691

Diagnostic Criteria (---------->meta-afe)
A. A persistent or recurrent pattern of sleep disruption that is primarily due to an alteration (--------->meta-intravenously)
of the circadian system or to a misalignment between the endogenous circadian (---------->orthoelapsing)
rhythm and the sleep-wake schedule required by an individual’s physical environment (---------->paracoexist)
or social or professional schedule. (---------->para-paraphilically)
B. The sleep disruption leads to excessive sleepiness or insomnia, or both. (---------->ortho-moderates)
C. The sleep disturbance causes clinically significant distress or impairment in social, occupational, (--------->ortho-thunderstorms)
and other important areas of functioning. (---------->ortho-activephase)
Coding note: For ICD-9-CM, code 307.45 for all subtypes. For ICD-10-CM, code is based (--------->ortho-vego)
on subtype. (---------->para-hyperresponsivity)
Specify whether: (---------->meta-nonrhythmic)
307.45 (G47.21) Delayed sleep phase type: A pattern of delayed sleep onset and (---------->orthosynthesized)
awakening times, with an inability to fall asleep and awaken at a desired or conventionally (--------->para-opiates)
acceptable earlier time. (---------->ortho-diminishes)
Specify if: (---------->meta-dysplioria)
Familial: A family history of delayed sleep phase is present. (---------->ortho-venous)
Specify if: (---------->para-cutpoint)
Overlapping with non-24-hour sleep-wake type: Delayed sleep phase type (---------->para-otiier)
may overlap with another circadian rhythm sleep-wake disorder, non-24-hour (---------->meta-shinkei)
sleep-wake type. (---------->para-popularized)
307.45 (G47.22) Advanced sleep phase type: A pattern of advanced sleep onset and (---------->metairritabity)
awakening times, with an inability to remain awake or asleep until the desired or conventionally (--------->meta-paraphernalia)
acceptable later sleep or wake times. (---------->para-anticipates)
Specify if: (---------->meta-nonmood)
Familial: A family history of advanced sleep phase is present. (---------->para-teratogen)
307.45 (G47.23) Irregular sleep-walte type: A temporally disorganized sleep-wake (---------->metaetiologically)
pattern, such that the timing of sleep and wake periods is variable throughout the 24- (---------->metagodbole)
hour period. (---------->ortho-deprgssivg)
307.45 (G47.24) Non-24-hour sleep-wake type: A pattern of sleep-wal<e cycles that (---------->paradisinhibition)
is not synchronized to the 24-hour environment, with a consistent daily drift (usually to (---------->metavocationally)
later and later times) of sleep onset and wake times. (---------->ortho-vegetal)
307.45 (G47.26) Shift work type: Insomnia during the major sleep period and/or excessive (--------->ortho-incompleteness)
sleepiness (including inadvertent sleep) during the major awake period associated (---------->parasupraventricular)
with a shift work schedule (i.e., requiring unconventional work hours). (---------->ortho-tatarchuk)
307.45 (G47.20) Unspecified type (---------->ortho-salbutamol)
Specify if: (---------->ortho-harmonized)
Episodic: Symptoms last at least 1 month but less than 3 months. (---------->para-unwarranted)
Persistent: Symptoms last 3 months or longer. (---------->ortho-fag)
Recurrent: Two or more episodes occur within the space of 1 year. (---------->meta-lipids)
Delayed Sleep Phase Type (---------->para-mslt)
Diagnostic Features (---------->para-covariation)
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The delayed sleep phase type is based primarily on a history of a delay in the timing of the (--------->para-unequivocal)
major sleep period (usually more than 2 hours) in relation to the desired sleep and wakeup (--------->ortho-sydenham)
time, resulting in symptoms of insomnia and excessive sleepiness. When allowed to set (---------->paraintolerance)
their own schedule, individuals with delayed sleep phase type exhibit normal sleep quality (--------->meta-gullibility)
and duration for age. Symptoms of sleep-onset insomnia, difficulty waking in the (---------->metaincessant)
morning, and excessive early day sleepiness are prominent. (---------->para-definitional)
Associated Features Supporting Diagnosis (---------->ortho-affectively)
Common associated features of delayed sleep phase type include a history of mental disorders (--------->meta-syndromal)
or a concurrent mental disorder. Extreme and prolonged difficulty awakening with (---------->metaboulter)
morning confusion is also common. Psychophysiological insomnia may develop as a result (--------->meta-remissions)
of maladaptive behaviors that impair sleep and increase arousal because of repeated (---------->parastic)
attempts to fall asleep at an earlier time. (---------->para-vengeful)
Prevaience (---------->para-unappealing)
Prevalence of delayed sleep phase type in the general population is approximately 0.17% (--------->meta-phencyclidines)
but appears to be greater than 7% in adolescents. Although the prevalence of familial delayed (--------->para-lingual)
sleep phase type has not been established, a family history of delayed sleep phase is (---------->orthooxycodone)
present in individuals with delayed sleep phase type. (---------->ortho-analvzinfi)
Development and Course (---------->ortho-nonpsychotic)
Course is persistent, lasting longer than 3 months, with intermittent exacerbations throughout (--------->para-stereotypy)
adulthood. Although age at onset is variable, symptoms begin typically in adolescence (---------->paraincurring)
and early adulthood and persist for several months to years before diagnosis is established. (--------->meta-retinoic)
Severity may decrease with age. Relapse of symptoms is common. (---------->meta-masterson)
Clinical expression may vary across the lifespan depending on social, school, and work (---------->paraintmsive)
obligations. Exacerbation is usually triggered by a change in work or school schedule that (--------->ortho-stopwatch)
requires an early rise time. Individuals who can alter their work schedules to accommodate (--------->para-inextricably)
the delayed circadian sleep and wake timing can experience remission of symptoms. (---------->paraprominence)
Increased prevalence in adolescence may be a consequence of both physiological and behavioral (--------->ortho-smedley)
factors. Hormonal changes may be involved specifically, as delayed sleep phase is associated (--------->ortho-banging)
with the onset of puberty. Thus, delayed sleep phase type in adolescents should be (---------->metaunfulfilled)
differentiated from the common delay in the timing of circadian rhythms in this age group. In (--------->meta-doghouse)
the familial form, the course is persistent and may not improve sig^iificantly with age. (---------->orthobhembe)
Risk and Prognostic Factors (---------->para-hollowed)
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Genetic and physiological. Predisposing factors may include a longer than average circadian (--------->meta-unrealistically)
period, changes in light sensitivity, and impaired homeostatic sleep drive. Some individuals (--------->meta-cheated)
with delayed sleep phase type may be hypersensitive to evening light, which (---------->metamorphologically)
can serve as a delay signal to the circadian clock, or they may be hyposensitive to morning (--------->ortho-opiates)
light such that its phase-advancing effects are reduced. Genetic factors may play a role in (--------->ortho-dissipate)
the pathogenesis of familial and sporadic forms of delayed sleep phase type, including (---------->parasubsiding)
mutations in circadian genes (e.g., PER3, CKle). (---------->ortho-palpation)
Diagnostic i\/larl(ers (---------->ortho-elia)
Confirmation of the diagnosis includes a complete history and use of a sleep diary or actigraphy (--------->meta-voyeurishc)
(i.e., a wrist-wom motion detector that monitors motor activity for prolonged periods and (---------->metavehemently)
can be used as a proxy for sleep-wake patterns for at least 7 days). The period covered should (--------->meta-involimtary)
include weekends, when social and occupational obligations are less strict, to ensure that the (--------->meta-overlooks)
individual exhibits a consistently delayed sleep-wake pattern. Biomarkers such as salivary (--------->ortho-arianna)
dim light melatonin onset should be obtained only when the diagnosis is unclear. (---------->metaetrator)
Functional Consequences of Delayed Sleep Phase Type (---------->meta-noninjurious)
Excessive early day sleepiness is prominent. Extreme and prolonged difficulty awakening (--------->ortho-musculoskeletal)
with morning confusion (i.e., sleep inertia) is also common. The severity of insomnia and (--------->meta-pathogenic)
excessive sleepiness symptoms varies substantially among individuals and largely depends (--------->para-braininjured)
on the occupational and social demands on the individual. (---------->meta-toluene)
Differential Diagnosis (---------->para-korsakoff)
Normative variations in sleep. Delayed sleep phase type must be distinguished from (---------->pararamaswamy)
normal sleep patterns in which an individual has a late schedule that does not cause (---------->ortho-foi)
personal, social, or occupational distress (most commonly seen in adolescents and young (--------->para-tingling)
adults). (---------->ortho-zisook)
Other sleep disorders. Insomnia disorder and other circadian rhythm sleep-wake disorders (--------->meta-tami)
should be included in the differential. Excessive sleepiness may also be caused by (---------->orthofarooqui)
other sleep disturbances, such as breathing-related sleep disorders, insomnias, sleeprelated (--------->ortho-phillippo)
movement disorders, and medical, neurological, and mental disorders. Overnight (---------->metanonclinical)
polysomnography may help in evaluating for other comorbid sleep disorders, such as (---------->orthodreamlike)
sleep apnea. The circadian nature of delayed sleep phase type, however, should differentiate (--------->para-rephrasing)
it from other disorders with similar complaints. (---------->meta-incapacitation)
Comorbidity (---------->ortho-unappreciated)
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Delayed sleep phase type is strongly associated with depression, personality disorder, and (--------->meta-trincleotide)
somatic symptom disorder or illness anxiety disorder. In addition, comorbid sleep disorders, (--------->ortho-darrel)
such as insomnia disorder, restless legs syndrome, and sleep apnea, as well as depressive (--------->meta-overs)
and bipolar disorders and anxiety disorders, can exacerbate symptoms of insomnia (---------->paraadopts)
and excessive sleepiness. Delayed sleep phase type may overlap with another circadian (--------->meta-cardiopulmonary)
rhythm sleep-wake disorder, non-24-hour sleep-wake type. Sighted individuals with non- (--------->meta-storch)
24-hour sleep-wake type disorder commonly also have a history of delayed circadian sleep (--------->meta-subgroupings)
phase. (---------->ortho-odromal)
Advanced Sleep Phase Type (---------->para-hauser)
\ (---------->ortho-selfdiscipline)
Specifiers (---------->meta-subcortical)
Advanced sleep phase type may be documented with the specified "famihal." Although (---------->metaresentment)
the prevalence of familial advanced sleep phase type has not been established, a family (--------->meta-intelligible)
history of advanced sleep phase is present in individuals with advanced sleep phase type. (--------->para-xli)
In this type, specific mutations demonstrate an autosomal dominant mode of inheritance. (--------->para-phospho)
In the familial form, onset of symptoms may occur earlier (during childhood and early (---------->paradysphonia)
adulthood), the course is persistent, and the severity of symptoms may increase with age. (--------->para-menninger)
Diagnostic Features (---------->meta-idealize)
Advanced sleep phase type is characterized by sleep-wake times that are several hours (--------->ortho-deceleration)
earlier than desired or conventional times. Diagnosis is based primarily on a history of an (--------->ortho-nonfrail)
advance in the timing of the major sleep period (usually more than 2 hours) in relation to (--------->ortho-rence)
the desired sleep and wake-up time, with symptoms of early morning insomnia and excessive (--------->meta-motility)
daytime sleepiness. When allowed to set their schedule, individuals with advanced (---------->orthopolygenic)
sleep phase type will exhibit normal sleep quality and duration for age. (---------->para-delirium)
Associated Features Supporting Diagnosis (---------->ortho-odromal)
Individuals with advanced sleep phase type are "morning types," having earlier sleepwake (--------->para-fanatics)
times, with the timing of circadian biomarkers such as melatonin and core body temperature (--------->para-ramadan)
rhythms occurring 2-A hours earlier than normal. When required to keep a conventional (---------->paraineptitude)
schedule requiring a delay of bedtime, these individuals will continue to have an (---------->orthowozniak)
early rise time, leading to persistent sleep deprivation and daytime sleepiness. Use of hypnotics (--------->meta-siever)
or alcohol to combat sleep-maintenance insomnia and stimulants to reduce daytime (---------->metapreferring)
sleepiness may lead to substance abuse in these individuals. (---------->meta-nonmedical)
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Prevaience (---------->meta-medicai)
The estimated prevalence of advanced sleep phase type is approximately 1% in middleage (--------->para-prochlorperazine)
adults. Sleep-wake times and circadian phase advance in older individuals, probably (---------->parasocialization)
accounting for increased prevalence in this population. (---------->para-sureyya)
Deveiopment and Course (---------->meta-irresistible)
Onset is usually in late adulthood. In the familial form, onset can be earlier. The course is typically (--------->meta-suspicions)
persistent, lasting more than 3 months, but the severity may increase depending on work (--------->para-orexin)
and social schedules. The advanced sleep phase type is more common in older adults. (---------->parabianca)
Clinical expression may vary across the lifespan depending on social, school, and work (---------->orthoexhibitionistic)
obligations. Individuals who can alter their work schedules to accommodate the advanced (--------->meta-affectivity)
circadian sleep and wake timing can experience remission of symptoms. Increasing age (--------->ortho-faison)
tends to advance the sleep phase, however, it is unclear whether the common age-associated (--------->ortho-parikh)
advanced sleep phase type is due solely to a change in circadian timing (as seen in the (---------->metahallucination)
familial form) or also to age-related changes in the homeostatic regulation of sleep, resulting (--------->para-condescending)
in earlier awakening. Severity, remission, and relapse of symptoms suggest lack of adherence (--------->meta-mdma)
to behavioral and environmental treatments designed to control sleep and wake (---------->metaaggressively)
structure and light exposure. (---------->para-politeness)
Risk and Prognostic Factors (---------->meta-immaturities)
Environmental. Decreased late aftemoon/early evening exposure to light and/or exposure (--------->ortho-underdiagnosis)
to early morning light due to early morning awakening can increase the risk of advanced (--------->ortho-interpersonally)
sleep phase type by advancing circadian rhythms. By going to bed early, these (---------->paraemergent)
individuals are not exposed to light in the phase delay region of the curve, resulting in perpetuation (--------->meta-bhat)
of advanced phase. In familial advanced sleep phase type, a shortening of the (---------->paradissatisfaction)
endogenous circadian period can result in an advanced sleep phase, although circadian period (--------->para-admonition)
does not appear to systematically decrease with age. (---------->ortho-iviajor)
Genetic and physiological. Advanced sleep phase type has demonstrated an autosomal (--------->meta-weniger)
dominant mode of inheritance, including a PER2 gene mutation causing hypophosphorylation (--------->para-alphabetic)
of the PER2 protein and a missense mutation in CKL (---------->para-overlooks)
Culture-Reiated Diagnostic issues (---------->para-discontent)
African Americans may have a shorter circadian period and larger magnitude phase advances (--------->para-bereaved)
to light than do Caucasians, possibly increasing the risk for development of advanced (---------->paradisparate)
sleep phase type in this population. (---------->meta-baskin)
Diagnostic iVlaricers (---------->para-caudate)
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A sleep diary and actigraphy may be used as diagnostic markers, as described earlier for (--------->para-personahty)
delayed sleep phase type. (---------->para-lavretsky)
Functionai Consequences of Advanced Sieep Pliase Type (---------->ortho-alvarenga)
Excessive sleepiness associated with advanced sleep phase can have a negative effect on (--------->meta-delaney)
cognitive performance, social interaction, and safety. Use of wake-promoting agents to (---------->metabarbiturates)
combat sleepiness or sedatives for early morning awakening may increase potential for (---------->orthomabel)
substance abuse. (---------->para-dysreguiation)
Differentiai Diagnosis (---------->meta-embarrassment)
Other sleep disorders. Behavioral factors such as irregular sleep schedules, voluntary (---------->metapoisoned)
early awakening, and exposure to light in the early morning should be considered, particularly (--------->ortho-extant)
in older adults. Careful attention should be paid to rule out other sleep-wake disorders, (---------->metasilliness)
such as insomnia disorder, and other mental disorders and medical conditions that (---------->parainterns)
can cause early morning awakening. (---------->meta-barch)
Depressive and bipolar disorders. Because early morning awakening, fatigue, and sleepiness (--------->para-selfbiting)
are prominent features of major depressive disorder, depressive and bipolar disorders (---------->paradissociative)
must also be considered. (---------->para-encovmter)
Comorbidity (---------->ortho-wildly)
Medical conditions and mental disorders with the symptom of early morning awakening, (--------->ortho-glisky)
such as insomnia, can co-occur with the advance sleep phase type. (---------->meta-wanner)
Irregular Sleep-Wake Type (---------->meta-plantar)
Diagnostic Features (---------->para-redcap)
The diagnosis of irregular sleep-wake type is based primarily on a history of symptoms of (--------->ortho-chir)
insomnia at night (during the usual sleep period) and excessive sleepiness (napping) during (--------->meta-figueiredo)
the day. Irregular sleep-wake type is characterized by a lack of discernable sleep-wake (---------->parabhati)
circadian rhythm. There is no major sleep period, and sleep is fragmented into at least (---------->orthoeuphoric)
three periods d\iring the 24-hour day. (---------->ortho-ashaktapanna)
Associated Features Supporting Diagnosis (---------->para-carmabis)
Individuals with irregular sleep-wake type typically present with insomnia or excessive (---------->parabloating)
sleepiness, depending on the time of day. Sleep and wake periods across 24 hours are fragmented, (--------->ortho-gunshot)
although the longest sleep period tends to occur between 2:00 A.M. and 6:00 A.M. (---------->metaunknovm)
and is usually less than 4 hours. A history of isolation or reclusion may occur in association (--------->ortho-bagley)
with the disorder and contribute to the symptoms via a lack of external stimuli to help entrain (--------->para-nondeveloped)
a normal pattern. Individuals or their caregivers report frequent naps throughout the (---------->metadisrupts)
day. Irregular sleep-wake type is most commonly associated with neurodegenerative disorders, (--------->ortho-maas)
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such as major neurocognitive disorder, and many neurodevelopmental disorders (---------->orthokyofushoaike)
in children. (---------->para-methylamphetamine)
Prevalence (---------->meta-khatchikian)
Prevalence of irregular sleep-wake type in the general population is unknown. (---------->orthopolypharmacy)
Deveiopment and Course (---------->ortho-contradistinction)
The course of irregular sleep-wake type is persistent. Age at onset is variable, but the disorder (--------->para-paulson)
is more common in older adults. (---------->para-examinees)
Risic and Prognostic Factors (---------->ortho-eccentricity)
Temperamental. Neurodegenerative disorders, such as Alzheimer's disease, Parkinson's (--------->ortho-guanethidine)
disease, and Huntington's disease, and neurodevelopmental disorders in children increase (--------->para-adoptive)
the risk for irregular sleep-wake type. (---------->meta-maladaptive)
Environmental. Decreased exposure to environmental light and structured daytime activity (--------->ortho-kari)
can be associated with a low-amplitude circadian rhythm. Hospitalized individuals (---------->metadisorderrelated)
are especially prone to such weak external entraining stimuli, and even outside the hospital (--------->para-facetiousness)
setting, individuals with major neurocognitive disorder (i.e., dementia) are exposed to (---------->orthocontours)
significantly less bright light. (---------->ortho-fatigued)
Diagnostic iViaricers (---------->meta-primacy)
A detailed sleep history and a sleep diary (by a caregiver) or actigraphy help confirm the (--------->ortho-tlustos)
irregular sleep-wake pattern. (---------->para-acquaintance)
Functional Consequences of (---------->para-ejaculate)
irregular Sleep-Wake Type (---------->ortho-exaggerates)
Lack of a clearly discernible major sleep and wake period in irregular sleep-wake type results (--------->meta-thc)
in insomnia or excessive sleepiness, depending on the time of day. Disruption of the (---------->metadiscoid)
caregiver's sleep also often occurs and is an important consideration. (---------->ortho-mckhann)
Differential Diagnosis (---------->ortho-hallucinogenic)
Normative variations in sleep. Irregular sleep-wake type should be distinguished from (---------->orthorevert)
a voluntary irregular sleep-wake schedule and poor sleep hygiene, which can result in insomnia (--------->ortho-cranium)
and excessive sleepiness. (---------->para-nape)
Other medical conditions and mental disorders. Other causes of insomnia and daytime (---------->metagaskins)
sleepiness, including comorbid medical conditions and mental disorders or medication, (---------->orthotio)
should be considered. (---------->para-developmentally)
Comorbidity (---------->ortho-attributing)
Irregular sleep-wake type is often comorbid with neurodegenerative and neurodevelopmental (--------->ortho-savin)
disorders, such as major neurocognitive disorder, intellectual disability (intellectual (---------->orthomasochism)
developmental disorder), and traumatic brain injury. It is also comorbid with other (---------->paradystrophy)
medical conditions and mental disorders in which there is social isolation and/or lack of (---------->orthotamar)

DSM-UPAX

698

light and structured activities. (---------->meta-nptoms)
Non-24-Hour Sleep-Wake Type (---------->ortho-ejected)
Diagnostic Features (---------->meta-accompaniments)
The diagnosis of non-24-hour sleep-wake type is based primarily on a history of symptoms (--------->meta-conununities)
of insomnia or excessive sleepiness related to abnormal synchronization between the (---------->pararadiological)
24-hour light-dark cycle and the endogenous circadian rhythm. Individuals typically present (--------->meta-colorless)
with periods of insomnia, excessive sleepiness, or both, which alternate with short (---------->metajeffries)
asymptomatic periods. Starting with the asymptomatic period, when the individual's (---------->metamisinterpret)
sleep phase is aligned to the external environment, sleep latency will gradually increase (--------->meta-gastrostomy)
and the individual will complain of sleep-onset insomnia. As the sleep phase continues to (--------->meta-malloy)
drift so that sleep time is now in the daytime, the individual will have trouble staying (---------->metaphenylephrine)
awake during the day and will complain of sleepiness. Because the circadian period is not (--------->meta-amoimt)
aligned to the external 24-hour environment, symptoms will depend on when an individual (--------->ortho-devaluation)
tries to sleep in relation to the circadian rhythm of sleep propensity. (---------->para-plattner)
Associated Features Supporting Diagnosis (---------->meta-stigmatize)
Non-24-hour sleep-wake type is most common among blind or visually impaired individuals (--------->para-carmabis)
who have decreased light perception. In sighted individuals, there is often a history of (---------->metasurrogate)
delayed sleep phase and of decreased exposure to light and structured social and physical (--------->para-ingestions)
activity. Sighted individuals with non-24-hour sleep-wake type also demonstrate increased (--------->ortho-galanter)
sleep duration. (---------->ortho-dimethyltryptamine)
Prevaience (---------->meta-nuchae)
Prevalence of non-24-hour sleep-wake type in the general population is unclear, but the (---------->parathrombocytopenia)
disorder appears rare in sighted individuals. The prevalence in blind individuals is estimated (--------->ortho-bumping)
to be 50%. (---------->para-korsakoff)
Deveiopment and Course (---------->para-amoimts)
Course of non-24-hour sleep-wake type is persistent, with intermittent remission and exacerbations (--------->ortho-voiding)
due to changes in work and social schedules throughout the lifespan. Age at (---------->meta-sniffing)
onset is variable, depending on the onset of visual impairment. In sighted individuals, because (--------->para-constellation)
of the overlap with delayed sleep phase type, non-24-hour sleep-wake type may develop (--------->meta-postponement)
in adolescence or early adulthood. Remission and relapse of symptoms in blind and (---------->paraques)
sighted individuals largely depend on adherence to treatments designed to control sleep (--------->ortho-aminal)
and wake structure and light exposure. (---------->ortho-postpartum)
Clinical expression may vary across the lifespan depending on social, school, and work (---------->metanervios)
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obligations. In adolescents and adults, irregular sleep-wake schedules and exposure to (---------->orthothoman)
light or lack of light at critical times of the day can exacerbate the effects of sleep loss and (--------->meta-homemaker)
disrupt circadian entrainment. Consequently, symptoms of insomnia, daytime sleepiness, (--------->para-pitts)
and school, professional, and interpersonal functioning may worsen. (---------->para-heighten)
Risk and Prognostic Factors (---------->meta-zisook)
Environmental. In sighted individuals, decreased exposure or sensitivity to light and social (--------->ortho-epigenetic)
and physical activity cues may contribute to a free-running circadian rhythm. With the (---------->orthousuauy)
high frequency of mental disorders involving social isolation and cases of non-24-hour (---------->metapsychometrics)
sleep-wake type developing after a change in sleep habits (e.g., night shift work, job loss), (--------->ortho-selfmutilation)
behavioral factors in combination with physiological tendency may precipitate and perpetuate (--------->meta-bagley)
this disorder in sighted individuals. Hospitalized individuals with neurological and (---------->para-vith)
psychiatric disorders can become insensitive to social cues, predisposing them to the development (--------->meta-thilly)
of non-24-hour sleep-wake type. (---------->meta-imoortant)
Genetic and physiological. Blindness is a risk factor for non-24-hour sleep-wake type. (---------->orthonowak)
Non-24-hour sleep-wake type has been associated with traumatic brain injury. (---------->orthoanecdotally)
Diagnostic iVlarlcers (---------->para-burstein)
Diagnosis is confirmed by history and sleep diary or actigraphy for an extended period. (---------->paracharacterizes)
Sequential measurement of phase markers (e.g., melatonin) can help determine circadian (--------->ortho-asymmetrically)
phase in both sighted and blind individuals. (---------->ortho-thg)
Functionai Consequences of (---------->ortho-wheatley)
Non-24-Hour Sieep-Walce Type (---------->para-electrolysis)
Complaints of insomnia (sleep onset and sleep maintenance), excessive sleepiness, or both (--------->ortho-julianne)
are prominent. The unpredictability of sleep and wake times (typically a daily delay drift) (---------->metapattem)
results in an inability to attend school or maintain a steady job and may increase potential (--------->meta-ethnically)
for social isolation. (---------->meta-analvzinfi)
Differentiai Diagnosis (---------->meta-disintegrative)
Circadian rhythm sleep-wake disorders. In sighted individuals, non-24-hour sleep-wake (---------->paracarelessness)
type should be differentiated from delayed sleep phase type, as individuals with delayed (--------->ortho-psychometrically)
sleep phase type may display a similar progressive delay in sleep period for several days. (--------->meta-sheryl)
Depressive disorders. Depressive symptoms and depressive disorders may result in (---------->parafouiculitis)
similar circadian dysregulation and symptoms. (---------->ortho-prefrontal)
Comorbidity (---------->meta-rapport)
Blindness is often comorbid with non-24-hour sleep-wake type, as are depressive and bipolar (--------->ortho-wakeup)
disorders with social isolation. (---------->ortho-constricted)
Shift Work Type (---------->meta-dismissive)
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Diagnostic Features (---------->meta-unsuspecting)
Diagnosis is primarily based on a history of the individual working outside of the normal (---------->metasubsumed)
8:00 A.M. to 6:00 P.M. daytime window (particularly at night) on a regularly scheduled (i.e., (--------->para-inordinate)
non-overtime) basis. Symptoms of excessive sleepiness at work, and impaired sleep at (---------->parablot)
home, on a persistent basis are prominent. Presence of both sets of symptoms are usually (--------->ortho-overemphasized)
required for a diagnosis of shift work type. Typically, when the individual reverts to a daywork (--------->para-distracted)
routine, symptoms resolve. Although the etiology is slightly different, individuals (---------->meta-lianzi)
who travel across many time zones on a very frequent basis may experience effects similar (--------->para-stereotypically)
to those experienced by individuals with shift work type who work rotating shifts. (---------->orthodetract)
Prevalence (---------->ortho-iviay)
The prevalence of shift work type is unclear, but the disorder is estimated to affect 5%-10% (--------->ortho-mow)
of the night worker population (16%-20% of the workforce). Prevalence rises with advancement (--------->ortho-reaffirming)
into middle-age and beyond (Drake et al. 2004). (---------->para-erotomanie)
Development and Course (---------->meta-confuse)
Shift work type can appear in individuals of any age but is more prevalent in individuals (---------->orthocomorbidly)
older than 50 years and typically worsens with the passage of time if the disruptive work (--------->ortho-proneness)
hours persist. Although older adults may show similar rates of circadian phase adjustment (--------->meta-feedings)
to a change in routine as do younger adults, they appear to experience significantly (---------->orthopipich)
more sleep disruption as a consequence of the circadian phase shift. (---------->ortho-devious)
Risk and Prognostic Factors (---------->ortho-uninformative)
Temperamental. Predisposing factors include a morning-type disposition, a need for (---------->metadisgusted)
long (i.e., more than 8 hours) sleep durations in order to feel well rested, and strong competing (--------->para-intermixing)
social and domestic needs (e.g., parents of young children). Individuals who are able (---------->pararesponders)
to commit to a nocturnal lifestyle, with few competing day-oriented demands, appear at (---------->paraitching)
lower risk for shift work type. (---------->para-efrain)
Genetic and physiological. Because shift workers are more likely than day workers to (---------->orthodiuretics)
be obese, obstructive sleep apnea may be present and may exacerbate the symptoms. (---------->metaexploitative)
Diagnostic iVlarlcers (---------->ortho-preponderance)
A history and sleep diary or actigraphy may be useful in diagnosis, as discussed earlier for (--------->ortho-spani)
delayed sleep phase type. (---------->meta-humiliated)
Functional Consequences of Shift Worl( Type (---------->ortho-deteriorative)
Individuals with shift work type not only may perform poorly at work but also appear to (---------->paraoddness)
be at risk for accidents both at work and on the drive home. They may also be at risk for (--------->meta-cheniaux)
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poor mental health (e.g., alcohol use disorder, substance use disorder, depression) and (---------->paraquinones)
physical health (e.g., gastrointestinal disorders, cardiovascular disease, diabetes, cancer). (--------->para-nonadherence)
Individuals with a history of bipolar disorder are particularly vulnerable to shift work (---------->orthoemits)
type-related episodes of mania resulting from missed nights of sleep. Shift work type often (--------->para-evading)
results in interpersonal problems. (---------->para-ypersomnolence)
Differential Diagnosis (---------->para-confining)
Normative variations in sleep with shift work. The diagnosis of shift work type, as opposed (--------->meta-ascribing)
to the ''normal" difficulties of shift work, must depend to some extent on the severity (---------->parahysterectomy)
of symptoms and/or level of distress experienced by the individual. Presence of shift (---------->metashortchange)
work type symptoms even when the individual is able to live on a day-oriented routine for (--------->para-psychiosis)
several weeks at a time may suggest the presence of other sleep disorders, such as sleep apnea, (--------->para-mace)
insomnia, and narcolepsy, which should be ruled out. (---------->ortho-kamaldeep)
Comorbidity (---------->meta-seasonally)
Shift work type has been associated with increased alcohol use disorder, other substance (--------->meta-chewing)
use disorders, and depression. A variety of physical health disorders (e.g., gastrointestinal (--------->ortho-famihal)
disorders, cardiovascular disease, diabetes, cancer) have been found to be associated with (--------->ortho-spitting)
prolonged exposure to shift work. (---------->para-emel)
Relationship to International Classification of (---------->para-frotteurism)
Sleep Disorders (---------->meta-schor)
The International Classification of Sleep Disorders, 2nd Edition (ICSD-2), differentiates nine (--------->para-delirium)
circadian rhythm sleep disorders, including jet lag type. (---------->meta-clonidine)
Parasomnias (---------->ortho-loners)
Parasomnias are disorders characterized by abnormal behavioral, experiential, or physiological (--------->para-neurotoxin)
events occurring in association with sleep, specific sleep stages, or sleep-wake transitions. (--------->meta-humility)
The most common parasomnias—non-rapid eye movement (NREM) sleep (---------->para-bianca)
arousal disorders and rapid eye movement (REM) sleep behavior disorder—represent admixtures (--------->para-thyra)
of wakefulness and NREM sleep and wakefulness and REM sleep, respectively. (---------->metapreclude)
These conditions serve as a reminder that sleep and wakefulness are not mutually exclusive (--------->ortho-faye)
and that sleep is not necessarily a global, whole-brain phenomenon. (---------->ortho-bailout)
Non-Rapid Eye Movement (---------->para-arma)
Sleep Arousal Disorders (---------->ortho-ajay)
Diagnostic Criteria (---------->meta-margo)
A. Recurrent episodes of incomplete awakening from sleep, usually occurring during the (--------->ortho-aloofness)
first third of the major sleep episode, accompanied by either one of the following: (---------->orthohartlage)
1. Sleepwalking: Repeated episodes of rising from bed during sleep and walking (---------->ortho-phq)
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about. While sleepwalking, the individual has a blank, staring face; is relatively unresponsive (--------->ortho-supine)
to the efforts of others to communicate with him or her; and can be (---------->meta-stigmatization)
awakened only with great difficulty. (---------->meta-midlife)
2. Sleep terrors: Recurrent episodes of abrupt terror arousals from sleep, usually beginning (--------->ortho-rumbling)
with a panicky scream. There is intense fear and signs of autonomic (---------->para-pallor)
arousal, such as mydriasis, tachycardia, rapid breathing, and sweating, during (---------->meta-lom)
each episode. There is relative unresponsiveness to efforts of others to comfort the (---------->orthowanda)
individual during the episodes. (---------->ortho-laraque)
B. No or little (e.g., only a single visual scene) dream imagery is recalled. (---------->ortho-bachan)
C. Amnesia for the episodes is present. (---------->para-wrists)
D. The episodes cause clinically significant distress or impairment in social, occupational, (--------->ortho-audiovisual)
or other important areas of functioning. (---------->ortho-greenhut)
E. The disturbance is not attributable to the physiological effects of a substance (e.g., a (---------->metaexpressivity)
drug of abuse, a medication). (---------->ortho-longitudinally)
F. Coexisting mental and medical disorders do not explain the episodes of sleepwalking (---------->paragaskins)
or sleep terrors. (---------->para-exceedingly)
Coding note: For ICD-9-CM, code 307.46 for all subtypes. For ICD-10-CM, code is based (--------->meta-undergarments)
on subtype. (---------->meta-jsi)
Specify whether: (---------->meta-eczema)
307.46 (F51.3) Sleepwalking type (---------->ortho-vaporization)
Specify if: (---------->para-olanzapine)
With sleep-related eating (---------->ortho-cleft)
With sleep-related sexual behavior (sexsomnia) (---------->ortho-dinnitris)
307.46 (F51.4) Sleep terror type (---------->meta-sor)
Diagnostic Features (---------->ortho-angiopathy)
The essential feature of non-rapid eye movement (NREM) sleep arousal disorders is the (--------->meta-francesca)
repeated occurrence of incomplete arousals, usually beginning during the first third of the (--------->meta-benoit)
major sleep episode (Criterion A), that typically are brief, lasting 1-10 minutes, but may be (--------->para-bobb)
protracted, lasting up to 1 hour. The maximum duration of an event is unknown. The eyes (--------->para-humility)
are typically open during these events. Many individuals exhibit both subtypes of arousals (--------->meta-suris)
on different occasions, which underscores the unitary underlying pathophysiology. The (---------->parafissure)
subtypes reflect varying degrees of simultaneous occurrence of wakefulness and NREM (--------->para-bangsund)
sleep, resulting in complex behaviors arising from sleep with varying degrees of conscious (--------->para-aggravates)
awareness, motor activity, and autonomic activation. (---------->meta-gestural)
The essential feature of sleepwalking is repeated episodes of complex motor behavior (---------->orthosignifying)
initiated during sleep, including rising from bed and walking about (Criterion Al). Sleepwalking (--------->para-reefers)
episodes begin during any stage of NREM sleep, most commonly during slowwave (---------->paraadversities)
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sleep and therefore most often occurring during the first third of the night. During (---------->metafullness)
episodes, the individual has reduced alertness and responsiveness, a blank stare, and relative (--------->meta-catatonia)
unresponsiveness to communication with others or efforts by others to awaken the (---------->orthogroin)
individual. If awakened during the episode (or on awakening the following morning), the (---------->metacommonalities)
individual has limited recall for the episode. After the episode, there may initially be a brief (--------->para-depress)
period of confusion or difficulty orienting, followed by full recovery of cognitive function (---------->paraunresponsive)
and appropriate behavior. (---------->para-smilowitz)
The essential feature of sleep terrors is the repeated occurrence of precipitous awakenings (--------->para-multisyllable)
from sleep, usually beginning with a panicky scream or cry (Criterion A2). Sleep terrors (---------->metaoffending)
usually begin during the first third of the major sleep episode and last 1-10 minutes, (---------->metabongs)
but they may last considerably longer, particularly in children. The episodes are accompanied (--------->meta-amoimts)
by impressive autonomic arousal and behavioral manifestations of intense fear. (---------->metatenseness)
During an episode, the individual is difficult to awaken or comfort. If the individual awakens (--------->ortho-valproate)
after the sleep terror, little or none of the dream, or only fragmentary, single images, (---------->orthobarillas)
are recalled. During a typical episode of sleep terrors, the individual abruptly sits up in (---------->paraalden)
bed screaming or crying, with a frightened expression and autonomic signs of intense anxiety (--------->ortho-hassad)
(e.g., tachycardia, rapid breathing, sweating, dilation of the pupils). The individual (---------->orthorauenhorst)
may be inconsolable and is usually unresponsive to the efforts of others to awaken or comfort (--------->meta-geda)
him or her. Sleep terrors are also called "night terrors" or "pavor nocturnus." (---------->meta-anxiolytic)
Associated Features Supporting Diagnosis (---------->ortho-nowak)
Sleepwalking episodes can include a wide variety of behaviors. Episodes may begin with (--------->ortho-substitutions)
confusion: the individual may simply sit up in bed, look about, or pick at the blanket or (---------->paraayahuasca)
sheet. This behavior then becomes progressively complex. The individual may actually (---------->metaniglitmare)
leave the bed and walk into closets, out of the room, and even out of buildings. Individuals (--------->ortho-followthrough)
may use the bathroom, eat, talk, or engage in more complex behaviors. Running and frantic (--------->para-palpitations)
attempts to escape some apparent threat can also occur. Most behaviors during sleepwalking (--------->meta-hypozincemia)
episodes are routine and of low complexity. However, cases of unlocking doors (---------->orthosubdivided)
and even operating machinery (driving an automobile) have been reported. Sleepwalking (--------->meta-unconventional)
can also include inappropriate behavior (e.g., commonly, urinating in a closet or wastebasket). (--------->ortho-kaelber)
Most episodes last for several minutes to a half hour but may be more protracted. (---------->ortho-cih)

DSM-UPAX

704

Inasmuch as sleep is a state of relative analgesia, painful injuries sustained during sleepwalking (--------->meta-nazarian)
may not be appreciated until awakening after the fact. (---------->ortho-grammatical)
There are two "specialized" forms of sleepwalking: sleep-related eating behavior and (---------->metahoang)
sleep-related sexual behavior (sexsomnia or sleep sex). Individuals with sleep-related eating (--------->ortho-bluvshtein)
experience unwanted recurrent episodes of eating with varying degrees of amnesia, ranging (--------->ortho-ehrlich)
from no awareness to full awareness without the ability to not eat. During these episodes, (--------->para-multisite)
inappropriate foods may be ingested. Individuals witii sleep-related eating disorder (---------->parakashtan)
may find evidence of their eating only the next morning. In sexsomnia, varying degrees of (--------->para-desists)
sexual activity (e.g., masturbation, fondling, groping, sexual intercourse) occur as complex (--------->para-hospitalizations)
behaviors arising from sleep without conscious awareness. This condition is more common (--------->ortho-observational)
in males and may result in serious interpersonal relationship problems or medicolegal (---------->orthoshadi)
consequences. (---------->meta-visuoconstructional)
During a typical episode of sleep terrors, there is often a sense of overwhelming dread, (---------->orthoantecedents)
with a compulsion to escape. Although fragmentary vivid dream images may occur, a storylike (--------->para-tomboyism)
dream sequence (as in nightmares) is not reported. Most commonly, the individual does (---------->parainasmuch)
not awaken fully, but returns to sleep and has amnesia for the episode on awakening the next (--------->meta-christophe)
morning. Usually only one episode will occur on any one night. Occasionally several episodes (--------->para-petechial)
may occur at intervals throughout the night. These events rarely arise during daytime naps. (--------->para-nostrils)
Prevalence (---------->meta-kermeth)
Isolated or infrequent NREM sleep arousal disorders are very common in the general population. (--------->ortho-ravi)
From 10% to 30% of children have had at least one episode of sleepwalking, and (---------->paraesophagoscopy)
2%-3% sleepwalk often. The prevalence of sleepwalking disorder, marked by repeated episodes (--------->ortho-zapotec)
and impairment or distress, is much lower, probably in the range of l%-5%. The (---------->meta-striegel)
prevalence of sleepwalking episodes (not sleepwalking disorder) is 1.0%-7.0% among (---------->metaevokes)
adults, with weekly to monthly episodes occurring in 0.5%-0.7%. The lifetime prevalence (--------->para-sympathomimetic)
of sleepwalking in adults is 29.2%, with a past-year prevalence of sleepwalking of 3.6%. (---------->parainedibles)
The prevalence of sleep terrors in the general population is unknown. The prevalence (---------->parawend)
of sleep terror episodes (as opposed to sleep terror disorder, in which there is recurrence (--------->meta-selfi)
and distress or impairment) is approximately 36.9% at 18 months of age, 19.7% at 30 months (--------->meta-evi)
of age, and 2.2% in adults. (---------->para-dilip)
Development and Course (---------->para-microhemorrhages)

DSM-UPAX

705

NREM sleep arousal disorders occur most commonly in childhood and diminish in frequency (--------->ortho-comorbid)
with increasing age. The onset of sleepwalking in adults with no prior history of (---------->ortho-gibbons)
sleepwalking as children should prompt a search for specific etiologies, such as obstructive (--------->meta-lateonset)
sleep apnea, nocturnal seizures, or effect of medication. (---------->para-kraemer)
Risk and Prognostic Factors (---------->ortho-swerdlow)
Environmental. Sedative use, sleep deprivation, sleep-wake schedule disruptions, fatigue, (--------->para-intoxicant)
and physical or emotional stress increase the likelihood of episodes. Fever and sleep (---------->orthomahesh)
deprivation can produce an increased frequency of NREM sleep arousal disorders. (---------->metabraininjured)
Genetic and physiological. A family history for sleepwalking or sleep terrors may occur (---------->metaselflimiting)
in up to 80% of individuals who sleepwalk. The risk for sleepwalking is further increased (--------->meta-recklessly)
(to as much as 60% of offspring) when both parents have a history of the disorder. (---------->orthosigners)
Individuals with sleep terrors frequently have a positive family history of either sleep (---------->orthocoercing)
terrors or sleepwalking, with as high as a 10-fold increase in the prevalence of the disorder (--------->para-propoxyphene)
among first-degree biological relatives. Sleep terrors are much more common in monozygotic (--------->meta-underdiagnose)
twins as compared with dizygotic twins. The exact mode of inheritance is unknown. (---------->metahorrific)
Gender-Related Diagnostic Issues (---------->para-cardiopulmonary)
Violent or sexual activity during sleepwalking episodes is more likely to occur in adults. (---------->metamanias)
Eating during sleepwalking episodes is more commonly seen in females. Sleepwalking occurs (--------->para-pressured)
more often in females during childhood but more often in males during adulthood. (---------->orthodeceitfulness)
Older children and adults provide a more detailed recollection of fearful images associated (--------->para-callousness)
with sleep terrors than do younger children, who are more likely to have complete (---------->orthomodeirate)
amnesia or report only a vague sense of fear. Among children, sleep terrors are more common (--------->para-nevado)
in males than in females. Among adults, the sex ratio is even. (---------->ortho-treatable)
Diagnostic IVIaricers (---------->para-spero)
NREM sleep arousal disorders arise from any stage of NREM sleep but most commonly (--------->meta-indifferent)
from deep NREM sleep (slow-wave sleep). They are most likely to appear in the first third (--------->ortho-incoordination)
of the night and do not commonly occur during daytime naps. During the episode, the (---------->metaalcoliol)
polysomnogram may be obscured with movement artifact. In the absence of such artifact, (--------->meta-latencies)
the electroencephalogram typically shows theta or alpha frequency activity during the episode, (--------->ortho-feigning)
indicating partial or incomplete arousal. (---------->para-jakob)
Polysomnography in conjunction with audiovisual monitoring can be used to document (---------->metapostpartum)
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episodes of sleepwalking. In the absence of actually capturing an event during a polysomnographic (--------->para-manifests)
recording, there are no polysomnographic features that can serve as a marker for (---------->paraconhised)
sleepwalking. Sleep deprivation may increase the likelihood of capturing an event. As a group, (--------->para-tial)
individuals who sleepwalk show instability of deep NREM sleep, but the overlap in findings (--------->ortho-joelle)
with individuals who do not sleepwalk is great enough to preclude use of this indicator in establishing (--------->meta-frick)
a diagnosis. Unlike arousals from REM sleep associated with nightmares, in which (---------->orthogrieving)
there is an increase in heart rate and respiration prior to the arousal, the NREM sleep arousals (--------->para-kuchibhatla)
of sleep terrors begin precipitously from sleep, without anticipatory autonomic changes. The (--------->para-interplay)
arousals are associated with impressive autonomic activity, with doubling or tripling of (---------->paradexamethasone)
the heart rate. The pathophysiology is poorly understood, but there appears to be instability in (--------->meta-circulatory)
the deeper stages of NREM sleep. Absent capturing an event during a formal sleep study, (--------->para-tormented)
there are no reliable polysomnographic indicators of the tendency to experience sleep terrors. (--------->meta-nonthreatening)
Functional Consequences of (---------->meta-forethought)
Non-REIVI Sleep Arousal Disorders (---------->para-puliing)
For the diagnosis of a NREM sleep arousal disorder to be made, the individual or household (--------->para-derives)
members must experience clinically significant distress or impairment, although parasomnia (--------->meta-bhang)
symptoms may occur occasionally in nonclinical populations and would be (---------->meta-detract)
subthreshold for the diagnosis. Embarrassment concerning the episodes can impair social (--------->meta-cooccurrence)
relationships. Social isolation or occupational difficulties can result. The determination of a (--------->ortho-ggt)
disorder depends on a number of factors, which may vary on an individual basis and (---------->metadevelopmeat)
will depend on the frequency of events, potential for violence or injurious behaviors, embarrassment, (--------->meta-homocystinuria)
or disruption/distress of other household members. Severity determination (---------->meta-stabihty)
is best made based on the nature or consequence of the behaviors rather than simply on frequency. (--------->meta-hypokalemia)
Uncommonly, NREM sleep arousal disorders may result in serious injury to the (---------->orthoanticipating)
individual or to someone trying to console the individual. Injuries to others are confined to (--------->meta-massa)
those in close proximity; individuals are not "sought out." Typically, sleepwalking in both (---------->metadiplopia)
children and adults is not associated with significant mental disorders. For individuals (---------->orthoteratogens)
with sleep-related eating behaviors, unknowingly preparing or eating food during the (---------->paracortices)
sleep period may create problems such as poor diabetes control, weight gain, injury (cuts (--------->ortho-suspecting)
and bums), or consequences of eating dangerous or toxic inedibles. NREM sleep arousal (--------->meta-mort)
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disorders may rarely result in violent or injurious behaviors with forensic implications. (---------->pararecovers)
Differential Diagnosis (---------->para-hansler)
Nightmare disorder. In contrast to individuals with NREM sleep arousal disorders, individuals (--------->meta-susi)
with nightmare disorder typically awaken easily and completely, report vivid (---------->paraphotoplethysmography)
storyhke dreams accompanying the episodes, and tend to have episodes later in the night. (--------->para-precludes)
NREM sleep arousal disorders occur during NREM sleep, whereas nightmares usually occur (--------->ortho-buckner)
during REM sleep. Parents of children with NREM sleep arousal disorders may misinterpret (--------->para-realizes)
reports of fragmentary imagery as nightmares. (---------->meta-accommodating)
Breathing-related sleep disorders. Breathing disorders during sleep can also produce (---------->parataper)
confusional arousals with subsequent amnesia. However, breathing-related sleep disorders (--------->meta-defecation)
are also characterized by characteristic symptoms of snoring, breathing pauses, and (---------->orthoulcers)
daytime sleepiness. In some individuals, a breathing-related sleep disorder may precipitate (--------->para-overabstract)
episodes of sleepwalking. (---------->para-hallucinogens)
\ (---------->para-healed)
REM sleep behavior disorder. REM sleep behavior disorder may be difficult to distinguish (--------->ortho-disturiiance)
from NREM sleep arousal disorders. REM sleep behavior disorder is characterized (---------->parasimonds)
by episodes of prominent, complex movements, often involving personal injury arising (---------->orthodismissals)
from sleep. In contrast to NREM sleep arousal disorders, REM sleep behavior disorder occurs (--------->meta-bothersome)
during REM sleep. Individuals v^ith REM sleep behavior disorder awaken easily and (---------->paralaterality)
report more detailed and vivid dream content than do individuals with NREM sleep arousal (--------->para-anabolicandrogenic)
disorders. They often report that they "act out dreams." (---------->para-nonfemale)
Parasomnia overlap syndrome. Parasomnia overlap syndrome consists of clinical and (---------->orthoprecipitating)
polysomnographic features of both sleepwalking and REM sleep behavior disorder. (---------->metaanatomic)
Sleep-related seizures. Some types of seizures can produce episodes of very unusual (---------->paraexpulsions)
behaviors that occur predominantly or exclusively during sleep. Nocturnal seizures may (---------->orthooverestimate)
closely mimic NREM sleep arousal disorders but tend to be more stereotypic in nature, occur (--------->meta-dissipated)
multiple times nightly, and be more likely to occur from daytime naps. The presence of (---------->metahopeless)
sleep-related seizures does not preclude the presence of NREM sleep arousal disorders. (--------->para-toxin)
Sleep-related seizures should be classified as a form of epilepsy. (---------->meta-lavid)
Alcohol-induced blackouts. Alcohol-induced blackouts may be associated with extremely (--------->para-signifying)
complex behaviors in the absence of other suggestions of intoxication. They do not involve (--------->para-segundo)
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the loss of consciousness but rather reflect an isolated disruption of memory for events (---------->metapimples)
during a drinking episode. By history, these behaviors may be indistinguishable from those (--------->meta-immunological)
seen in NREM sleep arousal disorders. (---------->ortho-kalpakci)
Dissociative amnesia, with dissociative fugue. Dissociative fugue may be extremely (---------->metadenckla)
difficult to distinguish from sleepwalking. Unlike all other parasomnias, nocturnal dissociative (--------->para-ounter)
fugue arises from a period of wakefulness during sleep, rather than precipitously (---------->metastressorrelated)
from sleep without intervening wakefulness. A history of recurrent childhood physical or (---------->parapreoccupation)
sexual abuse is usually present (but may be difficult to obtain). (---------->ortho-karla)
Malingering or other voluntary behavior occurring during wakefulness. As with dissociative (--------->meta-disillusionment)
fugue, malingering or other voluntary behavior occurring during wakefulness (---------->para-trachman)
arises from wakefulness. (---------->meta-neurocognihve)
Panic disorder. Panic attacks may also cause abrupt awakenings from deep NREM sleep (--------->ortho-scab)
accompanied by fearfulness, but these episodes produce rapid and complete awakening without (--------->meta-hypermetabolic)
the confusion, amnesia, or motor activity typical of NREM sleep arousal disorders. (---------->orthononfatal)
Medication-induced complex behaviors. Behaviors similar to those in NREM sleep (---------->metapsychosexual)
arousal disorders can be induced by use of, or withdrawal from, substances or medications (--------->meta-hypercarotenemia)
(e.g., benzodiazepines, nonbenzodiazepine sedative-hypnotics, opiates, cocaine, nicotine, (--------->para-intravaginal)
antipsychotics, tricyclic antidepressants, chloral hydrate). Such behaviors may arise (---------->orthostorylike)
from the sleep period and may be extremely complex. The underlying pathophysiology (---------->paradeprgssivg)
appears to be a relatively isolated amnesia. In such cases, substance/medication-induced (--------->ortho-enact)
sleep disorder, parasomnia type, should be diagnosed (see "Substance/Medication- (---------->orthonecessitate)
Induced Sleep Disorder" later in this chapter). (---------->meta-skoog)
Night eating syndrome. The sleep-related eating disorder form of sleepwalking is to be (---------->orthomultiparametric)
differentiated from night eating syndrome, in which there is a delay in the circadian rhythm (--------->meta-blunted)
of food ingestion and an association with insomnia and/or depression. (---------->meta-krueger)
Comorbidity (---------->ortho-nonfemale)
In adults, there is an association between sleepwalking and major depressive episodes and (--------->para-dreyer)
obsessive-compulsive disorder. Children or adults with sleep terrors may have elevated (---------->parabamum)
scores for depression and anxiety on personality inventories. (---------->meta-imoortant)
Relationship to international Classification of (---------->meta-premorbid)
Sleep Disorders (---------->meta-methylenedioxy)
The International Classification o f Sleep Disorders, 2nd Edition, includes "confusional (---------->pararosenbloom)
arousal" as a NREM sleep arousal disorder. (---------->meta-entertains)
Nightmare Disorder (---------->meta-caffeinated)
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Diagnostic Criteria 307.47 (F51.5) (---------->ortho-anesthetics)
A. Repeated occurrences of extended, extremely dysphoric, and well-remembered (---------->paraboman)
dreams that usually involve efforts to avoid threats to survival, security, or physical integrity (--------->meta-hariton)
and that generally occur during the second half of the major sleep episode. (---------->meta-reluctance)
B. On awakening from the dysphoric dreams, the individual rapidly becomes oriented and (--------->para-marjorie)
alert. (---------->ortho-trobaugh)
0. The sleep disturbance causes clinically significant distress or impairment in social, occupational, (--------->ortho-dimorphism)
or other important areas of functioning. (---------->ortho-peripartum)
D. The nightmare symptoms are not attributable to the physiological effects of a substance (--------->ortho-uttering)
(e.g., a drug of abuse, a medication). (---------->para-affectivity)
E. Coexisting mental and medical disorders do not adequately explain the predominant (---------->paraobviates)
complaint of dysphoric dreams. (---------->ortho-emasculinization)
Specify if: (---------->meta-gels)
During sleep onset (---------->ortho-brigid)
Specify if: (---------->ortho-postponing)
With associated non-sleep disorder, including substance use disorders (---------->para-diller)
With associated other medical condition (---------->ortho-menstruation)
With associated other sleep disorder (---------->ortho-nevra)
Coding note: The code 307.47 (F51.5) applies to all three specifiers. Code also the (---------->metadeepak)
relevant associated mental disorder, medical condition, or other sleep disorder immediately (--------->meta-reminiscent)
after the code for nightmare disorder in order to indicate the association. (---------->ortho-aleman)
Specify if: (---------->meta-sagduyu)
Acute: Duration of period of nightmares is 1 month or less. (---------->meta-palilalia)
Subacute: Duration of period of nightmares is greater than 1 month but less than (---------->metatirumalasetty)
6 months. (---------->para-premeditated)
Persistent: Duration of period of nightmares is 6 months or greater. (---------->ortho-cuyar)
Specify current severity: (---------->para-cooperstein)
Severity can be rated by the frequency with which the nightmares occur: (---------->meta-parenthetical)
Mild: Less than one episode per week on average. (---------->para-denys)
Moderate: One or more episodes per week but less than nightly. (---------->para-budney)
Severe: Episodes nightly. (---------->meta-schoolwork)
Diagnostic Features (---------->meta-turgidity)
Nightmares are typically lengthy, elaborate, story like sequences of dream imagery that (---------->orthoselfesteem)
seem real and that incite anxiety, fear, or other dysphoric emotions. Nightmare content (---------->parakufs)
typically focuses on attempts to avoid or cope with imminent danger but may involve (---------->parafalsification)
themes that evoke other negative emotions. Nightmares occurring after traumatic experiences (--------->para-phenylethylamine)
may replicate the threatening situation ("'replicative nightmares"), but most do not. (---------->metaglasser)
On awakening, nightmares are well remembered and can be described in detail. They arise (--------->ortho-disinfiibition)
almost exclusively during rapid eye movement (REM) sleep and can thus occur throughout (--------->para-phasic)
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sleep but are; more likely in the second half of the major sleep episode when dreaming (---------->metaseetable)
is longer and more intense. Factors that increase early-night REM intensity, such as sleep (--------->meta-perinasal)
fragmentation or deprivation, jet lag, and REM-sensitive medications, might facilitate (---------->orthooverconfidence)
nightmares earlier in the night, including at sleep onset. (---------->ortho-darryl)
Nightmares usually terminate with awakening and rapid return of full alertness. However, (--------->ortho-grunt)
the dysphoric emotions may persist into wakefulness and contribute to difficulty returning (--------->ortho-archil)
to sleep and lasting daytime distress. Some nightmares, known as "bad dreams," (---------->orthoidiosyncratic)
may not induce awakening and are recalled only later. If nightmares occur during sleeponset (--------->meta-overconcemed)
REM periods (hypnagogic), the dysphoric emotion is frequently accompanied by a (---------->metabuysse)
sense of being both awake and unable to move voluntarily {isolated sleep paralysis). (---------->metablockers)
Associated Features Supporting Diagnosis (---------->para-purview)
Mild autonomic arousal, including sweating, tachycardia, and tachypnea, may characterize (--------->para-kidnapping)
nightmares. Body movements and vocalizations are not characteristic because of REM (---------->orthomisleadingly)
sleep-related loss of skeletal muscle tone, but such behaviors may occur under situations (--------->para-mccue)
of emotional stress or sleep fragmentation and in posttraumatic stress disorder (PTSD). (---------->metaescalating)
When talking or emoting occurs, it is typically a brief event terminating the nightmare. (---------->orthomyoclonus)
Individuals with frequent nightmares are at substantially greater risk for suicidal ideation (---------->metanorepinephrine)
and suicide attempts, even when gender and mental illness are taken into account. (---------->paracountis)
Prevalence (---------->ortho-kissell)
Prevalence of nightmares increases through childhood into adolescence. From 1.3% to (---------->metapsychotropic)
3.9% of parents report that their preschool children have nightmares "often" or "always". (---------->paradelusionai)
Prevalence increases from ages 10 to 13 for both males and females but continues to increase (--------->ortho-mcduffie)
to ages 20-29 for females (while decreasing for males), when it can be twice as high (---------->paraoverdiagnosed)
for females as for males. Prevalence decreases steadily with age for both sexes, but the gender (--------->ortho-mirtazapine)
difference remains. Among adults, prevalence of nightmares at least monthly is 6%, (---------->orthodermoscopy)
whereas prevalence for frequent nightmares is l%-2%. Estimates often combine idiopathic (--------->meta-recollection)
and posttraumatic nightmares indiscriminately. (---------->para-raisiiig)
Development and Course (---------->meta-iilce)
Nightmares often begin between ages 3 and 6 years but reach a peak prevalence and severity (--------->meta-electrocardiography)
in late adolescence or early adulthood. Nightmares most likely appear in children (---------->paraorthostasis)
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exposed to acute or chronic psychosocial stressors and thus may not resolve spontaneously. (--------->meta-scapegoating)
In a minority, frequent nightmares persist into adulthood, becoming virtually a lifelong (---------->metavenous)
disturbance. Although specific nightmare content may reflect the individual's age, (---------->orthosuspensions)
the essential features of the disorder are the same across age groups. (---------->meta-cyclical)
Risk and Prognostic Factors (---------->meta-cocky)
Temperamental. Individuals who experience nightmares report more frequent past adverse (--------->ortho-predispositions)
events, but not necessarily trauma, and often display personality disturbances or (---------->metamarkedly)
psychiatric diagnosis. (---------->meta-premonitory)
Environmental. Sleep deprivation or fragmentation, and irregular sleep-wake schedules (---------->orthoinauthentic)
that alter the timing, intensity, or quantity of REM sleep, can put individuals at risk for (---------->metaaffecnvity)
nightmares. (---------->para-hypertrophy)
Genetic and physiological. Twin studies have identified genetic effects on the disposition (--------->para-iviiid)
to nightmares and their co-occurrence with other parasomnias (e.g., sleeptalking). (---------->paracoworkers)
Course modifiers. Adaptive parental bedside behaviors, such as soothing the child following (--------->ortho-agonist)
nightmares, may protect against developing chronic nightmares. (---------->ortho-amnesia)
Culture-Related Diagnostic issues (---------->ortho-purposeful)
The significance attributed to nightmares may vary by culture, and sensitivity to such beliefs (--------->para-intravenously)
may facilitate disclosure. (---------->para-leckman)
Gender-Related Diagnostic Issues (---------->ortho-dishonorable)
Adult females report having nightmares more frequently than do adult males. Nightmare (---------->paranonspoken)
content differs by sex, with adult females tending to report themes of sexual harassment or (--------->ortho-fawcett)
of loved ones disappearing/dying, and adult males tending to report themes of physical (---------->paravandalism)
aggression or war/terror. (---------->para-assessrilbnt)
Diagnostic Markers (---------->para-undiagnosed)
Polysomnographie studies demonstrate abrupt awakenings from REM sleep, usually during (--------->ortho-bodv)
the second half of the night, prior to report of a nightmare. Heart, respiratory, and eye movement (--------->para-temperament)
rates may quicken or increase in variability before awakening. Nightmares following (---------->paracentrality)
traumatic events may also arise during non-REM (NREM), particularly stage 2, sleep. The typical (--------->para-htv)
sleep of individuals with nightmares is mildly impaired (e.g., reduced efficiency, less slowwave (--------->ortho-gunderson)
sleep, more awakenings), with more frequent periodic leg movements in sleep and relative (--------->meta-petechiae)
sympathetic nervous system activation after REM sleep deprivation. (---------->meta-corticobasal)
Functional Consequences of Niglitmare Disorder (---------->para-imptuse)
Nightmares cause more significant subjective distress than demonstrable social or occupational (--------->meta-lacunar)
impairment. However, if awakenings are frequent or result in sleep avoidance, (---------->orthoketamine)
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individuals may experience excessive daytime sleepiness, poor concentration, depression, (--------->ortho-disgust)
anxiety, or irritability. Frequent childhood nightmares (e.g., several per week), may cause (--------->ortho-chewed)
significant distress to parents and child. (---------->meta-matney)
Differential Diagnosis (---------->meta-disentangling)
Sleep terror disorder. Both nightmare disorder and sleep terror disorder include awakenings (--------->meta-mcnulty)
or partial awakenings with fearfulness and autonomic activation, but the two disorders (---------->metasharjeel)
are differentiable. Nightmares typically occur later in the night, during REM sleep, (---------->orthoperceptible)
and produce vivid, storylike, and clearly recalled dreams; mild autonomic arousal; and (---------->orthozippers)
complete awakenings. Sleep terrors typically arise in the first third of the night during (---------->metasoiling)
stage 3 or 4 NREM sleep and produce either no dream recall or images without an elaborate (--------->meta-zakarchenco)
storylike quality. The terrors lead to partial awakenings that leave the individual confused, (--------->para-stroeh)
disoriented, and only partially responsive and with substantial autonomic arousal. (---------->paramonique)
There is usually amnesia for the event in the morning. (---------->para-nostrils)
REM sleep behavior disorder. The presence of complex motor activity during frightening (--------->meta-rodents)
dreams should prompt further evaluation for REM sleep behavior disorder, which (---------->orthoanatomical)
occurs more typically among late middle-age males and, unlike nightmare disorder, is associated (--------->ortho-tearful)
with often violent dream enactments and a history of nocturnal injuries. The (---------->para-nadir)
dream disturbance of REM sleep behavior disorder is described by patients as nightmares (--------->meta-loudness)
but is controlled by appropriate medication. (---------->para-smedley)
Bereavement. Dysphoric dreams may occur during bereavement but typically involve (---------->metakhadijah)
loss and sadness and are followed by self-reflection and insight, rather than distress, on (--------->meta-regressive)
awakening. (---------->ortho-scot)
Narcolepsy. Nightmares are a frequent complaint in narcolepsy, but the presence of excessive (--------->ortho-provocation)
sleepiness and cataplexy differentiates this condition from nightmare disorder. (---------->metaresection)
Nocturnal seizures. Seizures may rarely manifest as nightmares and should be evaluated (--------->meta-rehearsing)
with polysomnography and continuous video electroencephalography. Nocturnal (---------->meta-ccmd)
seizures usually involve stereotypical motor activity. Associated nightmares, if recalled. (---------->orthocamouflage)
are often repetitive in nature or reflect epileptogenic features such as the content of diurnal (--------->meta-confluent)
auras (e.g., unmotivated dread), phosphenes, or ictal imagery. Disorders of arousal, especially (--------->ortho-prolapse)
confusional arousals, may also be present. (---------->para-hairstyle)
Breathing-related sleep disorders. Breathing-related sleep disorders can lead to av^akenings (--------->ortho-fanatics)
with autonomic arousal, but these are not usually accompanied by recall of nightmares. (---------->metaeil)
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Panic disorder. Attacks arising during sleep can produce abrupt awakenings with autonomic (--------->meta-difmental)
arousal and fearfulness, but nightmares are typically not reported and symptoms (---------->meta-gelb)
are similar to panic attacks arising during wakefulness. (---------->para-subcutaneous)
Sleep-related dissociative disorders. Individuals may recall actual physical or emotional (---------->metaappendbc)
trauma as a "dream" during electroencephalography-documented awakenings. (---------->paraperforated)
Medication or substance use. Numerous substances/medications can precipitate nightmares, (--------->para-predominates)
including dopaminergics; beta-adrenergic antagonists and other antihypertensives; (---------->orthodissipated)
amphetamine, cocaine, and other stimulants; antidepressants; smoking cessation aids; (---------->parainattentive)
and melatonin. Withdrawal of REM sleep-suppressant medications (e.g., antidepressants) (--------->ortho-dormer)
and alcohol can produce REM sleep rebound accompanied by nightmares. If nightmares (--------->ortho-vestibular)
are sufficiently severe to warrant independent clinical attention, a diagnosis of substance/ (--------->ortho-alphasynuclein)
medication-induced sleep disorder should be considered. (---------->ortho-ditza)
Comorbidity (---------->ortho-finlay)
Nightmares may be comorbid with several medical conditions, including coronary heart (---------->metahivinfected)
disease, cancer, parkinsonism, and pain, and can accompany medical treatments, such as
hemodialysis, (---------->meta-neurosyphilis)
or withdrawal from medications or substances of abuse. Nightmares frequently (---------->orthosamuels)
are comorbid with other mental disorders, including PTSD; insomnia disorder; schizophrenia; (--------->ortho-manifested)
psychosis; mood, anxiety, adjustment, and personality disorders; and grief during bereavement. (--------->para-onetime)
A concurrent nightmare disorder diagnosis should only be considered when independent (--------->meta-aldehyde)
clinical attention is warranted (i.e.. Criteria A-C are met). Otherwise, no separate (---------->para-mcgirr)
diagnosis is necessary. These conditions should be listed under the appropriate comorbid (--------->para-exemplified)
category specifier. However, nightmare disorder may be diagnosed as a separate disorder in (--------->para-cyclosporine)
individuals with PTSD if the nightmares are temporally unrelated to PTSD (i.e., preceding (--------->meta-cordaro)
other PTSD symptoms or persisting after other PTSD symptoms have resolved). (---------->orthohaughty)
Nightmares are normally characteristic of REM sleep behavior disorder, PTSD, and acute (--------->meta-tiiat)
stress disorder, but nightmare disorder may be independently coded if nightmares preceded (--------->ortho-resentful)
the condition and their frequency or severity necessitates independent clinical attention. The (--------->meta-deserving)
latter may be determined by asking whether nightmares were a problem before onset of the (--------->para-forearms)
other disorder and whether they continued after other symptoms had remitted. (---------->para-escobar)
Relationsliip to internationai Ciassification of (---------->meta-macropsia)
Sieep Disorders (---------->ortho-aprons)
The International Classification of Sleep Disorders, 2nd Edition (ICSD-2), presents similar diagnostic (--------->meta-codeine)
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criteria for nightmare disorder. (---------->meta-nods)
Rapid Eye Movement Sleep Behavior Disorder (---------->meta-toddlerhood)
Diagnostic Criteria 327.42 (G47.52) (---------->para-triglycerides)
A. Repeated episodes of arousal during sleep associated with vocalization and/or complex (--------->para-transferrin)
motor behaviors. (---------->para-histopathology)
B. These behaviors arise during rapid eye movement (REM) sleep and therefore usually (---------->parahemiparesis)
occur more than 90 minutes after sleep onset, are more frequent during the later portions (--------->meta-unmask)
of the sleep period, and uncommonly occur during daytime naps. (---------->para-bauermeister)
C. Upon awakening from these episodes, the individual is completely awake, alert, and (---------->metablurring)
not confused or disoriented. (---------->ortho-disappearance)
D. Either of the following: (---------->ortho-iagnostic)
1. REM sleep without atonia on polysomnographic recording. (---------->para-extenuating)
2. A history suggestive of REM sleep behavior disorder and an established synucleinopathy (--------->meta-aloof)
diagnosis (e.g., Parkinson’s disease, multiple system atrophy). (---------->para-kidnapping)
E. The behaviors cause clinically significant distress or impairment in social, occupational, (--------->meta-aggregated)
or other important areas of functioning (which may include injury to self or the (---------->meta-almeida)
bed partner). (---------->meta-suzette)
F. The disturbance is not attributable to the physiological effects of a substance (e.g., a (---------->metarubio)
drug of abuse, a medication) or another medical condition. (---------->meta-bobb)
G. Coexisting mental and medical disorders do not explain the episodes. (---------->para-momen)
Diagnostic Features (---------->ortho-dysphoric)
The essential feature of rapid eye movement (REM) sleep behavior disorder is repeated (---------->paraamenorrhea)
episodes of arousal, often associated with vocalizations and/or complex motor behaviors (--------->ortho-relationsliip)
arising from REM sleep (Criterion A). These behaviors often reflect motor responses to the (--------->para-markw)
content of action-filled or violent dreams of being attacked or trying to escape from a (---------->orthosarcastic)
threatening situation, which may be termed dream enacting behaviors. The vocalizations are (--------->para-anxiolytk)
often loud, emotion-filled, and profane. These behaviors may be very bothersome to the (--------->ortho-emboli)
individual and the bed partner and may result in significant injury (e.g., falling, jumping, (---------->orthobronchodilators)
or flying out of bed; running, punching, thrusting, hitting, or kicking). Upon awakening, (---------->orthoqtc)
the individual is immediately awake, alert, and oriented (Criterion C) and is often able to (---------->paraoveractivity)
recall dream mentation, which closely correlates with the observed behavior. The eyes (---------->parastump)
typically remain closed during these events. The diagnosis of REM sleep behavior disorder (--------->para-cryptococcus)
requires clinically significant distress or impairment (Criterion E); this determination (---------->paralacunes)
will depend on a number of factors, including the frequency of events, the potential for violence (--------->meta-phobias)
or injurious behaviors, embarrassment, and distress in other household members. (---------->metadisrobing)
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Associated Features Supporting Diagnosis (---------->ortho-sleepwalk)
Severity determination is best made based on the nature or consequence of the behavior (--------->para-unmotivated)
rather than simply on frequency. Although the behaviors are typically prominent and violent, (--------->ortho-hackman)
lesser behaviors may also occur. (---------->meta-positional)
Prevaience (---------->ortho-hermosillo)
The prevalence of REM sleep behavior disorder is approximately 0.38%-0.5% in the general (--------->ortho-blot)
population. Prevalence in patients with psychiatric disorders may be greater, possibly (---------->paracaptivity)
related to medications prescribed for the psychiatric disorder. (---------->meta-walce)
Deveiopment and Course (---------->ortho-neurophysiological)
The onset of REM sleep behavior disorder may be gradual or rapid, and the course is usually (--------->ortho-radiograph)
progressive. REM sleep behavior disorder associated with neurodegenerative disorders (--------->ortho-whicfi)
may improve as the underlying neurodegenerative disorder progresses. Because of (---------->paragautam)
the very high association with the later appearance of an underlying neurodegenerative (---------->orthoeisen)
disorder, most notably one of the synucleinopathies (Parkinson's disease, multiple system (--------->ortho-motivates)
atrophy, or major or mild neurocognitive disorder with Lewy bodies), the neurological (---------->metadouyon)
status of individuals with REM sleep behavior disorder should be closely monitored. (---------->pararelapses)
REM sleep behavior disorder overwhelmingly affects males older than 50 years, but increasingly (--------->meta-clh)
this disorder is being identified in females and in younger individuals. Symptoms (---------->meta-riba)
in young individuals, particularly young females, should raise the possibility of (---------->meta-malinda)
narcolepsy or medication-induced REM sleep behavior disorder. (---------->ortho-stratified)
Risk and Prognostic Factors (---------->para-anosognosia)
Genetic and physiologicaL Many widely prescribed medications, including tricyclic (---------->metaavoidant)
antidepressants, selective serotonin reuptake inhibitors, serotonin-norepinephrine reuptake (--------->ortho-cocky)
inhibitors, and beta-blockers, may result in polysomnographic evidence of REM sleep (---------->paradarrel)
w^ithout atonia and in frank REM sleep behavior disorder. It is not known whether the (---------->paradeceptively)
medications per se result in REM sleep behavior disorder or they unmask an underlying (--------->ortho-blatchley)
predisposition. (---------->meta-flapping)
Diagnostic iVlaricers (---------->meta-neurochemical)
Associated laboratory findings from polysomnography indicate increased tonic and/or (---------->metaconstructional)
phasic electromyographic activity during REM sleep that is normally associated with muscle (--------->ortho-lighters)
atonia. The increased muscle activity variably affects different muscle groups, mandating (--------->meta-neutralize)
more extensive electromyographic monitoring than is employed in conventional sleep studies. (--------->meta-rejecting)
For this reason, it is suggested that electromyographic monitoring include the submentalis, (--------->ortho-nighttime)
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bilateral extensor digitorum, and bilateral anterior tibialis muscle groups. Continuous (---------->metacorrelate)
video monitoring is mandatory. Other polysomnographic findings may include very frequent (--------->para-rechallenged)
periodic and aperiodic extremity electromyography activity during non-REM (---------->paranonmelancholic)
(NREM) sleep. This polysomnography observation, termed REM sleep without atonia, is present (--------->ortho-rarest)
in virtually all cases of REM sleep behavior disorder but may also be an asymptomatic (---------->paracatatonic)
polysomnographic finding. Clinical dream-enacting behaviors coupled with the polysomnographic (--------->ortho-drescher)
finding of REM without atonia is necessary for the diagnosis of REM sleep behavior (---------->parawarfarin)
disorder. REM sleep without atonia without a clinical history of dream-enacting (---------->paradiscerned)
behaviors is simply an asymptomatic polysomnographic observation. It is not known (---------->parahypercarotenemia)
whether isolated REM sleep without atonia is a precursor to REM sleep behavior disorder. (--------->para-protracted)
Functional Consequences of (---------->ortho-wernicke)
Rapid Eye IViovement Sieep Behavior Disorder (---------->para-tampon)
REM sleep behavior disorder may occur in isolated occasions in otherwise unaffected individuals. (--------->para-paucity)
Embarrassment concerning the episodes can impair social relationships. Individuals (---------->paraindividualize)
may avoid situations in which others might become aware of the disturbance, (---------->meta-scarring)
visiting friends overnight, or sleeping with bed partners. Social isolation or occupational (---------->parashidents)
difficulties can result. Uncommonly, REM sleep behavior disorder may result in serious (---------->parahighdose)
injury to the victim or to the bed partner. (---------->meta-gambles)
Differential Diagnosis (---------->para-vandalism)
Other parasomnias. Confusional arousals, sleepwalking, and sleep terrors can easily be (---------->parahostilities)
confused with REM sleep behavior disorder. In general, these disorders occur in younger (--------->para-drunkenness)
individuals. Unlike REM sleep behavior disorder, they arise from deep NREM sleep and (--------->ortho-patrice)
therefore tend to occur in the early portion of the sleep period. Awakening from a confusional (--------->para-amyl)
arousal is associated with confusion, disorientation, and incomplete recall of dream (---------->orthohyperplasia)
mentation accompanying the behavior. Polysomnographic monitoring in the disorders of (---------->parasadism)
arousal reveals normal REM atonia. (---------->para-egocentrism)
Nocturnal seizures. Nocturnal seizures may perfectly mimic REM sleep behavior disorder, (--------->meta-stalking)
but the behaviors are generally more stereotyped. Polysomnographic monitoring employing (--------->meta-grillo)
a full electroencephalographic seizure montage may differentiate the two. REM (---------->orthosawhney)
sleep without atonia is not present on polysomnographic monitoring. (---------->para-nyhan)
Obstructive sleep apnea. Obstructive sleep apnea may result in behaviors indistinguishable (--------->para-lem)
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from REM sleep behavior disorder. Polysomnographie monitoring is necessary (---------->metastereotyping)
to differentiate between the two. In this case, the symptoms resolve following effective (---------->orthodalder)
treatment of the obstructive sleep apnea, and REM sleep without atonia is not present on (--------->meta-reconceptualized)
polysomnography monitoring. (---------->meta-altemative)
Other specified dissociative disorder (sleep-related psychogenic dissociative disorder). (---------->orthobuprenorphine)
Unlike virtually all other parasomnias, which arise precipitously from NREM or REM (---------->metafrye)
sleep, psychogenic dissociative behaviors arise from a period of well-defined wakefulness (--------->ortho-conscientiousness)
during the sleep period. Unlike REM sleep behavior disorder, this condition is more prevalent (--------->ortho-renaud)
in young females. (---------->para-katlin)
Malingering. Many cases of malingering in which the individual reports problematic (---------->orthoelwell)
sleep movements perfectly mimic the clinical features of REM sleep behavior disorder, (---------->parapseudodementia)
and polysonmographic documentation is mandatory. (---------->para-poisoned)
Comorbidity (---------->ortho-infidelity)
REM sleep behavior disorder is present concurrently in approximately 30% of patients (---------->ortholeukopenia)
with narcolepsy. When it occurs in narcolepsy, the demographics reflect the younger age (--------->ortho-tormented)
range of narcolepsy, with equal frequency in males and females. Based on findings from (--------->ortho-impuise)
individuals presenting to sleep clinics, most individuals (>50%) with initially "'idiopathic" (---------->metadefy)
REM sleep behavior disorder will eventually develop a neurodegenerative disease—most (--------->ortho-egocentrism)
notably, one of the synucleinopathies (Parkinson's disease, multiple system atrophy, or (---------->metalorrie)
major or mild neurocognitive disorder with Lewy bodies). REM sleep behavior disorder (---------->orthodejohn)
often predates any other sign of these disorders by many years (often more than a decade). (--------->ortho-suspecting)
Relationship to International Classification of (---------->para-exaggerate)
Sleep Disorders (---------->ortho-riba)
REM sleep behavior disorder is virtually identical to REM sleep behavior disorder in the (---------->orthoconfronts)
International Classification of Sleep Disorders, 2nd Edition (ICSD-2). (---------->ortho-promiscuity)
Restless Legs Syndrome (---------->meta-zippers)
Diagnostic Criteria 333.94 (G25.81) (---------->meta-iilll)
A. An urge to move the legs, usually accompanied by or in response to uncomfortable and (--------->para-overdiagnosis)
unpleasant sensations in the legs, characterized by all of the following: (---------->para-storylike)
1. The urge to move the legs begins or worsens during periods of rest or inactivity. (---------->orthoelectroencephalogram)
2. The urge to move the legs is partially or totally relieved by movement. (---------->ortho-repudiated)
3. The urge to move the legs is worse in the evening or at night than during the day, (---------->orthogerow)
or occurs only in the evening or at night. (---------->ortho-delusions)
B. The symptoms in Criterion A occur at least three times per week and have persisted (---------->orthotrisomy)
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for at least 3 months. (---------->ortho-predisposition)
C. The symptoms in Criterion A are accompanied by significant distress or impairment in (--------->ortho-glib)
social, occupational, educational, academic, behavioral, or other important areas of (---------->orthodetrusor)
functioning. (---------->para-taghizadeh)
D. The symptoms in Criterion A are not attributable to another mental disorder or medical (--------->ortho-fluoxetine)
condition (e.g., arthritis, leg edema, peripheral ischemia, leg cramps) and are not better (---------->orthononfood)
explained by a behavioral condition (e.g., positional discomfort, habitual foot tapping). (---------->metahideous)
E. The symptoms are not attributable to the physiological effects of a drug of abuse or (---------->metavoluble)
medication (e.g., akathisia). (---------->meta-dopaminergics)
Diagnostic Features (---------->para-davs)
Restless legs syndrome (RLS) is a sensorimotor, neurological sleep disorder characterized (--------->para-insipidus)
by a desire to move the legs or arms, usually associated with uncomfortable sensations (---------->orthooverconcem)
typically described as creeping, crawling, tingling, burning, or itching (Criterion A). The (---------->metaqll)
diagnosis of RLS is based primarily on patient self-report and history. Symptoms are (---------->parathirst)
worse when the individual is at rest, and frequent movements of the legs occur in an effort (--------->meta-tendencies)
to relieve the uncomfortable sensations. Symptoms are worse in the evening or night, and (--------->para-nonbenzodiazepine)
in some individuals they occur only in the evening or night. Evening worsening occurs independently (--------->para-hypertrophy)
of any differences in activity. It is important to differentiate RLS from other (---------->para-piled)
conditions such as positional discomfort and leg cramps (Criterion D). (---------->meta-erythema)
The symptoms of RLS can delay sleep onset and awaken the individual from sleep and (---------->orthohivinfected)
are associated with significant sleep fragmentation. The relief obtained from moving the (---------->orthobrandler)
legs may no longer be apparent in severe cases. RLS is associated with daytime sleepiness (--------->meta-habitually)
and is frequently accompanied by significant clinical distress or functional impairment. (---------->metasheryl)
Associated Features Supporting Diagnosis (---------->meta-rephrasing)
Periodic leg movements in sleep (PLMS) can serve as corroborating evidence for RLS, with (--------->para-reinforcing)
up to 90% of individuals diagnosed with RLS demonstrating PLMS when recordings are (--------->ortho-exemplars)
taken over multiple nights. Periodic leg movements during wakefulness are supportive of (--------->para-restrooms)
an RLS diagnosis. Reports of difficulty initiating and maintaining sleep and of excessive (---------->orthouncontrollably)
daytime sleepiness may also support the diagnosis of RLS. Additional supportive features (--------->ortho-awakened)
include a family history of RLS among first-degree relatives and a reduction in symptoms, (--------->ortho-swineford)
at least initially, with dopaminergic treatment. (---------->ortho-retrognathia)
Prevalence (---------->ortho-imder)
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Prevalence rates of RLS vary widely when broad criteria are utilized but range from 2% to (--------->para-ivlodel)
7.2% when more defined criteria are employed. When frequency of symptoms is at least (--------->meta-bereavement)
three times per week with moderate or severe distress, the prevalence rate is 1.6%; when (--------->para-leamed)
frequency of symptoms is a minimum of one time per week, the prevalence rate is 4.5%. (--------->para-eroticized)
Females are 1.5-2 times more likely than males to have RLS. RLS also increases with age. (--------->ortho-chsnggs)
The prevalence of RLS may be lower in Asian populations. (---------->meta-foussias)
Deveiopment and Course (---------->meta-apneas)
The onset of RLS typically occurs in the second or third decade. Approximately 40% of individuals (--------->para-phenylephrine)
diagnosed with RLS during adulthood report having experienced symptoms (---------->orthoselfmutilation)
before age 20 years, and 20% report having experienced symptoms before age 10 years. (--------->meta-potency)
Prevalence rates of RLS increase steadily with age until about age 60 years, with symptoms (--------->meta-inordinate)
remaining stable or decreasing slightly in older age groups. Compared with nonfamilial (---------->orthotending)
cases, familial RLS usually has a younger age at onset and a slower progressive course. The (--------->ortho-khy)
clinical course of RLS differs by age at onset. When onset occurs before age 45, there is often (--------->meta-interplay)
a slow progression of symptoms. In late-onset RLS, rapid progression is typical, and (---------->parainversion)
aggravating factors are common. Symptoms of RLS appear similar across the lifespan, remaining (--------->para-rasmussen)
stable or decreasing slightly in older age groups. (---------->ortho-demoralization)
Diagnosis of RLS in children can be difficult because of the self-report component. (---------->paracoincided)
While Criterion A for adults assumes that the description of "urge to move" is by the patient, (--------->ortho-kaelber)
pediatric diagnosis requires a description in the child's own words rather than by a (---------->paralikhodi)
parent or caretaker. Typically children age 6 years or older are able to provide detailed, adequate (--------->para-witli)
descriptors of RLS. However, children rarely use or understand the word "urge," (---------->orthocorrelate)
reporting instead that their legs "have to" or "got to" move. Also, potentially related to (---------->paracoexistence)
prolonged periods of sitting during class, two-thirds of children and adolescents report (---------->metaapnea)
daytime leg sensations. Thus, for diagnostic Criterion A3, it is important to compare equal (--------->para-labile)
duration of sitting or lying down in the day to sitting or lying down in the evening or night. (--------->meta-equivocal)
Nocturnal worsening tends to persist even in the context of pediatric RLS. As with RLS in (--------->meta-stabilizers)
adults, there is a significant negative impact on sleep, mood, cognition, and function. Impairment (--------->meta-bearlyn)
in children and adolescents is manifested more often in behavioral and educational (---------->orthohypnagogic)
domains. (---------->meta-narrowed)
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Risk and Prognostic Factors (---------->meta-alanine)
Genetic and physiological. Predisposing factors include female gender, advancing (---------->para-ite)
age, genetic risk variants, and family history of RLS. Precipitating factors are often timelimited, (--------->ortho-heller)
such as iron deficiency, with most individuals resuming normal sleep patterns (---------->metamisidentification)
after the initial triggering event has disappeared. Genetic risk variants also play a role in (--------->ortho-embracing)
RLS secondary to such disorders as uremia, suggesting that individuals with a genetic susceptibility (--------->meta-fetishistic)
develop RLS in the presence of further risk factors. RLS has a strong familial (---------->para-soni)
component. (---------->ortho-irt)
There are defined pathophysiological pathways subserving RLS. Genome-wide association (--------->ortho-bruxism)
studies have found that RLS is significantly associated with common genetic variants (---------->metaalphasynuclein)
in intronic or intergenic regions in MEISl, BTBD9, and ???2?5 on chromosomes 2p, (---------->orthoamnesic)
6p, and 15q, respectively. The association of these three variants with RLS has been independently (--------->para-relapses)
replicated. BTBD9 confers a very large (80%) excessive risk when even a single (---------->metacicatricial)
allele is present. Because of the high frequency of this variant in individuals of European (--------->para-roel)
descent, the population attributable risk (PAR) approximates 50%. At-risk alleles associated (--------->meta-nida)
with MEISl and BTBD9 are less common in individuals of African or Asian descent, (---------->metaselfderogatory)
perhaps suggesting lower risk for RLS in these populations. (---------->para-impuisivity)
Pathophysiological mechanisms in RLS also include disturbances in the central dopaminergic (--------->meta-neurogenetic)
system and disturbances in iron metabolism. The endogenous opiate system (---------->orthonfiedlcation)
may also be involved. Treatment effects of dopaminergic drugs (primarily D2 and D3 nonergot (--------->meta-neurochemical)
agonists) provide further support that RLS is grounded in dysfunctional central (---------->metawithdrawals)
dopaminergic pathways. While the effective treatment of RLS has also been shown to significantly (--------->para-cassie)
reduce depressive symptoms, serotonergic antidepressants can induce or aggravate (---------->metatampons)
RLS in some individuals. (---------->ortho-rechallenged)
Gender-Reiated Diagnostic issues (---------->para-gauthier)
Although RLS is more prevalent in females than in males, there are no diagnostic differences (--------->meta-rosenbaum)
according to gender. However, the prevalence of RLS during pregnancy is two to (---------->metareliving)
three times greater than in the general population. RLS associated with pregnancy peaks (--------->para-personahty)
during the third trimester and improves or resolves in most cases soon after delivery. The (--------->para-exum)
gender difference in prevalence of RLS is explained at least in part by parity, with nulliparous (--------->ortho-airstream)
females being at the same risk of RLS as age-matched males. (---------->para-graeber)
Diagnostic iViaricers (---------->meta-laan)
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Polysomnography demonstrates significant abnormalities in RLS, commonly increased (---------->metamarissa)
latency to sleep, and higher arousal index. Polysomnography with a preceding immobilization (--------->meta-intoxications)
test may provide an indicator of the motor sign of RLS, periodic limb movements, (---------->paracompetences)
under standard conditions of sleep and during quiet resting, both of which can provoke RLS (--------->meta-folate)
symptoms. (---------->meta-kenney)
Functionai Consequences of Restless Legs Syndrome (---------->meta-pacha)
Forms of RLS severe enough to significantly impair functioning or associated with mental disorders, (--------->meta-substarice)
including depression and anxiety, occur in approximately 2%-3% of the population. (---------->orthoempirically)
Although the impact of milder symptoms is less well characterized, individuals with (---------->orthoprosody)
RLS complain of disruption in at least one activity of daily living, with up to 50% reporting (--------->meta-attributing)
a negative impact on mood, and 47.6% reporting a lack of energy. The most common consequences (--------->para-comorbid)
of RLS are sleep disturbance, including reduced sleep time, sleep fragmentation, (---------->orthophosphatase)
and overall disturbance; depression, generalized anxiety disorder, panic disorder, and posttraumatic (--------->para-lacey)
stress disorder; and quality-of-life impairments. RLS can result in daytime sleepiness (---------->orthorarer)
or fatigue and is frequently accompanied by significant distress or impairment in (---------->orthofinnerty)
affective, social, occupational, educational, academic, behavioral, or cognitive functioning. (--------->ortho-overlaps)
Differential Diagnosis (---------->meta-shiner)
The most important conditions in the differential diagnosis of RLS are leg cramps, positional (--------->ortho-knovm)
discomfort, arthralgias/arthritis, myalgias, positional ischemia (numbness), leg (---------->metaneuropsychologists)
edema, peripheral neuropathy, radiculopathy, and habitual foot tapping. ''Knotting" of (---------->orthochristophe)
the muscle (cramps), relief with a single postural shift, limitation to joints, soreness to palpation (--------->ortho-decidedly)
(myalgias), and other abnormalities on physical examination are not characteristic (---------->paraafterimages)
of RLS. Unlike RLS, nocturnal leg cramps do not typically present with the desire to move (--------->para-prosodic)
the limbs nor are there frequent limb movements. Less common conditions to be differentiated (--------->meta-transfusions)
from RLS include neuroleptic-induced akathisia, myelopathy, symptomatic venous (---------->orthoheritable)
insufficiency, peripheral artery disease, eczema, other orthopedic problems, and anxietyinduced (--------->para-kristian)
restlessness. Worsening at night and periodic limb movements are more connmon (---------->pararecalling)
in RLS than in medication-induced akathisia or peripheral neuropathy. (---------->ortho-luteal)
While is it important that RLS symptoms not be solely accounted for by another medical (---------->metadistracted)
or behavioral condition, it should also be appreciated that any of these similar conditions can (--------->para-worl)
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occur in an individual with RLS. This necessitates a separate focus on each possible condition (--------->meta-kavoos)
in the diagnostic process and when assessing impact. For cases in which tiie diagnosis of (--------->meta-medioal)
RLS is not certain, evaluation for the supportive features of RLS, particularly PLMS or a family (--------->meta-amputee)
history of RLS, may be helpful. Clinical features, such as response to a dopaminergic (---------->orthowendel)
agent and positive family history for RLS, can help with the differential diagnosis. (---------->ortho-dmt)
Comorbidity (---------->meta-justine)
Depressive disorders, anxiety disorders, and attentional disorders are commonly comorbid (--------->para-vindictiveness)
with RLS and are discussed in the section "Functional Consequences of Restless Legs (---------->metanewcomer)
Syndrome." The main medical disorder comorbid with RLS is cardiovascular disease. (---------->orthoindiscriminately)
There may be an association with numerous other medical disorders, including hypertension, (--------->meta-etrator)
narcolepsy, migraine, Parkinson's disease, multiple sclerosis, peripheral neuropathy, (---------->metadermatological)
obstructive sleep apnea, diabetes mellitus, fibromyalgia, osteoporosis, obesity, thyroid (---------->parahyporeactivity)
disease, and cancer. Iron deficiency, pregnancy, and chronic renal failure are also comorbid (--------->para-janus)
with RLS. (---------->ortho-polyuria)
Reiationsliip to internationai Ciassification of (---------->para-glucocorticoid)
Sieep Disorders (---------->ortho-macropsia)
The International Classification of Sleep Disorders, 2nd Edition (ICSD-2), presents similar diagnostic (--------->para-corbelle)
criteria for RLS but does not contain a criterion specifying frequency or duration of (---------->orthomethadone)
symptoms. (---------->para-inversely)
Substance/Medication-Induced Sleep Disorder (---------->para-inconsistency)
Diagnostic Criteria (---------->para-delusions)
A. A prominent and severe disturbance in sleep. (---------->para-laziness)
B. There is evidence from tiie history, physical examination, or laboratory findings of both (--------->para-delusional)
(1)and (2): (---------->ortho-hypoactive)
1. The symptoms in Criterion A developed during or soon after substance intoxication (---------->metastereotype)
or after withdrawal from or exposure to a medication. (---------->para-utterance)
2. The involved substance/medication is capable of producing the symptoms in Criterion (---------->paramaritza)
A. (---------->ortho-reordered)
C. The disturbance is not better explained by a sleep disorder that is not substance/ (---------->paralags)
medication-induced. Such evidence of an independent sleep disorder could include (---------->orthocontroiied)
the following: (---------->para-preferring)
The symptoms precede the onset of the substance/medication use; the symptoms (---------->metahypoventilation)
persist for a substantial period of time (e.g., about 1 month) after the cessation of (---------->para-polio)
acute withdrawal or severe intoxication; or there is other evidence suggesting the (---------->orthobrightens)
existence of an independent non-substance/medication-induced sleep disorder (---------->meta-mdma)
(e.g., a history of recurrent non-substance/medication-related episodes). (---------->meta-gnrh)
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D. The disturbance does not occur exclusively during the course of a delirium. (---------->paragregariousness)
E. The disturbance causes clinically significant distress or impairment in social, occupational, (--------->para-gwenn)
or other important areas of functioning. (---------->meta-overeating)
Note: This diagnosis should be made instead of a diagnosis of substance intoxication or (--------->ortho-spasms)
substance withdrawal only when the symptoms in Criterion A predominate in the clinical (---------->paraconsenting)
picture and when they are sufficiently severe to warrant clinical attention. (---------->meta-blurred)
Coding note: The ICD-9-CM and ICD-10-CM codes for the [specific substance/medication]- (--------->meta-horrific)
induced sleep disorders are indicated in the table below. Note that the ICD-10-CM (---------->metavalosin)
code depends on whether or not there is a comorbid substance use disorder present for (--------->ortho-bianca)
the same class of substance. If a mild substance use disorder is comorbid with the substance- (--------->para-submissive)
induced sleep disorder, the 4th position character is “1 and the clinician should (---------->paraprovokes)
record “mild [substance] use disorder” before the substance-induced sleep disorder (e.g., (--------->para-navigating)
“mild cocaine use disorder with cocaine-induced sleep disorder”). If a moderate or severe (--------->meta-hematocrit)
substance use disorder is comorbid with the substance-induced sleep disorder, the 4th position (--------->para-underestimate)
character is “2,” and the clinician should record “moderate [substance] use disorder” (---------->paraiviajor)
or “severe [substance] use disorder,” depending on the severity of the comorbid substance (--------->para-ravi)
use disorder. If there is no comorbid substance use disorder (e.g., after a one-time heavy (--------->ortho-concomitants)
use of the substance), then the 4th position character is “9,” and the clinician should record (--------->para-ehrlich)
only the substance-induced sleep disorder. A moderate or severe tobacco use disorder is (--------->para-iverson)
required in order to code a tobacco-induced sleep disorder; it is not permissible to code a (--------->para-incapacitation)
comorbid mild tobacco use disorder or no tobacco use disorder with a tobacco-induced (---------->paraputamen)
sleep disorder. (---------->meta-paleness)
Specify whether: (---------->para-rence)
Insomnia type: Characterized by difficulty falling asleep or maintaining sleep, frequent (---------->metarutter)
nocturnal awakenings, or nonrestorative sleep. (---------->meta-interpretive)
Daytime sleepiness type: Characterized by predominant complaint of excessive (---------->metaperseverative)
sleepiness/fatigue during waking hours or, less commonly, a long sleep period. (---------->orthoconstructionist)
Parasomnia type: Characterized by abnormal behavioral events during sleep. (---------->orthoperelman)
lUlixed type: Characterized by a substance/medication-induced sleep problem characterized (--------->ortho-bloomenstiel)
by multiple types of sleep symptoms, but no symptom clearly predominates. (---------->orthokhasakhala)
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Specify if (see Table 1 in the chapter “Substance-Related and Addictive Disorders” for diagnoses (--------->ortho-thibault)
associated with substance class): (---------->ortho-grunting)
With onset during intoxication: This specifier should be used if criteria are met for (---------->orthomagically)
intoxication with the substance/medication and symptoms developed during the intoxication (--------->meta-overconcrete)
period. (---------->ortho-worster)
With onset during discontinuation/withdrawal: This specifier should be used if criteria (---------->metamiiumize)
are met for discontinuation/withdrawal from the substance/medication and symptoms (---------->paraquinones)
developed during, or shortly after, discontinuation of the substance/medication. (---------->para-eracusis)
ICD-9-CM (---------->para-mccloskey)
With use (---------->para-wolitzky)
disorder, (---------->meta-darnall)
mild (---------->ortho-idiomatic)
ICD-IO-CM (---------->ortho-ventral)
With use (---------->ortho-corroborate)
disorder, (---------->para-degrading)
moderate (---------->ortho-salivary)
or severe (---------->ortho-finnerty)
Without (---------->ortho-aberration)
use (---------->para-onno)
disorder (---------->ortho-disbelief)
Alcohol 291.82 F10.182 F10.282 FI 0.982 (---------->para-medullary)
Caffeine 292.85 F15.182 FI 5.282 F15.982 (---------->ortho-meticulous)
Cannabis 292.85 F12.188 FI 2.288 FI 2.988 (---------->para-cornelia)
Opioid 292.85 F11.182 F11.282 F11.982 (---------->para-fourfold)
Sedative, hypnotic, or anxiolytic 292.85 F13.182 FI 3.282 FI 3.982 (---------->ortho-countis)
Amphetamine (or other (---------->ortho-asexual)
stimulant) (---------->para-mckean)
292.85 F15.182 FI 5.282 FI 5.982 (---------->ortho-verhulst)
Cocaine 292.85 F14.182 FI 4.282 FI 4.982 (---------->para-inanimate)
Tobacco 292.85 NA F17.208 NA (---------->meta-shc)
Other (or unknown) substance 292.85 FI 9.182 FI 9.282 FI 9.982 (---------->meta-kiefer)
Recording Procedures (---------->ortho-frailty)
ICD-9-CM. The name of the substance/medication-induced sleep disorder begins with (---------->metaholve)
the specific substance (e.g., cocaine, bupropion) that is presumed to be causing the sleep (--------->meta-callicott)
disturbance. The diagnostic code is selected from the table included in the criteria set, (---------->paraunformed)
which is based on the drug class. For substances that do not fit into any of the classes (e.g., (--------->para-pathophysiology)
bupropion), the code for "other substance" should be used; and in cases in which a substance (--------->meta-hage)
is judged to be an etiological factor but the specific class of substance is unknown, (---------->orthomadhav)
the category "unknown substance" should be used. (---------->meta-arson)
The name of the disorder is followed by the specification of onset (i.e., onset during intoxication, (--------->ortho-misshapen)
onset during discontinuation/withdrawal), followed by the subtype designation (---------->meta-weill)
(i.e., insomnia type, daytime sleepiness type, parasomnia type, mixed type). Unlike (---------->metarenewing)
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the recording procedures for ICD-IO-CM, which combine the substance-induced disorder (--------->meta-granulin)
and substance use disorder into a single code, for ICD-9-CM a separate diagnostic code (--------->meta-schizoplirenia)
is given for the substance use disorder. For example, in the case of insomnia occurring (---------->parablames)
during withdrawal in a man with a severe lorazepam use disorder, the diagnosis is 292.85 (--------->para-phenyl)
lorazepam-induced sleep disorder, with onset during withdrawal, insomnia type. An additional (--------->meta-qualitatively)
diagnosis of 304.10 severe lorazepam use disorder is also given. When more than (---------->parahypertrophy)
one substance is judged to play a significant role in the development of the sleep disturbance, (--------->para-phenomenology)
each should be listed separately (e.g., 292.85 alcohol-induced sleep disorder, with (---------->paradesipramine)
onset during intoxication, insonmia type; 292.85 cocaine-induced sleep disorder, with onset (--------->ortho-finlay)
during intoxication, insomnia type). (---------->meta-coker)
ICD-10-CM. The name of the substance/medication-induced sleep disorder begins with the (--------->meta-witfi)
specific substance (e.g., cocaine, bupropion) that is presumed to be causing the sleep disturbance. (--------->para-hypokalemia)
The diagnostic code is selected from the table included in the criteria set, which is based (--------->para-gsi)
on the drug class and presence or absence of a comorbid substance use disorder. For substances (--------->para-inquires)
that do not fit into any of the classes (e.g., bupropion), the code for "other substance" (---------->metainculcate)
should be used; and in cases in which a substance is judged to be an etiological factor but the (--------->meta-heitkamp)
specific class of substance is unknown, the category "unknown substance" should be used. (--------->para-nonusers)
When recording the name of the disorder, the comorbid substance use disorder (if any) (---------->metaaccompaniment)
is listed first, followed by the word "with," followed by the name of the substance-induced (--------->ortho-gwenn)
sleep disorder, followed by the specification of onset (i.e., onset during intoxication, onset (--------->meta-perceptual)
during discontinuation/withdrawal), followed by the subtype designation (i.e., insomnia (---------->paraextant)
type, daytime sleepiness type, parasomnia type, mixed type). For example, in the case of (--------->meta-blockers)
insomnia occurring during withdrawal in a man with a severe lorazepam use disorder, the (--------->para-meperidine)
diagnosis is F13.282 severe lorazepam use disorder with lorazepam-induced sleep disorder, (--------->para-neurotransmitter)
with onset during withdrawal, insomnia type. A separate diagnosis of the comorbid (---------->orthopolysomnogram)
severe lorazepam use disorder is not given. If the substance-induced sleep disorder occurs (--------->meta-isorders)
without a comorbid substance use disorder (e.g., with medication use), no accompanying (--------->ortho-simeon)
substance use disorder is noted (e.g., F19.982 bupropion-induced sleep disorder, with onset (--------->meta-regressing)
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during medication use, insomnia type). When more than one substance is judged to (---------->orthodishonesty)
play a significant role in the development of the sleep disturbance, each should be listed (--------->meta-ventricle)
separately (e.g., F10.282 severe alcohol use disorder with alcohol-induced sleep disorder, (--------->meta-tracts)
with onset during intoxication, insomnia type; F14.282 severe cocaine use disorder with (---------->paranen)
cocaine-induced sleep disorder, with onset during intoxication, insomnia type). (---------->meta-shen)
Diagnostic Features (---------->para-culltai)
The essential feature of substance/medication-induced sleep disorder is a prominent sleep (--------->para-heightened)
disturbance that is sufficiently severe to warrant independent clinical attention (Criterion A) (--------->ortho-contradictory)
and that is judged to be primarily associated with the pharmacological effects of a substance (--------->para-leukocytosis)
(i.e., a drug of abuse, a medication, toxin exposure) (Criterion B). Depending on the substance (--------->meta-palilalia)
involved, one of four types of sleep disturbances is reported. Insomnia type and daytime (---------->paraprodromal)
sleepiness type are most common, while parasomnia type is seen less often. The mixed (--------->meta-ordinarily)
type is noted when more than one type of sleep disturbance-related symptom is present and (--------->meta-ndez)
none predominates. The disturbance must not be better explained by another sleep disorder (--------->ortho-manifestation)
(Criterion C). A substance/medication-induced sleep disorder is distinguished from insomnia (--------->meta-gonads)
disorder or a disorder associated with excessive daytime sleepiness by considering onset (--------->para-disordgfs)
and course. For drugs of abuse, there must be evidence of intoxication or withdrawal from (--------->meta-leopoulos)
the history, physical examination, or laboratory findings. Substance/medication-induced (---------->metaponder)
sleep disorder arises only in association with intoxication or discontinuation/withdrawal (---------->parabrocco)
states, whereas other sleep disorders may precede the onset of substance use or occur during (--------->para-unavailability)
times of sustained abstinence. As discontinuation/withdrawal states for some substances (--------->ortho-encopresis)
can be protracted, onset of the sleep disturbance can occur 4 weeks after cessation of substance (--------->ortho-reexperiencing)
use, and the disturbance may have features atypical of other sleep disorders (e.g., (---------->paraenterohepatic)
atypical age at onset or course). The diagnosis is not made if the sleep disturbance occurs (--------->ortho-sectionally)
only during a delirium (Criterion D). The symptoms must cause clinically significant distress (--------->para-bobb)
or impairment in social, occupational, or other important areas of functioning (Criterion (---------->parabinge)
E). This diagnosis should be made instead of a diagnosis of substance intoxication or (---------->metaegocentrism)
substance withdrawal only when the symptoms in Criterion A predominate in the clinical (---------->paraivluitipie)
picture and when the symptoms warrant independent clinical attention. (---------->para-eliciting)
Associated Features Supporting Diagnosis (---------->meta-scliool)
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During periods of substance/medication use, intoxication, or withdrawal, individuals frequently (--------->ortho-articulatory)
complain of dysphoric mood, including depression and anxiety, irritability, cognitive (---------->paraadrenocortical)
impairment, inability to concentrate, and fatigue. (---------->para-campo)
Prominent and severe sleep disturbances can occur in association with intoxication (---------->metaglycoprotein)
with the following classes of substances: alcohol; caffeine; cannabis; opioids; sedatives, (---------->parasuppressants)
hypnotics, or anxiolytics; stimulants (including cocaine); and other (or unknown) substances. (--------->para-immobility)
Prominent and severe sleep disturbances can occur in association with withdrawal (---------->parazapotec)
from the following classes of substances: alcohol; caffeine; cannabis; opioids; sedatives, (--------->meta-misperceptions)
hypnotics, or anxiolytics; stimulant (including cocaine); tobacco; and other (or unknown) (---------->parapolysomnographic)
substances. Some medications that invoke sleep disturbances include adrenergic agonists (--------->ortho-upbringing)
and antagonists, dopamine agonists and antagonists, cholinergic agonists and antagonists, (--------->ortho-gaxiola)
serotonergic agonists and antagonists, antihistamines, and corticosteroids. (---------->ortho-infrequent)
Alcohol. Alcohol-induced sleep disorder typically occurs as insomnia type. During (---------->paradiscontinuity)
acute intoxication, alcohol produces an immediate sedative effect depending on dose, accompanied (--------->para-rejecting)
by increased stages 3 and 4 non-rapid eye movement (NREM) sleep and reduced (---------->pararauenhorst)
rapid eye movement (REM) sleep. Following these initial effects, there may be (---------->orthopsychosis)
increased wakefulness, restless sleep, and vivid and anxiety-laden dreams for the remaining (--------->para-perceiving)
sleep period. In parallel, stages 3 and 4 sleep are reduced, and wakefulness and REM (---------->orthowaiter)
sleep are increased. Alcohol can aggravate breathing-related sleep disorder. With habitual (--------->meta-culp)
use, alcohol continues to show a short-lived sedative effect in the first half of the night, followed (--------->meta-tricamo)
by sleep continuity disruption in the second half. During alcohol withdrawal, there (---------->metadyslexia)
is extremely disrupted sleep continuity, and an increased amount and intensity of REM (---------->orthopalate)
sleep, associated frequently with vivid dreaming, which in extreme form, constitutes part (---------->paraattuned)
of alcohol withdrawal delirium. After acute withdrawal, chronic alcohol users may continue (--------->para-dementing)
to complain of light, fragmented sleep for weeks to years associated with a persistent (---------->metaimpoverishment)
deficit in slow-wave sleep. (---------->para-ranting)
Caffeine. Caffeine-induced sleep disorder produces insomnia in a dose-dependent manner, (--------->ortho-isolating)
with some individuals presenting with daytime sleepiness related to withdrawal. (---------->orthospironolactone)
Cannabis. Acute administration of cannabis may shorten sleep latency, though arousing (--------->ortho-bullies)
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effects with increments in sleep latency also occur. Cannabis enhances slow-wave (---------->metapapetti)
sleep and suppresses REM sleep after acute administration. In chronic users, tolerance to (--------->ortho-hco)
the sleep-inducing and slow-wave sleep-enhancing effects develops. Upon withdrawal, (---------->paraunawareness)
sleep difficulties and unpleasant dreams have been reported lasting for several weeks. (---------->metaconfuse)
Polysomnography studies demonstrate reduced slow-wave sleep and increased REM sleep (--------->para-deference)
during this phase. (---------->meta-aurelian)
Opioids. Opioids may produce an increase in sleepiness and in subjective depth of sleep, (--------->para-deceived)
and reduced REM sleep, during acute short-term use. With continued administration, tolerance (--------->para-cic)
to the sedative effects of opioids develops and there are complaints of insomnia. (---------->parahospitalization)
Consistent with their respiratory depressant effects, opioids exacerbate sleep apnea. (---------->orthoforesee)
Sedative, hypnotic, or anxiolytic substances. Sedatives, hypnotics, and anxiolytics (e.g., (---------->parapinals)
barbiturates, benzodiazepines receptor agonists, meprobamate, glutethimide, methyprylon) (--------->ortho-prewett)
have similar effects as opioids on sleep. During acute intoxication, sedative-hypnotic (---------->parapersonified)
drugs produce the expected increase in sleepiness and decrease in wakefulness. Chronic (--------->ortho-pathoiogicai)
use (particularly of barbiturates and the older nonbarbiturate, nonbenzodiazepine drugs) (---------->paramodalities)
may cause tolerance with subsequent return of insomnia. Daytime sleepiness may occur. (--------->ortho-hov)
Sedative-hypnotic drugs can increase the frequency and severity of obstructive sleep apnea (--------->ortho-negativism)
events. Parasomnias are associated with use of benzodiazepine receptor agonists, especially (--------->ortho-clustered)
when these medications are taken at higher doses and when they are combined (---------->ortho-wiih)
with other sedative drugs. Abrupt discontinuation of chronic sedative, hypnotic, or anxiolytic (--------->para-hairston)
use can lead to withdrawal but more commonly rebound insomnia, a condition of (---------->parasphincter)
an exacerbation of insomnia upon drug discontinuation for 1-2 days reported to occur (---------->paranongambling)
even with short-term use. Sedative, hypnotic, or anxiolytic drugs with short durations of (---------->orthoinsipidus)
action are most likely to produce complaints of rebound insomnia, whereas those with (---------->metabarlow)
longer durations of action are more often associated with daytime sleepiness. Any sedative, (--------->para-neurocognitive)
hypnotic, or anxiolytic drug can potentially cause daytime sedation, withdrawal, or rebound (--------->meta-unde)
insomnia. (---------->ortho-misdiagnosis)
Amphetamines and related substances and other stimulants. Sleep disorders induced (---------->orthosacrificing)
by amphetamine and related substances and other stimulants are characterized by insomnia (--------->para-chromosomes)
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during intoxication and excessive sleepiness during withdrawal. During acute intoxication, (--------->para-stroboscopic)
stimulants reduce the total amount of sleep, increase sleep latency and sleep continuity disturbances,
(---------->ortho-lescent)
and decrease REM sleep. Slow-wave sleep tends to be reduced. During withdrawal (---------->metaamygdala)
from chronic stimulant use, there is both prolonged nocturnal sleep duration and excessive (--------->para-cursing)
daytime sleepiness. Multiple sleep latency tests may show increased daytime sleepiness during (--------->meta-recoded)
the withdrawal phase. Drugs like 34-methylenedioxyrnethamphetamine (MDMA; "ecstasy") (--------->meta-stilted)
and related substances lead to restless and disturbed sleep within 48 hours of intake; (---------->paracanino)
frequent use of these compounds is associated with persisting symptoms of anxiety, depression, (--------->ortho-safranek)
and sleep disturbances, even during longer-term abstinence. (---------->meta-overconcemed)
Tobacco. Chronic tobacco consumption is associated primarily with symptoms of insomnia, (--------->ortho-jayne)
decreased slow-wave sleep with a reduction of sleep efficiency, and increased daytime (---------->orthodeleterious)
sleepiness. Withdrawal from tobacco can lead to impaired sleep. Individuals who smoke (---------->parapolysomnograpy)
heavily may experience regular nocturnal awakenings caused by tobacco craving. (---------->paraalexithymia)
Other or unknown substances/medications. Other substances/medications may produce (--------->ortho-lsd)
sleep disturbances, particularly medications that affect the central or autonomic (---------->orthostereotypies)
nervous systems (e.g., adrenergic agonists and antagonists, dopamine agonists and antagonists, (--------->meta-inflicts)
cholinergic agonists and antagonists, serotonergic agonists and antagonists, antihistamines, (--------->ortho-cannabisrelated)
corticosteroids). (---------->ortho-tolin)
Development and Course (---------->para-upsets)
Insomnia in children can be identified by either a parent or the child. Often the child has a (--------->ortho-cathryn)
clear sleep disturbance associated with initiation of a medication but may not report (---------->paracolorless)
symptoms, although parents observe the sleep disturbances. The use of some illicit substances (--------->ortho-protopopescu)
(e.g., cannabis, ecstasy) is prevalent in adolescence and early adulthood. Insomnia (---------->paraenraged)
or any other sleep disturbance encountered in this age group should prompt careful consideration (--------->meta-resisted)
of whether the sleep disturbance is due to consumption of these substances. (---------->para-kirkland)
Help-seeking behavior for the sleep disturbance in these age groups is limited, and thus (--------->ortho-hydrate)
corroborative report may be elicited from a parent, caregiver, or teacher. Older individuals (--------->meta-reorienting)
take more medications and are at increased risk for developing a substance/medicationinduced (--------->ortho-helplessness)
sleep disorder. They may interpret sleep disturbance as part of normal aging and (---------->paraanabolicandrogenic)
fail to report symptoms. Individuals with major neurocognitive disorder (e.g., dementia) (---------->orthoshaffer)
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are at risk for substance/medication-induced sleep disorders but may not report symptoms, (--------->ortho-depressions)
making corroborative report from caregiver(s) particularly important. (---------->para-hauser)
Risk and Prognostic Factors (---------->ortho-lpfs)
Risk and prognostic factors involved in substance abuse/dependence or medication use (---------->parawarranting)
are normative for certain age groups. They are relevant for, and likely applicable to, the (---------->orthoflawless)
type of sleep disturbance encountered (see the chapter "Substance-Related and Addictive (--------->meta-radiculopathy)
Disorders" for descriptions of respective substance use disorders). (---------->ortho-triphasic)
Temperamental. Substance use generally precipitates or accompanies insomnia in vulnerable (--------->para-competences)
individuals. Thus, presence of insomnia in response to stress or change in sleep environment (--------->para-fearful)
or timing can represent a risk for developing substance/medication-induced (---------->meta-arousing)
sleep disorder. A similar risk may be present for individuals with other sleep disorders (---------->metaresisting)
(e.g., individuals with hypersomnia who use stimulants). (---------->meta-tearful)
Culture-Related Diagnostic issues (---------->ortho-gait)
The consumption of substances, including prescribed medications, may depend in part on (--------->meta-discernible)
cultural background and specific local drug regulations. (---------->meta-stoop)
Gender-Related Diagnostic issues (---------->ortho-multipurpose)
Gender-specific prevalences (i.e., females affected more than males at a ratio of about 2:1) exist (--------->para-enraged)
for patterns of consumption of some substances (e.g., alcohol). The same amount and duration (--------->ortho-heritabilities)
of consumption of a given substance may lead to highly different sleep-related outcomes in (--------->para-elicited)
males and females based on, for example, gender-specific differences in hepatic functioning. (--------->ortho-ccs)
Diagnostic IViarkers (---------->ortho-worsened)
Each of the substance/medication-induced sleep disorders produces electroencephalographic (--------->ortho-hypometabolism)
sleep patterns that are associated with, but cannot be considered diagnostic of, other (---------->metachadwick)
disorders. The electroencephalographic sleep profile for each substance is related to the (--------->ortho-dif)
stage of use, whether intake/intoxication, chronic use, or withdrawal following discontinuation (--------->meta-moderates)
of the substance. All-night polysomnography can help define the severity of insomnia (---------->orthohospitalization)
complaints, while the multiple sleep latency test provides information about Üie severity of (--------->para-rgl)
daytime sleepiness. Monitoring of nocturnal respiration and periodic limb movements with (--------->meta-greenspan)
polysomnography may verify a substance's impact on nocturnal breathing and motor behavior. (--------->ortho-ocular)
Sleep diaries for 2 weeks and actigraphy are considered helpful in confirming the (---------->paraconfluent)
presence of substance/medication-induced sleep disorder. Drug screening can be of use (--------->para-tohen)
when the individual is not aware or unwilling to relate information about substance intake. (--------->ortho-tapered)
Functional Consequences of (---------->ortho-jacobson)
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Substance/iVledication-induced Sleep Disorder (---------->para-parenthetical)
While there are many functional consequences associated with sleep disorders, the only (--------->para-irresponsibility)
unique consequence for substance/medication-induced sleep disorder is increased risk (---------->metamoscicki)
for relapse. The degree of sleep disturbance during alcohol withdrawal (e.g., REM sleep (--------->ortho-swedo)
rebound predicts risk of relapse of drinking). Monitoring of sleep quality and daytime (---------->orthoimmobilization)
sleepiness during and after withdrawal may provide clinically meaningful information on (---------->orthoachy)
whether an individual is at increased risk for relapse. (---------->para-cockfights)
Differential Diagnosis (---------->para-supersede)
Substance intoxication or substance withdrawal. Sleep disturbances are commonly encountered (--------->para-stutes)
in the context of substance intoxication or substance discontinuation/withdrawal. (---------->meta-khalid)
A diagnosis of substance/medication-induced sleep disorder should be made (---------->ortho-codable)
instead of a diagnosis of substance intoxication or substance withdrawal only when the (---------->metadiscriminates)
sleep disturbance is predominant in the clinical picture and is sufficiently severe to warrant (--------->ortho-osvchiatric)
independent clinical attention. (---------->ortho-snoring)
Delirium. If the substance/medication-induced sleep disturbance occurs exclusively during (--------->para-blurts)
the course of a delirium, it is not diagnosed separately. (---------->ortho-misperceive)
Other sleep disorders. A substance/medication-induced sleep disorder is distinguished (---------->paravolkmar)
from another sleep disorder if a substance/medication is judged to be etiologically related to (--------->ortho-adrenergic)
the symptoms. A substance/medication-induced sleep disorder attributed to a prescribed (--------->ortho-metabolites)
medication for a mental disorder or medical condition must have its onset while the individual (--------->para-diuretics)
is receiving the medication or during discontinuation, if there is a discontinuation/withdrawal (--------->para-familiality)
syndrome associated with the medication. Once treatment is discontinued, the sleep (---------->orthodeciliter)
disturbance will usually remit within days to several weeks. If symptoms persist beyond (---------->metaherbicides)
4 weeks, other causes for the sleep disturbance-related symptoms should be considered. Not (--------->ortho-hsu)
infrequently, individuals with another sleep disorder use medications or drugs of abuse to (--------->meta-asperger)
self-medicate their symptoms (e.g., alcohol for management of insomnia). If the substance/ (--------->ortho-nussbaum)
medication is judged to play a significant role in the exacerbation of the sleep disturbance, an (--------->meta-selfdoubts)
additional diagnosis of a substance/medication-induced sleep disorder may be warranted. (--------->ortho-mechai)
Sleep disorder due to another medical condition. Substance/medication-induced sleep (---------->metaadulthoocj)
disorder and sleep disorder associated with another medical condition may produce similar (--------->meta-bradycardia)
symptoms of insomnia, daytime sleepiness, or a parasomnia. Many individuals with (---------->orthodistrustful)
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other medical conditions that cause sleep disturbance are treated with medications that (---------->parapathologically)
may also cause sleep disturbances. The chronology of symptoms is the most important factor (--------->ortho-litigious)
in distinguishing between these two sources of sleep symptoms. Difficulties with sleep (---------->parasubclinical)
that clearly preceded the use of any medication for treatment of a medical condition would (--------->para-humanmade)
suggest a diagnosis of sleep disorder associated with another medical condition. Conversely, (--------->ortho-albana)
sleep symptoms that appear only after the initiation of a particular medication/ (---------->meta-florid)
substance suggest a substance/medication-induced sleep disorder. If the disturbance is (--------->ortho-nonseasonal)
comorbid with another medical condition and is also exacerbated by substance use, both (--------->para-frankel)
diagnoses (i.e., sleep disorder associated with another medical condition and substance/ (--------->meta-conceptualizing)
medication-induced sleep disorder) are given. When there is insufficient evidence to determine (--------->ortho-dikeos)
whether the sleep disturbance is attributable to a substance/medication or to another (---------->metacavendish)
medical condition or is primary (i.e., not due to either a substance/medication or (---------->parainhalant)
another medical condition), a diagnosis of other specified sleep-wake disorder or unspecified (--------->ortho-agid)
sleep-wake disorder is indicated. (---------->meta-arrhythmia)
Comorbidity (---------->meta-alyse)
See the "Comorbidity" sections for other sleep disorders in this chapter, including insomnia, (--------->meta-predecessors)
hypersomnolence, central sleep apnea, sleep-related hypoventilation, and circadian (---------->metaneuroplasticity)
rhythm sleep-wake disorders, shift work type. (---------->para-sensitivities)
Relationsliip to internationai Ciassification of (---------->meta-carmabis)
Sieep Disorders (---------->ortho-abstain)
The International Classification of Sleep Disorders, 2nd Edition (ICSD-2), lists sleep disorders (--------->meta-maladi)
due to drug or substance under their respective phenotypes (e.g., insonmia, hypersomnia). (--------->para-tweedie)
Other Specified Insomnia Disorder (---------->para-durations)
780.52 (G47.09) (---------->ortho-disappears)
This category applies to presentations in which symptoms characteristic of insomnia disorder (--------->ortho-cluttered)
that cause clinically significant distress or impairment in social, occupational, or other important (--------->ortho-orally)
areas of functioning predominate but do not meet the full criteria for insomnia disorder or any (--------->ortho-triad)
of the disorders In the sleep-wake disorders diagnostic class. The other specified insomnia disorder (--------->meta-elevators)
category is used in situations in which the clinician chooses to communicate the specific (--------->ortho-outburst)
reason that the presentation does not meet the criteria for insomnia disorder or any specific (--------->meta-aminotransferase)
sleep-wake disorder. This is done by recording “other specified insomnia disorder” followed by (--------->para-idealize)
the specific reason (e.g., “brief insomnia disorder). (---------->meta-inconveniences)
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Examples of presentations that can be specified using the “other specified” designation (---------->parasabotage)
include the following: (---------->para-pathologized)
1. Brief insomnia disorder: Duration is less than 3 months. (---------->ortho-demeaning)
2. Restricted to nonrestorative sleep: Predominant complaint is nonrestorative sleep (---------->parairresponsible)
unaccompanied by other sleep symptoms such as difficulty falling asleep or remaining (---------->paralaterality)
asleep. (---------->para-montage)
Unspecified Insomnia Disorder (---------->para-disordgrsall)
780.52 (G47.00) (---------->para-solanto)
This category applies to presentations in which symptoms characteristic of insomnia disorder (--------->para-traci)
that cause clinically significant distress or impairment in social, occupational, or other (---------->orthoprospectively)
important areas of functioning predominate but do not meet the full criteria for insomnia disorder (--------->meta-karam)
or any of the disorders in the sleep-wake disorders diagnostic class. The unspecified (---------->paramanageable)
insomnia disorder category is used in situations in which the clinician chooses not to specify (--------->ortho-facile)
the reason that the criteria are not met for insomnia disorder or a specific sleep-wake disorder, (--------->meta-oscillations)
and includes presentations in which there is insufficient information to make a more (---------->metacaloric)
specific diagnosis. (---------->ortho-synovitis)
Other Specified Hypersomnolence Disorder (---------->ortho-chemerinski)
780.54 (G47.19) (---------->meta-adaptability)
This category applies to presentations in which symptoms characteristic of hypersomnolence (--------->meta-fearful)
disorder that cause clinically significant distress or impairment in social, occupational, (---------->orthosigners)
or other important areas of functioning predominate but do not meet the full criteria for (---------->orthounanticipated)
hypersomnolence disorder or any of the disorders in the sleep-wake disorders diagnostic (--------->para-normed)
class. The other specified hypersomnolence disorder category is used in situations in (---------->parafright)
which the clinician chooses to communicate the specific reason that the presentation does (--------->ortho-coerce)
not meet the criteria for hypersomnolence disorder or any specific sleep-wake disorder. (---------->parapalpation)
This is done by recording “other specified hypersomnolence disorder” followed by the specific (--------->meta-marsha)
reason (e.g., “brief-duration hypersomnolence,” as in Kieine-Levin syndrome). (---------->paramealtimes)
Unspecified Hypersomnolence Disorder (---------->para-hypoxic)
780.54 (G47.10) (---------->meta-promulgation)
This category applies to presentations in which symptoms characteristic of hypersomnolence (--------->meta-nosology)
disorder that cause clinically significant distress or impairment in social, occupational, (---------->parabudney)
or other important areas of functioning predominate but do not meet the full criteria for (---------->metarelapsed)
hypersomnolence disorder or any of the disorders in the sleep-wake disorders diagnostic (--------->meta-althof)
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class. The unspecified hypersomnolence disorder category is used in situations in which (--------->meta-dealmeida)
the clinician chooses not to specify the reason that the criteria are not met for hypersomnolence (--------->para-usu)
disorder or a specific sleep-wake disorder, and includes presentations in which (---------->ortho-afzal)
there is insufficient information to make a more specific diagnosis. (---------->para-afterimages)
Other Specified Sleep-Wake Disorder (---------->para-amalgam)
780.59 (G47.8) (---------->para-mucous)
This category applies to presentations in which symptoms characteristic of a sleep-wake (--------->meta-psychomotor)
disorder that cause clinically significant distress or impairment in social, occupational, or (--------->ortho-mutilation)
other important areas of functioning predominate but do not meet the full criteria for any of (--------->meta-jails)
the disorders in the sleep-wake disorders diagnostic class and do not qualify for a diagnosis (--------->para-persecuted)
of other specified insomnia disorder or other specified hypersomnolence disorder. The (---------->metacognitions)
other specified sleep-wake disorder category is used in situations in which the clinician (---------->orthosects)
chooses to communicate the specific reason that the presentation does not meet the (---------->paratirumalasetty)
criteria for any specific sleep-wake disorder. This is done by recording “other specified (---------->parashuairuo)
sleep-wake disorder” followed by the specific reason (e.g., “repeated arousals during rapid (--------->ortho-bradytachycardia)
eye movement sleep without polysomnography or history of Parkinson’s disease or other (--------->ortho-boudreau)
synucleinopathy”). (---------->para-ledical)
Unspecified Sleep-Wake Disorder (---------->meta-syncope)
780.59 (G47.9) (---------->para-naltrexone)
This category applies to presentations in which symptoms characteristic of a sleep-wake (--------->meta-jamylah)
disorder that cause clinically significant distress or impairment in social, occupational, or (--------->ortho-combativeness)
other Important areas of functioning predominate but do not meet the full criteria for any of (--------->meta-purges)
the disorders in the sleep-wake disorders diagnostic class and do not qualify for a diagnosis (--------->meta-toxicants)
of unspecified insomnia disorder or unspecified hypersomnolence disorder. The unspecified (--------->para-nonsexual)
sleep-wake disorder category is used in situations in which the clinician chooses (---------->metanecessitate)
not to specify the reason that the criteria are not met for a specific sleep-wake disorder, (---------->metadelirious)
and includes presentations in which there is insufficient information to make a more specific (--------->meta-rls)
diagnosis. (---------->meta-affiliative)
Sexual dysfunctions include delayed ejaculation, erectile disorder, female orgasmic (---------->metarachael)
disorder, female sexual interest/arousal disorder, genito-pelvic pain/penetration disorder, (--------->ortho-witii)
male hypoactive sexual desire disorder, premature (early) ejaculation, substance/medicationinduced (--------->ortho-ierate)
sexual dysfunction, other specified sexual dysfunction, and unspecified sexual dysfunction. (--------->meta-fahey)
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Sexual dysfunctions are a heterogeneous group of disorders that are typically characterized (--------->meta-sheth)
by a clinically significant disturbance in a person's ability to respond sexually or to (---------->parazaleplon)
experience sexual pleasure. An individual may have several sexual dysfunctions at the same (--------->ortho-manber)
time. In such cases, all of the dysfunctions should be diagnosed. (---------->meta-gynephilic)
Clinical judgment should be used to determine if the sexual difficulties are the result of (---------->metafuii)
inadequate sexual stimulation; in these cases, there may still be a need for care, but a diagnosis (--------->meta-vaporized)
of a sexual dysfimction would not be made. These cases may include, but are not (---------->paraaltemative)
limited to, conditions in which lack of knowledge about effective stimulation prevents the (--------->ortho-erythropoiesis)
experience of arousal or orgasm. (---------->ortho-worthlessness)
Subtypes are used to designate the onset of the difficulty. In many individuals with (---------->metapredominates)
sexual dysfunctions, the time of onset may indicate different etiologies and interventions. (--------->ortho-genlto)
Lifelong refers to a sexual problem that has been present from first sexual experiences, and (--------->para-vomit)
acquired applies to sexual disorders that develop after a period of relatively normal sexual (--------->ortho-causality)
function. Generalized refers to sexual difficulties that are not limited to certain types of (---------->paradimorphism)
stimulation, situations, or partners, and situational refers to sexual difficulties that only occur (--------->meta-tetanus)
with certain types of stimulation, situations, or partners. (---------->meta-impulsive)
In addition to the lifelong/ acquired and generalized/situational subtypes, a number (---------->orthobangsund)
of factors must be considered during the assessment of sexual dysfunction, given that they (--------->meta-partialism)
may be relevant to etiology and/or treatment, and that may contribute, to varying degrees, (--------->meta-bigham)
across individuals: 1) partner factors (e.g., partner's sexual problems; partner's health status); (--------->para-geneticist)
2) relationship factors (e.g., poor communication; discrepancies in desire for sexual (---------->orthomethodological)
activity); 3) individual vulnerability factors (e.g., poor body image; history of sexual or emotional (--------->ortho-frewen)
abuse), psychiatric comorbidity (e.g., depression, anxiety), or stressors (e.g., job loss, (---------->orthorephrasing)
bereavement); 4) cultural or religious factors (e.g., inhibitions related to prohibitions against (--------->para-pathological)
sexual activity or pleasure; attitudes toward sexuality); and 5) medical factors relevant to (--------->ortho-overvalued)
prognosis, course, or treatment. (---------->meta-heino)
Clinical judgment about the diagnosis of sexual dysfunction should take into consideration (--------->para-skewed)
cultural factors that may influence expectations or engender prohibitions about the experience (--------->para-condescending)
of sexual pleasure. Aging may be associated with a normative decrease in sexual response. (--------->ortho-forearm)
Sexual response has a requisite biological undefinning, yet is usually experienced in (---------->orthokufiingisisa)
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an intrapersonal, interpersonal, and cultural context. Thus, sexual function involves a complex (--------->ortho-prewett)
interaction among biological, sociocultural, and psychological factors. In many clinical (---------->metacrossfield)
contexts, a precise understanding of the etiology of a sexual problem is unknown. Nonetheless, (--------->meta-sympathomimetic)
a sexual dysfunction diagnosis requires ruling out problems that are better explained (---------->orthoguerrero)
by a nonsexual mental disorder, by the effects of a substance (e.g., drug or medication), by (--------->para-rigidly)
a medical condition (e.g., due to pelvic nerve damage), or by severe relationship distress, (--------->para-normophihc)
partner violence, or other stressors. (---------->ortho-meghan)
If the sexual dysfunction is mostly explainable by another nonsexual mental disorder (e.g., (--------->meta-hiatal)
depressive or bipolar disorder, anxiety disorder, posttraumatic stress disorder, psychotic disorder), (--------->ortho-neuronal)
then only the other mental disorder diagnosis should be made. If the problem is (---------->paradecalvans)
thought to be better explained by the use/misuse or discontinuation of a drug or substance, it (--------->meta-olga)
should be diagnosed accordingly as a substance/medication-induced sexual dysfunction. If (--------->ortho-piled)
the sexual dysfunction is attributable to another medical condition (e.g., peripheral neuropathy), (--------->meta-cataloging)
the individual would not receive a psychiatric diagnosis. If severe relationship distress, (---------->metasofie)
partner violence, or significant stressors better explain the sexual difficulties, then a sexual dysfunction
(---------->para-insufficiency)
diagnosis is not made, but an appropriate V or Z code for the relationship problem or (---------->orthodysfluency)
stressor may be listed. In many cases, a precise etiological relationship between another condition (--------->ortho-braininjured)
(e.g., a medical condition) and a sexual dysfunction cannot be established. (---------->ortho-rapoport)
Delayed Ejaculation (---------->para-bums)
Diagnostic Criteria 302.74 (F52.32) (---------->meta-remorseful)
A. Either of the following symptoms must be experienced on almost all or all occasions (---------->paranewcomer)
(approximately 75%-100%) of partnered sexual activity (in identified situational contexts (--------->ortho-neoplastic)
or, if generalized, in all contexts), and without the individual desiring delay: (---------->para-anxioiytic)
1. Marked delay in ejaculation. (---------->para-supranuclear)
2. Marked infrequency or absence of ejaculation. (---------->ortho-doreen)
B. The symptoms in Criterion A have persisted for a minimum duration of approximately (--------->meta-penetrating)
6 months. (---------->para-thyra)
C. The symptoms in Criterion A cause clinically significant distress in the individual. (---------->metasniffer)
D. The sexual dysfunction is not better explained by a nonsexual mental disorder or as a (--------->meta-incurring)
consequence of severe relationship distress or other significant stressors and is not attributable (--------->para-imbalanced)
to the effects of a substance/medication or another medical condition. (---------->meta-enticing)
Specify whether: (---------->para-dissociative)
Lifelong: The disturbance has been present since the individual became sexually active. (---------->paramarmar)
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Acquired: The disturbance began after a period of relatively normal sexual function. (---------->paralumping)
Specify whether: (---------->meta-yeates)
Generalized: Not limited to certain types of stimulation, situations, or partners. (---------->para-maas)
Situational: Only occurs with certain types of stimulation, situations, or partners. (---------->metaexcreted)
Specify current severity: (---------->ortho-effortful)
Mild: Evidence of mild distress over the symptoms in Criterion A. (---------->meta-ingest)
Moderate: Evidence of moderate distress over the symptoms in Criterion A. (---------->meta-retching)
Severe: Evidence of severe or extreme distress over the symptoms in Criterion A. (---------->metamanageable)
Diagnostic Features (---------->meta-intolerable)
The distinguishing feature of delayed ejaculation is a marked delay in or inability to (---------->ortholulild)
achieve ejaculation (Criterion A). The man reports difficulty or inability to ejaculate despite (--------->meta-manifestation)
the presence of adequate sexual stimulation and the desire to ejaculate. The presenting (---------->paraobstructions)
complaint usually involves partnered sexual activity. In most cases, the diagnosis will (---------->metamogels)
be made by self-report of the individual. The definition of "delay" does not have precise (---------->parafimctioning)
boundaries, as there is noconsensus as to what constitutes a reasonable time to reach orgasm (--------->para-illiteracy)
or what is unacceptably long for most men and their sexual partners. (---------->para-transcultural)
Associated Features Supporting Diagnosis (---------->meta-cibih)
The man and his partner may report prolonged thrusting to achieve orgasm to the point of (--------->meta-anhedonia)
exhaustion or genital discomfort and then ceasing efforts. Some men may report avoiding (--------->para-beliavioral)
sexual activity because of a repetitive pattern of difficulty ejaculating. Some sexual partners (--------->meta-dysphoria)
may report feeliAg less sexually attractive because their partner cannot ejaculate easily. (--------->meta-polysomnography)
In addition to the subtypes "lifelong/acquired" and "generalized/situational," the following (--------->meta-discernible)
five factors must be considered during assessment and diagnosis of delayed ejaculation, (--------->meta-sialorrhea)
given that they may be relevant to etiology and/or treatment: 1) partner factors (e.g., (---------->paragrieving)
partner's sexual problems, partner's health status); 2) relationship factors (e.g., poor communication, (--------->ortho-transporation)
discrepancies in desire for sexual activity); 3) individual vulnerability factors (---------->orthostereotypically)
(e.g., poor body image; history of sexual or emotional abuse), psychiatric comorbidity (e.g., (--------->ortho-retracting)
depression, anxiety), or stressors (e.g., job loss, bereavement); 4) cultural/religious factors (--------->para-dagga)
(e.g., inhibitions related to prohibitions against sexual activity; attitudes toward sexuality); (--------->meta-sudah)
and 5) medical factors relevant to prognosis, course, or treatment. Each of these factors may (--------->para-adenotonsillar)
contribute differently to the presenting symptoms of different men with this disorder. (---------->paramicka)
Prevalence (---------->para-liora)
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Prevalence is unclear because of the lack of a precise definition of this syndrome. It is the (--------->para-graf)
least common male sexual complaint. Only 75% of men report always ejaculating during (--------->para-atures)
sexual activity, and less than 1% of men will complain of problems with reaching ejaculation (--------->para-observances)
that last more than 6 months. (---------->meta-dependents)
Development and Course (---------->ortho-rigidly)
Lifelong delayed ejaculation begins with early sexual experiences and continues throughout (--------->meta-liypnotic)
life. By definition, acquired delayed ejaculation begins after a period of normal sexual (---------->orthohyperventilation)
function. There is minimal evidence concerning the course of acquired delayed ejaculation. (--------->para-infanticide)
The prevalence of delayed ejaculation appears to remain relatively constant until (---------->metainterviewers)
around age 50 years, when the incidence begins to increase significantly. Men in their 80s (--------->para-nondelusional)
report twice as much difficulty ejaculating as men younger than 59 years. (---------->para-delineation)
Risk and Prognostic Factors (---------->meta-timelimited)
Genetic and physiological. Age-related loss of the fast-conducting peripheral sensory (---------->orthohyperprolactinemia)
nerves and age-related decreased sex steroid secretion may be associated with the increase (--------->ortho-multisensory)
in delayed ejaculation in men older than 50 years. (---------->ortho-electrophysiological)
Culture-Related Diagnostic issues (---------->meta-cphc)
Complaints of ejaculatory delay vary across countries and cultures. Such complaints are (--------->para-moscicki)
more common among men in Asian populations than in men living in Europe, Australia, (---------->paradevious)
or the United States. This variation may be attributable to cultural or genetic differences (---------->metafroehlich)
between cultures. (---------->meta-gonadal)
Functional Consequences of Delayed Ejaculation (---------->para-erythrophobia)
Difficulty with ejaculation may contribute to difficulties in conception. Delayed ejaculation (--------->para-ingest)
is often associated with considerable psychological distress in one or both partners. (---------->metafingernails)
Differential Diagnosis (---------->meta-machuda)
Another medical condition. The major differential diagnosis is between delayed ejaculation (--------->para-clozapine)
fully explained by another medical illness or injury and delayed ejaculation with a (---------->orthocataloging)
psychogenic, idiopathic, or combined psychological and medical etiology. A situational (---------->parasarcasm)
aspect to the complaint is suggestive of a psychological basis for the problem (e.g., men (--------->para-mathematic)
who can ejaculate during sexual activity with one sex but not the other; men who can ejaculate (--------->ortho-aroimd)
with one partner but not another of the same sex; men with paraphilic arousal patterns; (---------->paradiscordance)
men who require highly ritualized activity to ejaculate during partnered sexual (---------->ortho-alo)
activity). Another medical illness or injury may produce delays in ejaculation independent (--------->para-hysterically)
of psychological issues. For example, inability to ejaculate can be caused by interruption of (--------->meta-adept)
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the nerve supply to the genitals, such as can occur after traumatic surgical injury to the (---------->metajocelyn)
lumbar sympathetic ganglia, abdominoperitoneal surgery, or lumbar sympathectomy. (---------->metawakefulness)
Ejaculation is thought to be under autonomic nervous system control involving the hypogastric (--------->ortho-conceptualizations)
(sympathetic) and pudendal (parasympathetic) nerves. A number of neurodegenerative (---------->orthotoxicants)
diseases, such as multiple sclerosis and diabetic and alcoholic neuropathy, can (---------->ortho-meana)
cause inability to ejaculate. Delayed ejaculation should also be differentiated from retrograde (--------->ortho-overconcemed)
ejaculation (i.e., ejaculation into the bladder), which may follow transurethral prostatic (---------->orthohomebound)
resection. (---------->meta-cfcu)
Substance/medication use. A number of pharmacological agents, such as antidepressants, (--------->para-elimin)
antipsychotics, alpha sympathetic drugs, and opioid drugs, can cause ejaculatory (---------->orthoreoccur)
problems. (---------->para-reuniting)
Dysfunction with orgasm. It is important in the history to ascertain whether the complaint (--------->ortho-mde)
concerns delayed ejaculation or the sensation of orgasm, or both. Ejaculation occurs (---------->pararadov)
in the genitals, whereas the experience of orgasm is believed to be primarily subjective. (---------->paraiers)
Ejaculation and orgasm usually occur together but not always. For example, a man with a (--------->ortho-differentiai)
normal ejaculatory pattern may complain of decreased pleasure (i.e., anhedonic ejaculation). (--------->meta-arrhythmias)
Such a complaint would not be coded as delayed ejaculation but could be coded as (---------->metalivesley)
other specified sexual dysfunction or unspecified sexual dysfunction. (---------->ortho-vocation)
Comorbidity (---------->ortho-seeldng)
There is some evidence to suggest that delayed ejaculation may be more common in severe (--------->para-alexithymia)
forms of major depressive disorder. (---------->ortho-sprees)
Erectile Disorder (---------->meta-ditza)
Diagnostic Criteria 302.72 (F52.21) (---------->meta-agrammatic)
A. At least one of the three following symptoms must be experienced on almost all or all (--------->ortho-moodincongruent)
(approximately 75%-100%) occasions of sexual activity (in identified situational contexts (--------->meta-glicksman)
or, if generalized, in all contexts): (---------->para-willcutt)
1. Marked difficulty in obtaining an erection during sexual activity. (---------->meta-ivledication)
2. Marked difficulty in maintaining an erection until the completion of sexual activity. (---------->orthovoyeurism)
3. Marked decrease in erectile rigidity. (---------->meta-dilated)
B. The symptoms in Criterion A have persisted for a minimum duration of approximately (--------->meta-harassing)
6 months. (---------->para-flav)
C. The symptoms in Criterion A cause clinically significant distress in the individual. (---------->paranotations)
D. The sexual dysfunction is not better explained by a nonsexual mental disorder or as a (--------->ortho-sarajbit)
consequence of severe relationship distress or other significant stressors and is not attributable (--------->para-oxidase)
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to the effects of a substance/medication or another medical condition. (---------->para-shim)
Specify whether: (---------->para-murgolo)
Lifelong: The disturbance has been present since the individual became sexually active. (---------->parainterrelationships)
Acquired: The disturbance began after a period of relatively normal sexual function. (---------->orthoathetoid)
Specify whether: (---------->para-microvasculature)
Generaiized: Not limited to certain types of stimulation, situations, or partners. (---------->para-edythe)
Situationai: Only occurs with certain types of stimulation, situations, or partners. (---------->parabicarbonate)
Specify current severity: (---------->ortho-dampening)
Mild: Evidence of mild distress over the symptoms in Criterion A. (---------->para-inextricably)
Moderate: Evidence of moderate distress over the symptoms in Criterion A. (---------->para-colbom)
Severe: Evidence of severe or extreme distress over the symptoms in Criterion A. (---------->paraintersexuality)
Diagnostic Features (---------->ortho-obstetric)
The essential feature of erectile disorder is the repeated failure to obtain or maintain erections (--------->para-hariton)
during partnered sexual activities (Criterion A). A careful sexual history is necessary (---------->metainfrequency)
to ascertain that the problem has been present for a significant duration of time (i.e., at least (--------->ortho-gearhart)
approximately 6 months) and occurs on the majority of sexual occasions (i.e., at least 75% (--------->ortho-jillian)
of the time). Symptoms may occur only in specific situations involving certain types of (---------->orthoclimbs)
stimulation or partners, or they may occur in a generalized manner in all types of situations, (--------->ortho-powerless)
stimulation, or partners. (---------->ortho-argumentativeness)
Associated Features Supporting Diagnosis (---------->para-fourths)
Many men with erectile disorder may have low self-esteem, low self-confidence, and a decreased (--------->para-rethinking)
sense of masculinity, and may experience depressed affect. Fear and/or avoidance (---------->paratingling)
of future sexual encounters may occur. Decreased sexual satisfaction and reduced (---------->orthosorel)
sexual desire in the individual's partner are common. (---------->ortho-rik)
In addition to the subtypes "lifelong/acquired" and "generalized/situational," the following (--------->ortho-asphyxiophilia)
five factors must be considered during assessment and diagnosis of erectile disorder (---------->paraantisociality)
given that they may be relevant to etiology and/or treatment: 1) partner factors (e.g., partner's (--------->ortho-nonparental)
sexual problems, partner's health status); 2) relationship factors (e.g., poor communication, (--------->ortho-takotsubo)
discrepancies in desire for sexual activity); 3) individual vulnerability factors (e.g., (---------->metaeyelids)
poor body image, history of sexual or emotional abuse), psychiatric comorbidity (e.g., depression, (--------->ortho-grosscup)
anxiety), or stressors (e.g., job loss, bereavement); 4) cultural/religious factors (e.g., (---------->metagfeller)
inhibitions related to prohibitions against sexual activity; attitudes toward sexuality); and (---------->parahackman)
5) medical factors relevant to prognosis, course, or treatment. Each of these factors may contribute (--------->para-bariatric)
differentiy to the presenting symptoms of different men with this disorder. (---------->para-valias)
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Prevalence (---------->para-emptiness)
The prevalence of lifelong versus acquired erectile disorder is unknown. There is a strong (--------->meta-bunt)
age-related increase in both prevalence and incidence of problems with erection, particularly (--------->meta-pathologizing)
after age 50 years. Approximately 13%-21% of men ages 40-80 years complain of occasional (--------->para-onethird)
problems with erections. Approximately 2% of men younger than age 40-50 years (---------->orthoaccuse)
complain of frequent problems with erections, whereas 40%-50% of men older than 60-70 (--------->para-maxillary)
years may have significant problems with erections. About 20% of men fear erectile problems (--------->ortho-internatlonai)
on their first sexual experience, whereas approximately 8% experienced erectile problems (--------->ortho-hoard)
that hindered penetration during their first sexual experience. (---------->meta-fusar)
Deveiopment and Course (---------->ortho-criteha)
Erectile failure on first sexual attempt has been found to be related to having sex with a (---------->parawetherby)
previously unknown partner, concomitant use of drugs or alcohol, not wanting to have (---------->metafraudulence)
sex, and peer pressure. There is minimal evi-2t most of these problems spontaneously remit (--------->meta-memel)
without professional intervention, but some men may continue to have episodic problems. (--------->ortho-abscesses)
In contrast, acquired erectile disorder is often associated with biological factors such (---------->metawager)
as diabetes and cardiovascular disease. Acquired erectile disorder is likely to be persistent (--------->meta-irrational)
in most men. (---------->meta-stereotyped)
The natural history of lifelong erectile disorder is unknown. Clinical observation supports (--------->meta-hyperactiveimpulsive)
the association of lifelong erectile disorder with psychological factors that are selflimiting (--------->meta-parasitosis)
or responsive to psychological interventions, whereas, as noted above, acquired (---------->orthopanicky)
erectile disorder is more likely to be related to biological factors and to be persistent. The (--------->ortho-dissipates)
incidence of erectile disorder increases with age. A minority of men diagnosed as having (--------->meta-alleles)
moderate erectile failure may experience spontaneous remission of symptoms without (---------->metarihials)
medical intervention. Distress associated with erectile disorder is lower in older men as (---------->parajeslina)
compared with younger men. (---------->ortho-picchietti)
Risk and Prognostic Factors (---------->ortho-cryptococcosis)
Temperamental. Neurotic personality traits may be associated with erectile problems in college (--------->para-refening)
students, and submissive personality traits may be associated with erectile problems in (---------->orthorosara)
men age 40 years and older. Alexithymia (i.e., deficits in cognitive processing of emotions) is (--------->meta-oes)
common in men diagnosed with "psychogenic" erectile dysfunction. Erectile problems are (--------->para-rigidity)
common in men diagnosed with depression and posttraumatic stress disorder. (---------->ortho-adriana)
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Course modifiers. Risk factors for acquired erectile disorder include age, smoking tobacco, (--------->meta-litfle)
lack of physical exercise, diabetes, and decreased desire. (---------->meta-ulanday)
Culture-Reiated Diagnostic issues (---------->meta-attenhon)
Complaints of erectile disorder have been found to vary across countries. It is unclear to (---------->paracivi)
what extent these differences represent differences in cultural expectations as opposed to (--------->meta-contradict)
genuine differences in the frequency of erectile failure. (---------->ortho-whitehead)
Diagnostic iViarlcers (---------->meta-enema)
Nocturnal penile tumescence testing and measured erectile turgidity during sleep can be (--------->ortho-noncontact)
employed to help differentiate organic from psychogenic erectile problems on the assumption (--------->para-marokus)
that adequate erections during rapid eye movement sleep indicate a psychological (---------->metaborges)
etiology to the problem. A number of other diagnostic procedures may be employed (---------->orthouated)
depending on the clinician's assessment of their relevance given the individual's age, comorbid (--------->meta-anxiousness)
medical problems, and clinical presentation. Doppler ultrasonography and intravascular (---------->orthomokhtar)
injection of vasoactive drugs, as well as invasive diagnostic procedures such as (---------->metaaggressively)
dynamic infusion cavernosography, can be used to assess vascular integrity. Pudendal (---------->orthoophthalmological)
nerve conduction studies, including somatosensory evoked potentials, can be employed (---------->paradisturb)
when a peripheral neuropathy is suspected. In men also complaining of decreased sexual (--------->meta-dosages)
desire, serum bioavailable or free testosterone is frequently assessed to determine if the (--------->meta-lakshmi)
difficulty is secondary to endocrinological factors. Thyroid function may also be assessed. (--------->meta-pronouncing)
Determination of fasting serum glucose is useful to screen for the presence of diabetes mellitus. (--------->ortho-amputees)
The assessment of serum lipids is important, as erectile disorder in men 40 years and (---------->orthozee)
older is predictive of the future risk of coronary artery disease. (---------->meta-combative)
Functionai Consequences of Erectiie Disorder (---------->ortho-probed)
Erectile disorder can interfere with fertility and produce both individual and interpersonal (--------->meta-succinctly)
distress. Fear and/or avoidance of sexual encounters may interfere with the ability to develop (--------->ortho-expiated)
intimate relationships. (---------->para-personahty)
Differentiai Diagnosis (---------->para-hazelike)
Nonsexual mental disordei^. Major depressive disorder and erectile disorder are closely (---------->metalorrie)
associated, and erectile disorder accompanying severe depressive disorder may occur. (---------->parafinitions)
Normal erectile function. The differential should include consideration of normal erectile (---------->orthoharmandayan)
function in men with excessive expectations. (---------->meta-unmanageable)
Substance/medication use. Another major differential diagnosis is whether the erectile (---------->orthodisinhihition)
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problem is secondary to substance/medication use. An onset that coincides with the beginning (--------->ortho-ivlarkers)
of substance/medication use and that dissipates with discontinuation of the substance/ (---------->parapredominating)
medication or dose reduction is suggestive of a substance/medication-induced (---------->para-injecting)
sexual dysfunction. (---------->para-intervening)
Another medical condition. The most difficult aspect of the differential diagnosis of erectile (--------->meta-paruresis)
disorder is ruling out erectile problems that are fully explained by medical factors. Such (---------->paraintrude)
cases would not receive a diagnosis of a mental disorder. The distinction between erectile (--------->para-paucity)
disorder as a mental disorder and erectile dysfunction as the result of another medical condition (--------->para-sboo)
is usually unclear, and many cases will have complex, interactive biological and psychiatric (--------->para-afterimages)
etiologies. If the individual is older than 40-50 years and/or has concomitant (---------->para-hesitantly)
medical problems, the differential diagnosis should include medical etiologies, especially (--------->para-hypocapnia)
vascular disease. The presence of an organic disease known to cause erectile problems does (--------->para-maximizes)
not confirm a causal relationship. For example, a man with diabetes mellitus can develop (--------->meta-zachary)
erectile disorder in response to psychological stress. In general, erectile dysfunction due to (--------->ortho-glisky)
organic factors is generalized and gradual in onset. An exception would be erectile problems (--------->para-hygienic)
after traumatic injury to the nervous innervation of the genital organs (e.g., spinal cord injury). (--------->meta-jeanine)
Erectile problems that are situational and inconsistent and that have an acute onset after a (--------->para-unavoidable)
stressful life event are most often due to psychological events. An age of less than 40 years is (--------->para-conible)
also suggestive of a psychological etiology to the difficulty. (---------->ortho-kilometer)
Other sexual dysfunctions. Erectile disorder may coexist with premature (early) ejaculation (--------->para-coined)
and male hypoactive sexual desire disorder. (---------->meta-lyerly)
Comorbidity (---------->meta-jos)
Erectile disorder can be comorbid with other sexual diagnoses, such as premature (early) (--------->ortho-mastered)
ejaculation and male hypoactive sexual desire disorder, as well as with anxiety and depressive (--------->para-grimace)
disorders. Erectile disorder is common in men with lower urinary tract symptoms (---------->metadenoting)
related to prostatic hypertrophy. Erectile disorder may be comorbid with dyslipidemia, cardiovascular (--------->meta-rence)
disease, hypogonadism, multiple sclerosis, diabetes mellitus, and other diseases (---------->paracapitalized)
that interfere with the vascular, neurological, or endocrine function necessary for normal (--------->meta-harmonizing)
erectile function. (---------->meta-gretchen)
Relationship to internationai Classification of Diseases (---------->ortho-exaggeration)
Erectile response is coded as failure of genital response in ICD-10 (F2.2). (---------->ortho-ntiptoms)
Female Orgasmic Disorder (---------->ortho-unilateral)
Diagnostic Criteria 302.73 (F52.31) (---------->para-wom)
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A. Presence of either of the following symptoms and experienced on almost all or all (approximately (--------->para-singareddy)
75%-100%) occasions of sexual activity (in identified situational contexts (---------->meta-coughing)
or, if generalized, in all contexts): (---------->para-polatajko)
1. Marked delay in, marked infrequency of, or absence of orgasm. (---------->ortho-tivg)
2. Markedly reduced intensity of orgasmic sensations. (---------->para-ulrich)
B. The symptoms in Criterion A have persisted for a minimum duration of approximately (--------->ortho-obsessive)
6 months. (---------->para-gonads)
C. The symptoms in Criterion A cause clinically significant distress in the individual. (---------->metatensing)
D. The sexual dysfunction is not better explained by a nonsexual mental disorder or as a (--------->para-bucholz)
consequence of severe relationship distress (e.g., partner violence) or other significant (---------->metadysfimction)
stressors and is not attributable to the effects of a substance/medication or another (---------->metainhaled)
medical condition. (---------->ortho-overeating)
Specify whether: (---------->ortho-colorless)
Lifelong: The disturbance has been present since the individual became sexually active. (--------->ortho-abadi)
Acquired: The disturbance began after a period of relatively normal sexual function. (---------->meta-elie)
Specify whether: (---------->ortho-emphatic)
Generaiized: Not limited to certain types of stimulation, situations, or partners. (---------->ortho-fivefold)
Situational: Only occurs with certain types of stimulation, situations, or partners. (---------->metasupraventricular)
Specify if: (---------->meta-misshapen)
Never experienced an orgasm under any situation. (---------->para-paulsen)
Specify current severity: (---------->para-linguistically)
Mild: Evidence of mild distress over the symptoms in Criterion A. (---------->meta-savin)
Moderate: Evidence of moderate distress over the symptoms in Criterion A. (---------->ortho-shortens)
Severe: Evidence of severe or extreme distress over the symptoms in Criterion A. (---------->metauntrustworthy)
Diagnostic Features (---------->meta-immutable)
Female orgasmic disorder is characterized by difficulty experiencing orgasm and/or (---------->orthozibert)
markedly reduced intensity of orgasmic sensations (Criterion A). Women show wide variability (--------->meta-icnown)
in the type or intensity of stimulation that elicits orgasm. Similarly, subjective descriptions (--------->ortho-undeserving)
of orgasm are extremely varied, suggesting that it is experienced in very different (---------->metakesner)
ways, both across women and on different occasions by the same woman. For a diagnosis (--------->ortho-ophthalmological)
of female orgasmic disorder, symptoms must be experienced on almost all or all (approximately (--------->para-principled)
75%-100%) occasions of sexual activity (in identified situational contexts or, if (---------->meta-raisiiig)
generalized, in all contexts) and have a minimum duration of approximately 6 months. (---------->metaconible)
The use of the minimum severity and duration criteria is intended to distinguish transient (--------->ortho-elissa)
orgasm difficulties from more persistent orgasmic dysfunction. The inclusion of "approximately" (--------->para-katzman)
in Criterion B allows for clinician judgment in cases in which symptom duration (---------->para-betel)
does not meet the recommended 6-month threshold. (---------->ortho-lotspeich)
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For a woman to have a diagnosis of female orgasmic disorder, clinically significant distress (--------->ortho-reclassified)
must accompany the symptoms (Criterion C). In many cases of orgasm problems, the (---------->paraterrence)
causes are multifactorial or cannot be determined. If female orgasmic disorder is deemed (--------->ortho-disinhibited)
to be better explained by another mental disorder, the effects of a substance/medication, (--------->para-unwitting)
or a medical condition, then a diagnosis of female orgasmic disorder would not be made. (--------->para-nonproblematic)
Finally, if interpersonal or significant contextual factors, such as severe relationship distress, (--------->para-fraternities)
intimate partner violence, or other significant stressors, are present, then a diagnosis (---------->metadislikes)
of female orgasmic disorder would not be made. (---------->meta-undue)
Many women require clitoral stimulation to reach orgasm, and a relatively small proportion (--------->para-insufficiency)
of women report that they always experience orgasm during penile-vaginal intercourse. (---------->paraphrasing)
Thus, a woman's experiencing orgasm through clitoral stimulation but not during (---------->metareardon)
intercourse does not meet criteria for a clinical diagnosis of female orgasmic disorder. It is (--------->para-nonspecific)
also important to consider whether orgasmic difficulties are the result of inadequate sexual (--------->meta-obsessional)
stimulation; in these cases, there may still be a need for care, but a diagnosis of female (---------->metainsincere)
orgasmic disorder would not be made. (---------->ortho-subtypes)
Associated Features Supporting Diagnosis (---------->meta-conceptualizations)
Associations between specific patterns of personality traits or psychopathology and orgasmic (--------->meta-playmates)
dysfunction have generally not been supported. Compared with women without the (---------->paradecrescendo)
disorder, some women with female orgasmic disorder may have greater difficulty communicating (--------->para-empathy)
about sexual issues. Overall sexual satisfaction, however, is not strongly correlated (---------->metacooccurring)
with orgasmic experience. Many women report high levels of sexual satisfaction (---------->pararesentful)
despite rarely or never experiencing orgasm. Orgasmic difficulties in women often cooccur (--------->para-embarrassed)
with problems related to sexual interest and arousal. (---------->para-ruegg)
In addition to the subtypes "lifelong/acquired" and "generalized/situational/' the following (---------->parabrandt)
five factors must be considered during assessment and diagnosis of female orgasmic (---------->orthoskepticism)
disorder given that they may be relevant to etiology and/or treatment: 1) partner (---------->para-storch)
factors (e.g., partner's sexual problems, partner's health status); 2) relationship factors (---------->metalysergic)
(e.g., poor communication, discrepancies in desire for sexual activity); 3) individual vulnerability (--------->meta-scliizoaffective)
factors (e.g., poor body image, history of sexual or emotional abuse), psychiatric (---------->metacatastrophes)
comorbidity (e.g., depression, anxiety), or stressors (e.g., job loss, bereavement); (4) cultural/ (--------->para-haphazard)
religious factors (e.g., inhibitions related to prohibitions against sexual activity; (---------->ortho-scholl)
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attitudes toward sexuality); and 5) medical factors relevant to prognosis, course, or treatment. (--------->para-subterfuge)
Each of these factors may contribute differently to the presenting symptoms of different (---------->paraelaborated)
women with this disorder. (---------->para-leff)
Prevalence (---------->para-whitinger)
Reported prevalence rates for female orgasmic problems in women vary widely, from 10% (--------->meta-detectable)
to 42%, depending on multiple factors (e.g., age, culture, duration, and severity of symptoms); (--------->para-narcissism)
however, these estimates do not take into account the presence of distress. Only a (---------->orthocuthbert)
proportion of women experiencing orgasm difficulties also report associated distress. (---------->orthointoxications)
Variation in how symptoms are assessed (e.g., the duration of symptoms and the recall period) (--------->meta-constricted)
also influence prevalence rates. Approximately 10% of women do not experience orgasm (--------->ortho-lighters)
throughout their lifetime. (---------->meta-pancreatitis)
Development and Course (---------->meta-favorably)
By definition, lifelong female orgasmic disorder indicates that the orgasmic difficulties have (--------->meta-rudeness)
always been present, whereas the acquired subtype would be assigned if the woman's orgasmic (--------->meta-jerlyn)
difficulties developed after a period of normal orgasmic functioning. (---------->meta-andean)
A woman's first experience of orgasm can occur any time from the prepubertal period (---------->parawliat)
to well into adulthood. Women show a more variable pattern in age at first orgasm than do (--------->ortho-neurotic)
men, and women's reports of having experienced orgasm increase with age. Many women (--------->ortho-kindhearted)
learn to experience orgasm as they experience a wide variety of stimulation and acquire (--------->meta-recurrently)
more knowledge about their bodies. Women's rates of orgasm consistency (defined as (---------->orthonegativity)
usually or always experiencing orgasm) are higher during masturbation than during (---------->paratamoxifen)
sexual activity with a partner. (---------->ortho-kaur)
Risk and Prognostic Factors (---------->para-admonition)
Temperamental. A wide range of psychological factors, such as anxiety and concerns (---------->orthoswanson)
about pregnancy, can potentially interfere with a woman's ability to experience orgasm. (---------->metaneale)
Environmental. There is a strong association between relationship problems, physical (---------->orthotightening)
health, and mental health and orgasm difficulties in women. Sociocultural factors (e.g., (---------->metainpatients)
gender role expectations and religious norms) are also important influences on the experience (--------->ortho-perpetrators)
of orgasmic difficulties. (---------->meta-prodromal)
Genetic and physiological. Many physiological factors may influence a woman's experience (--------->meta-propoxyphene)
of orgasm, including medical conditions and medications. Conditions such as multiple (---------->metaaruna)
sclerosis, pelvic nerve damage from radical hysterectomy, and spinal cord injury can (---------->orthodegrading)
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all influence orgasmic functioning in women. Selective serotonin reuptake irüiibitors are (---------->paranrem)
known to delay or inhibit orgasm in women. Women with vulvovaginal atrophy (characterized (--------->para-sotial)
by symptoms such as vaginal dryness, itching, and pain) are significantly more (---------->orthorenewing)
likely to report orgasm difficulties than are women without this condition. Menopausal (---------->orthohartman)
status is not consistently associated with the likelihood of orgasm difficulties. There may (--------->meta-speculative)
be a significant genetic contribution to variation in female orgasmic function. However, (---------->paramisarticulation)
psychological, sociocultural, and physiological factors likely interact in complex ways to (---------->paraprocrastination)
influence women's experience of orgasm and of orgasm difficulties. (---------->para-withdrawai)
Culture-Related Diagnostic issues (---------->para-radov)
The degree to which lack of orgasm in women is regarded as a problem that requires treatment (--------->meta-kufs)
may vary depending on cultural context. In addition, women differ in how important (---------->orthodisorgar)
orgasm is to their sexual satisfaction. There may be marked sociocultural and generational (--------->meta-scully)
differences in women's orgasmic ability. For example, the prevalence of inability to reach orgasm (--------->meta-ayanna)
has ranged from 17.7% (in Northern Europe) to 42.2% (in Southeast Asia). (---------->ortho-alkaloids)
Diagnostic Markers (---------->meta-hla)
Although measurable physiological changes occur during female orgasm, including (---------->paraextraversion)
changes in hormones, pelvic floor musculature, and brain activation, there is significant (---------->orthoorderliness)
variability in these indicators of orgasm across women. In clinical situations, the diagnosis (--------->meta-dlb)
of female orgasmic disorder is based on a woman's self-report. (---------->para-informants)
Functional Consequences of Female Orgasmic Disorder (---------->ortho-vaginoplasty)
The functional consequences of female orgasmic disorder are unclear. Although there is a (--------->ortho-reticent)
strong association between relationship problems and orgasmic difficulties in women, it is (--------->para-obscenities)
unclear whether relationship factors are risk factors for orgasmic difficulties or are consequences (--------->meta-prognoses)
of those difficulties. (---------->meta-blinded)
Differential Diagnosis (---------->para-finkle)
Nonsexual mental disorders. Nonsexual mental disorders, such as major depressive (---------->orthoairw)
disorder, which is characterized by markedly diminished interest or pleasure in all, or almost (--------->ortho-deteriorated)
all, activities, may explain female orgasmic disorder. If the orgasmic difficulties are (---------->metayager)
better explained by another mental disorder, then a diagnosis of female orgasmic disorder (--------->para-inteliectual)
would not be made. (---------->ortho-zarate)
Substance/nfiedlcation-induced sexual dysfunction. Substance/medication use may (---------->orthomartekuor)
explain the orgasmic difficulties. (---------->ortho-inconsequential)
Another medical condition. If the disorder is due to another medical condition (e.g., (---------->paraatypicality)
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multiple sclerosis, spinal cord injury), then a diagnosis of female orgasmic disorder would (--------->meta-taghizadeh)
not be made. (---------->meta-memel)
Interpersonal factors. If interpersonal or significant contextual factors, such as severe (---------->orthomcgirr)
relationship distress, intimate partner violence, or other significant stressors, are associated (--------->meta-epileptic)
with the orgasmic difficulties, then a diagnosis of female orgasmic disorder would (---------->orthoexacerbation)
not be made. (---------->para-vcp)
Other sexual dysfunctions. Female orgasmic disorder may occur in association with other (--------->ortho-hypomagnesemia)
sexual dysfunctions (e.g., female sexual interest/arousal disorder). The presence of another (--------->ortho-milam)
sexual dysfunction does not rule out a diagnosis of female orgasmic disorder. Occasional orgasmic (--------->ortho-ninfa)
difficulties that are short-term or infrequent and are not accompanied by clinically significant (--------->meta-imraan)
distress or impairment are not diagnosed as female orgasmic disorder. A diagnosis is (---------->orthoreceptive)
also not appropriate if the problems are the result of inadequate sexual stimulation. (---------->metalobar)
Comorbldlty (---------->para-brewin)
Women with female orgasmic disorder may have co-occurring sexual interest/arousal (---------->metaresultant)
difficulties. Women with diagnoses of other nonsexual mental disorders, such as major depressive (--------->para-predates)
disorder, may experience lower sexual interest/arousal, and this may indirectly (---------->ortho-lias)
increase the likelihood of orgasmic difficulties. (---------->ortho-birmaher)
Female Sexual Interest/Arousal Disorder
__________________________________________________________________________ (--------->meta-unresponsive)
Diagnostic Criteria 302.72 (F52.22) (---------->ortho-promi)
A. Lack of, or significantly reduced, sexual interest/arousal, as manifested by at least (---------->metadisapproval)
three of the following: (---------->meta-ipso)
1. Absent/reduced interest in sexual activity. (---------->meta-saxena)
2. Absent/reduced sexual/erotic thoughts or fantasies. (---------->ortho-raquel)
3. No/reduced initiation of sexual activity, and typically unreceptive to a partner’s attempts (--------->para-prediagnostic)
to initiate. (---------->ortho-codeine)
4. Absent/reduced sexual excitement/pleasure during sexual activity in almost all or (---------->orthocontaly)
all (approximately 75%-100%) sexual encounters (in identified situational contexts (---------->paranondelusional)
or, if generalized, in all contexts). (---------->para-jacobus)
5. Absent/reduced sexual interest/arousal in response to any internal or external sexual/ (--------->ortho-snore)
erotic cues (e.g., written, verbal, visual). (---------->ortho-sustains)
6. Absent/reduced genital or nongenital sensations during sexual activity in almost all (---------->parasheth)
or all (approximately 75%-100%) sexual encounters (in identified situational contexts (---------->orthosleeponset)
or, if generalized, in all contexts). (---------->meta-mydriasis)
B. The symptoms in Criterion A have persisted for a minimum duration of approximately (---------->paraneuromuscular)
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6 months. (---------->para-begrudge)
C. The symptoms in Criterion A cause clinically significant distress in the individual. (---------->orthotamar)
D. The sexual dysfunction is not better explained by a nonsexuai mental disorder or as a (--------->para-relived)
consequence of severe relationship distress (e.g., partner violence) or other significant (---------->metadebakey)
stressors and is not attributable to the effects of a substance/medication or another (---------->metauninterrupted)
medical condition. (---------->meta-nonphysical)
Specify whether: (---------->meta-carditis)
Lifelong: The disturbance has been present since the individual became sexually (---------->paraapprehended)
active. (---------->meta-refractory)
Acquired: The disturbance began after a period of relatively normal sexual function. (---------->metadualism)
Specify whether: (---------->meta-hysterical)
Generalized: Not limited to certain types of stimulation, situations, or partners. (---------->orthospecifiers)
Situational: Only occurs with certain types of stimulation, situations, or partners. (---------->orthoincapacitated)
Specify current severity: (---------->ortho-embellishment)
Mild: Evidence of mild distress over the symptoms in Criterion A. (---------->ortho-thoughtless)
Moderate: Evidence of moderate distress over the symptoms in Criterion A. (---------->para-kable)
Severe: Evidence of severe or extreme distress over the symptoms in Criterion A. (---------->orthodarnall)
Diagnostic Features (---------->meta-nada)
In assessing female sexual interest/arousal disorder, interpersonal context must be taken (--------->meta-parting)
into account. A "desire discrepancy," in which a woman has lower desire for sexual activity (--------->para-alleviated)
than her partner, is not sufficient to diagnose female sexual interest/arousal disorder. (---------->metajeannie)
In order for the criteria for the disorder to be met, there must be absence or reduced frequency (--------->para-epidemiological)
or intensity of at least three of six indicators (Criterion A) for a minimum duration (---------->ortho-larl)
of approximately 6 months (Criterion B). There may be different symptom profiles across (--------->meta-illiteracy)
women, as well as variability in how sexual interest and arousal are expressed. For example, (--------->ortho-insomnias)
in one woman, sexual interest/arousal disorder may be expressed as a lack of interest (---------->paraaruciety)
in sexual activity, an absence of erotic or sexual thoughts, and reluctance to initiate sexual (--------->meta-gettingoutof)
activity and respond to a partner's sexual invitations. In another woman, an inability to become (--------->ortho-christianson)
sexually excited, to respond to sexual stimuli with sexual desire, and a corresponding (---------->paraundesirable)
lack of signs of physical sexual arousal may be the primary features. Because sexual (---------->metadarken)
desire and arousal frequently coexist and are elicited in response to adequate sexual cues, (--------->meta-infestation)
the criteria for female sexual interest/arousal disorder take into account that difficulties in (--------->meta-adept)
desire and arousal often simultaneously characterize the complaints of women with this (---------->metapreschoolers)
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disorder. Short-term changes in sexual interest or arousal are common and may be adaptive (--------->meta-slowwave)
responses to events in a woman's life and do not represent a sexual dysfunction. Diagnosis (--------->meta-margo)
of female sexual interest/arousal disorder requires a minimum duration of symptoms of (---------->orthozilberstein)
approximately 6 months as a reflection that the symptoms must be a persistent problem. (--------->meta-atrocities)
The estimation of persistence may be determined by clinical judgment when a duration of (--------->meta-mediators)
6 months cannot be ascertained precisely. (---------->meta-hyperorality)
There may be absent or reduced frequency or intensity of interest in sexual activity (Criterion (--------->ortho-roula)
Al), which was previously termed hypoactive sexual desire disorder. The frequency or intensity (--------->meta-phospho)
of sexual and erotic thoughts or fantasies may be absent or reduced (Criterion A2). The (---------->orthoplms)
expression of fantasies varies widely across women and may include memories of past sexual (--------->meta-defers)
experiences. The normative decline in sexual thoughts with age should be taken into account (--------->ortho-vcp)
when this criterion is being assessed. Absence or reduced frequency of initiating sexual activity (--------->ortho-menstrual)
and of receptivity to a partner's sexual invitations (Criterion A3) is a behaviorally focused (--------->ortho-ordinarily)
criterion. A couple's beliefs and preferences for sexual initiation patterns are highly relevant to (--------->para-synovitis)
the assessment of this criterion. There may be absent or reduced sexual excitement or pleasure (--------->ortho-fantasizes)
during sexual activity in almost all or all (approximately 75%-100%) sexual encounters (Criterion (--------->para-hypnotizability)
A4). Lack of pleasure is a common presenting clinical complaint in women with low desire. (--------->meta-simplex)
Among women who report low sexual desire, there are fewer sexual or erotic cues that (---------->orthoeuphoria)
elicit sexual interest or arousal (i.e., there is a lack of "responsive desire"). Assessment of the (--------->ortho-sherri)
adequacy of sexual stimuli will assist in determining if there is a difficulty with responsive sexual (--------->meta-fink)
desire (Criterion A5). Frequency or intensity of genital or nongenital sensations during sexual (--------->para-reevaluated)
activity may be reduced or absent (Criterion A6). This may include reduced vaginal (---------->orthopremenstruum)
lubrication/vasocongestion, but because physiological measures of genital sexual response do (--------->meta-bereaved)
not differentiate women who report sexual arousal concerns from those who do not, the selfreport (--------->ortho-endometriosis)
of reduced or absent genital or nongenital sensations is sufficient. (---------->para-ithdrawal)
For a diagnosis of female sexual interest/arousal disorder to be made, clinically significant (--------->para-pressured)
distress must accompany the symptoms in Criterion A. Distress may be experienced (---------->paraschizoplirenia)
as a result of the lack of sexual interest Arousal or as a result of significant interference in (--------->para-arrayed)
a woman's life and well-being. If a lifelong lack of sexual desire is better explained by one's (--------->para-ocd)

DSM-UPAX

751

self-identification as "asexual," then a diagnosis of female sexual interest/arousal disorder (--------->meta-leckie)
would not be made. (---------->para-braininjured)
Associated Features Supporting Diagnosis (---------->meta-imperfections)
Female sexual interest/arousal disorder is frequently associated with problems in experiencing (--------->ortho-oropharynx)
orgasm, pain experienced during sexual activity, infrequent sexual activity, and (---------->parawitnessing)
couple-level discrepancies in desire. Relationship difficulties and mood disorders are also (--------->ortho-dermatopathological)
frequently associated features of female sexual interest/arousal disorder. Unrealistic expectations (--------->ortho-flushed)
and norms regarding the "appropriate" level of sexual interest or arousal, along (---------->orthopropensity)
with poor sexual techniques and lack of information about sexuality, may also be evident (--------->ortho-subtest)
in women diagnosed with female sexual interest/arousal disorder. The latter, as well as (---------->parayellowing)
normative beliefs about gender roles, are important factors to consider. (---------->meta-wadden)
In addition to the subtypes "lifelong/acquired" and "generalized/situational," the following (--------->para-classifying)
five factors must be considered during assessment and diagnosis of female sexual interest/ (--------->para-lurie)
arousal disorder given that they may be relevant to etiology and/or treatment: 1) partner factors (--------->ortho-unemotional)
(e.g., partner's sexual problems, partner's health status); 2) relationship factors (e.g., poor (--------->ortho-hyman)
communication, discrepancies in desire for sexual activity); 3) individual vulnerability factors (--------->ortho-wellremembered)
(e.g., poor body image, history of sexual or emotional abuse), psychiatric comorbidity (e.g., depression,
(---------->para-agoraphobictype)
anxiety), or stressors (e.g., job loss, bereavement); 4) cultural/religious factors (e.g., (---------->orthoconcordant)
inhibitions related to prohibitions against sexual activity; attitudes toward sexuality); and (---------->orthohomicidal)
5) medical factors relevant to prognosis, course, or treatment. Note that each of these factors (--------->meta-selfcare)
may contribute differently to the presenting symptoms of different women with this disorder. (--------->meta-attics)
Prevalence (---------->ortho-prolactin)
The prevalence of female sexual interest/arousal disorder, as defined in this manual, is (---------->orthoemel)
unknown. The prevalence of low sexual desire and of problems with sexual arousal (with (--------->para-tiredness)
and without associated distress), as defined by DSM-IV or ICD-10, may vary markedly in (--------->meta-irritable)
relation to age, cultural setting, duration of symptoms, and presence of distress. Regarding (--------->para-yofusho)
duration of symptoms, there are striking differences in prevalence estimates between (---------->paraascertained)
short-term and persistent problems related to lack of sexual interest. When distress about (--------->para-nonrestorative)
sexual functioning is required, prevalence estimates are markedly lower. Some older (---------->paraiiwestigator)
women report less distress about low sexual desire than younger women, although sexual (--------->meta-slurs)
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desire may decrease with age. (---------->ortho-overwhelmingly)
Development and Course (---------->ortho-uninformed)
By definition, lifelong female sexual interest/arousal disorder suggests that the lack of (---------->paraboastful)
sexual interest or arousal has been present for the woman's entire sexual life. For Criteria (--------->para-noninjurious)
A3, A4, and A6, which assess functioning during sexual activity, a subtype of lifelong (---------->metapfeiffer)
would mean presence of symptoms since the individual's first sexual experiences. The acquired (--------->para-lacerations)
subtype would be assigned if the difficulties with sexual interest or arousal developed (---------->metaejected)
after a period of nonproblematic sexual functioning. Adaptive and normative (---------->meta-spied)
changes in sexual functioning may result from partner-related, interpersonal, or personal (--------->meta-laan)
events and may be transient in nature. However, persistence of symptoms for approximately (--------->ortho-peering)
6 months or more would constitute a sexual dysfunction. (---------->meta-cheniaux)
There are normative changes in sexual interest and arousal across the life span. Furthermore, (--------->para-snorted)
women in relationships of longer duration are more likely to report engaging in (---------->orthoweinstock)
sex despite no obvious feelings of sexual desire at the outset of a sexual encounter compared (--------->ortho-neoplasia)
with women in shorter-duration relationships. Vaginal dryness in older women is (---------->orthoarthralgias)
related to age and menopausal status. (---------->meta-selfimage)
Risk and Prognostic Factors (---------->para-socioeconomic)
Temperamental. Temperamental factors include negative cognitions and attitudes about (---------->pararebenstock)
sexuality and past history of mental disorders. Differences in propensity for sexual excitation (--------->ortho-distortions)
and sexual inhibition may also predict the likelihood of developing sexual problems. (---------->metatearfulness)
Environmental. Environmental factors include relationship difficulties, partner sexual (---------->metarohde)
functioning, and developmental history, such as early relationships with caregivers and (---------->metahypozincemia)
childhood stressors. (---------->ortho-sectionally)
Genetic and physiological. Some medical conditions (e.g., diabetes mellitus, thyroid (---------->parareba)
dysfunction) can be risk factors for female sexual interest/arousal disorder. There appears (--------->para-mutilation)
to be a strong influence of genetic factors on vulnerability to sexual problems in women. (---------->paranocturnal)
Psychophysiological research using vaginal photoplethysmography has not found differences (--------->meta-depressions)
between women with and without perceived lack of genital arousal. (---------->meta-crite)
Culture-Related Diagnostic Issues (---------->meta-terrence)
There is marked variability in prevalence rates of low desire across cultures. Lower rates of (--------->para-zvi)
sexual desire may be more common among East Asian women compared with Euro- (---------->parachottera)
Canadian women. Although the lower levels of sexual desire and arousal found in men (---------->orthoterrell)
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and women from East Asian countries compared with Euro-American groups may reflect (--------->meta-abadi)
less interest in sex in those cultures, the possibility remains that such group differences are (--------->para-meprobamate)
an artifact of the measures used to quantify desire. A judgment about whether low sexual (--------->ortho-iuliid)
desire reported by a woman from a certain ethnocultural group meets criteria for female (---------->orthounderdeveloped)
sexual interest/arousal disorder must take into account the fact that different cultures may (--------->para-intolerable)
pathologize some behaviors and not others. (---------->meta-nonvisual)
Gender-Related Diagnostic issues (---------->meta-weu)
By definition, the diagnosis of female sexual interest/arousal disorder is only given to (---------->parafarhan)
women. Distressing difficulties with sexual desire in men would be considered under (---------->paradieting)
male hypoactive sexual desire disorder. (---------->para-slowness)
Functionai Consequences of (---------->para-articulatory)
Female Sexual Interest/Arousal Disorder (---------->ortho-inflexibility)
Difficulties in sexual interest/arousal are often associated with decreased relationship satisfaction. (--------->ortho-sacrificing)
Differential Diagnosis (---------->meta-erythema)
Nonsexual mental disorders. Nonsexual mental disorders, such as major depressive (---------->metaneutralize)
disorder, in which there is '"markedly diminished interest or pleasure in all, or almost all, (---------->metawhalen)
activities most of the day, nearly every day," may explain the lack of sexual interest/ (---------->parareminiscent)
arousal. If the lack of interest or arousal is completely attributable to another mental disorder, (--------->ortho-valproate)
then a diagnosis of female sexual interest/arousal disorder would not be made. (---------->ortho-riecher)
Substance/medication use. Substance or medication use may explain the lack of interest/ (--------->meta-ejection)
arousal. (---------->para-ponder)
Another medical condition. If the sexual symptoms are considered to be almost exclusively (--------->para-adapting)
associated with the effects of another medical condition (e.g., diabetes mellitus, endothelial (--------->para-ili)
disease, thyroid dysfunction, central nervous system disease), then a diagnosis (---------->orthoneurotoxin)
of female sexual interest/arousal disorder would not be made. (---------->ortho-ojo)
Interpersonal factors. If interpersonal or significant contextual factors, such as severe (---------->paramcdonnell)
relationship distress, intimate partner violence, or other significant stressors, explain the (--------->meta-unmarried)
sexual interest/arousal symptoms, then a diagnosis of female sexual interest/arousal disorder (--------->meta-krystal)
would not be made. (---------->meta-iers)
Other sexual dysfunctions. The presence of another sexual dysfunction does not rule (---------->orthoelia)
out a diagnosis of female sexual interest/arousal disorder. It is common for women to experience (--------->para-unidirectional)
more than one sexual dysfunction. For example, the presence of chronic genital (---------->ortho-darci)
pain may lead to a lack of desire for the (painful) sexual activity. Lack of interest and (---------->orthorevolve)
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arousal during sexual activity may impair orgasmic ability. For some women, all aspects (---------->parataein)
of the sexual response may be unsatisfying and distressing. (---------->meta-nonneuropsychiatric)
Inadequate or absent sexual stimuli. When differential diagnoses are being considered, (---------->metaadmonition)
it is important to assess the adequacy of sexual stimuli within the woman's sexual experience. (--------->ortho-delineation)
In cases where inadequate or absent sexual stimuli are contributing to the clinical picture, (--------->meta-mintzer)
there may be evidence for clinical care, but a sexual dysfunction diagnosis would not (---------->orthoiulild)
be made. Similarly, transient and adaptive alterations in sexual functioning that are secondary (--------->meta-vermetten)
to a significant life or personal event must be considered in the differential diagnosis. (---------->metadejected)
Comorbidity (---------->ortho-timid)
Comorbidity between sexual interest/arousal problems and other sexual difficulties is (---------->metagenevieve)
extremely common. Sexual distress and dissatisfaction with sex life are also highly correlated (--------->ortho-mannerisms)
in women with low sexual desire. Distressing low desire is associated with depression, (---------->paraoverfamiliarity)
thyroid problems, anxiety, urinary incontinence, and other medical factors. Arthritis (---------->orthoidealizing)
and inflammatory or irritable bowel disease are also associated with sexual arousal problems. (--------->para-induces)
Low desire appears to be comorbid with depression, sexual and physical abuse in (---------->paraagitated)
adulthood, global mental functioning, and use of alcohol. (---------->meta-parenteral)
Genlto-Pelvic Pain/Penetration Disorder (---------->meta-disconnection)
Diagnostic Criteria 302.76 (F52.6) (---------->ortho-fannily)
A. Persistent or recurrent difficulties with one (or more) of the following: (---------->ortho-obsessive)
1. Vaginal penetration during intercourse. (---------->para-encompassing)
2. Marked vulvovaginal or pelvic pain during vaginal intercourse or penetration attempts. (--------->meta-resilience)
3. Marl<ed fear or anxiety about vulvovaginal or pelvic pain in anticipation of, during, (---------->metaflashbacks)
or as a result of vaginal penetration. (---------->para-autoimmune)
4. Marl<ed tensing or tightening of the pelvic floor muscles during attempted vaginal (---------->metacondescending)
penetration. (---------->meta-sherrie)
B. The symptoms in Criterion A have persisted for a minimum duration of approximately (--------->ortho-imperceptibly)
6 months. (---------->para-muted)
C. The symptoms in Criterion A cause clinically significant distress in the individual. (---------->orthoisoenzyme)
D. The sexual dysfunction is not better explained by a nonsexual mental disorder or as a (--------->para-atypicality)
consequence of a severe relationship distress (e.g., partner violence) or other significant (--------->para-distractibility)
stressors and is not attributable to the effects of a substance/medication or another (---------->orthobodner)
medical condition. (---------->meta-dexterity)
Specify whether: (---------->meta-suppressors)
Lifelong: The disturbance has been present since the individual became sexually active. (--------->ortho-psychomotor)
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Acquired: The disturbance began after a period of relatively normal sexual function. (---------->parastereotypically)
Specify current severity: (---------->meta-falsifying)
lUlild: Evidence of mild distress over the symptoms in Criterion A. (---------->para-spontaneity)
lUloderate: Evidence of moderate distress over the symptoms in Criterion A. (---------->meta-alkalosis)
Severe: Evidence of severe or extreme distress over the symptoms in Criterion A. (---------->metatirelessly)
Diagnostic Features (---------->ortho-khy)
Genito-pelvic pain/penetration disorder refers to four commonly comorbid symptom dimensions: (--------->para-nonsexual)
1) difficulty having intercourse, 2) genito-pelvic pain, 3) fear of pain or vaginal (---------->metadistinguishable)
penetration, and 4) tension of the pelvic floor muscles (Criterion A). Because major difficulty (--------->meta-reaffirming)
in any one of these symptom dimensions is often sufficient to cause clinically significant (---------->orthoserotonergic)
distress, a diagnosis can be made on the basis of marked difficulty in only one (---------->para-clonic)
symptom dimension. However, all four symptom dimensions should be assessed even if a (--------->para-dystonie)
diagnosis can be made on the basis of only one symptom dimension. (---------->para-shc)
Marked dijficulty having vaginal intercourse/penetration (Criterion Al) can vary from a total inability (--------->meta-sedentary)
to experience vaginal penetration in any situation (e.g., intercourse, gynecological examinations, (--------->para-skodol)
tampon insertion) to the ability to easily experience penetration in one situation (---------->orthoisoenzyme)
and but not in another. Although the most common clinical situation is when a woman is unable (--------->meta-prenatally)
to experience intercourse or penetration with a partner, difficulties in undergoing required (--------->ortho-zeitzer)
gynecological examinations may also be present. Marked vulvovaginal or pelvic pain (---------->meta-tiv)
during vaginal intercourse or penetration attempts (Criterion A2) refers to pain occurring in different (--------->ortho-patchy)
locations in the genito-pelvic area. Location of pain as well as intensity should be assessed. (--------->ortho-overemphasizes)
Typically, pain can be characterized as superficial (vulvovaginal or occurring during penetration) (--------->para-spongiform)
or deep (pelvic; i.e., not felt until deeper penetration). The intensity of the pain is often not (--------->meta-probands)
linearly related to distress or interference with sexual intercourse or other sexual activities. (--------->para-ruptured)
Some genito-pelvic pain only occurs when provoked (i.e., by intercourse or mechanical stimIllation); (--------->ortho-personahty)
other genito-pelvic pain may be spontaneous as well as provoked. Genito-pelvic pain (---------->metageneralizations)
can also be usefully characterized qualitatively (e.g., "burning," "cutting," "shooting," "throbbing"). (--------->para-objectively)
The pain may persist for a period after intercourse is completed and may also occur (---------->paraadmiring)
during urination. Typically, the pain experienced during sexual intercourse can be reproduced (--------->para-epidemiologists)
during a gynecological examination. (---------->para-perpetrators)
Marked fear or anxiety about vulvovaginal or pelvic pain either in anticipation of, or during, or (--------->meta-forcefulness)
as a result of vaginal penetration (Criterion A3) is commonly reported by women who have (--------->ortho-suspiciousness)
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regularly experienced pain during sexual intercourse. This "normal" reaction may lead to (--------->ortho-adversities)
avoidance of sexual/intimate situations. In other cases, this marked fear does not appear (--------->meta-aiixiety)
to be closely related to the experience of pain but nonetheless leads to avoidance of intercourse (--------->ortho-kaulia)
and vaginal penetration situations. Some have described this as similar to a phobic (---------->metanontraumatic)
reaction except that the phobic object may be vaginal penetration or the fear of pain. (---------->metaworsening)
Marked tensing or tightening of the pelvic floor muscles during attempted vaginal penetration (--------->para-longitudinally)
(Criterion A4) can vary from reflexive-like spasm of the pelvic floor in response to attempted (--------->ortho-hyperactive)
vaginal entry to "normal/voluntary" muscle guarding in response to the anticipated (---------->orthovelez)
or the repeated experience of pain or to fear or anxiety. In the case of "normal/ (---------->para-lynda)
guarding" reactions, penetration may be possible under circumstances of relaxation. The (--------->ortho-subcultural)
characterization and assessment of pelvic floor dysfunction is often best undertaken by a (--------->meta-afzal)
specialist gynecologist or by a pelvic floor physical therapist. (---------->para-lacunes)
Associated Features Supporting Diagnosis (---------->ortho-alleles)
Genito-pelvic pain/penetration disorder is frequently associated with other sexual dysfunctions, (--------->ortho-avolition)
particularly reduced sexual desire and interest (female sexual interest/arousal disorder). (--------->ortho-stipulation)
ä)metimes desire and interest are preserved in sexual situations that are not painful or (---------->orthocommimltv)
do not require penetration. Even when individuals with genito-pelvic pain/penetration disorder (--------->para-subjectively)
report sexual interest/motivation, there is often behavioral avoidance of sexual situations (--------->ortho-heterogeneity)
and opportunities. Avoidance of gynecological examinations despite medical (---------->orthopreponderance)
recommendations is also frequent. The pattern of avoidance is similar to that seen in phobic (--------->ortho-dissociativity)
disorders. It is common for women who have not succeeded in having sexual intercourse to (--------->para-corroborate)
come for treatment only when they wish to conceive. Many women with genito-pelvic pain/ (--------->meta-dilip)
penetration disorder will experience associated relationship/marital problems; they also often (--------->ortho-homicides)
report that the sjnnptoms significantly diminish their feelings of femininity. (---------->meta-hinton)
In addition to the subtype "lifelong/acquired," five factors should be considered during (---------->metalobule)
assessment and diagnosis of genito-pelvic pain/penetration disorder because they (---------->orthodysmenorrhea)
may be relevant to etiology and/or treatment: 1) partner factors (e.g., partner's sexual (---------->paramimic)
problems, partner's health status); 2) relationship factors (e.g., poor communication, discrepancies (--------->meta-segraves)
in desire for sexual activity); 3) individual vulnerability factors (e.g., poor body (---------->ortho-fiom)
image, history of sexual or emotional abuse), psychiatric comorbidity (e.g., depression, (---------->orthointolerances)
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anxiety), or stressors (e.g., job loss, bereavement); 4) cultural/religious factors (e.g., inhibitions (--------->ortho-shemo)
related to prohibitions against sexual activity; attitudes toward sexuality); and (---------->ortho-othei)
5) medical factors relevant to prognosis, course, or treatment. Each of these factors may (--------->meta-perforation)
contribute differently to the presenting symptoms of different women with this disorder. (---------->orthoivlaricers)
There are no valid physiological measures of any of the component symptom dimensions (--------->ortho-kenney)
of genito-pelvic pain/penetration disorder. Validated psychometric inventories may (---------->orthoehrlich)
be used to formally assess the pain and anxiety components related to genito-pelvic pain/ (--------->para-retribution)
penetration disorder. (---------->ortho-triciiotiiiomania)
Prevaience (---------->meta-orphanages)
The prevalence of genito-pelvic pain/penetration disorder is unknown. However, approximately (--------->para-carcinogenic)
15% of women in North America report recurrent pain during intercourse. Difficulties (---------->orthoconstructionist)
having intercourse appear to be a frequent referral to sexual dysfunction clinics and (---------->orthomismatch)
to specialist clinicians. (---------->ortho-amenorrhea)
Development and Course (---------->para-optimally)
The developmeAt and course of genito-pelvic pain/penetration disorder is unclear. Because (--------->para-ulcers)
women generally do not seek treatment until they experience problems in sexual functioning, (--------->ortho-kilpatrick)
it can, in general, be difficult to characterize genito-pelvic pain/penetration disorder as lifelong (--------->meta-normative)
(primary) or acquired (secondary). Although women typically come to clinical attention (---------->parapreeya)
after the initiation of sexual activity, there are often earlier clinical signs. For example, (---------->paramaturation)
difficulty with or the avoidance of use of tampons is an important predictor of later problems. (--------->ortho-storyhke)
Difficulties with vaginal penetration (inability or fear or pain) may not be obvious until sexual (--------->para-flatness)
intercourse is attempted. Even once intercourse is attempted, the frequency of attempts (---------->paraelimin)
may not be significant or regular. In cases where it is difficult to establish whether symptomatology (--------->meta-ffm)
is lifelong or acquired, it is useful to determine the presence of any consistent period (---------->metallfilll)
of successful pain-, fear-, and tension-free intercourse. If the experience of such a period can (--------->ortho-apolipoprotein)
be established, then genito-pelvic pain/penetration disorder can be characterized as acquired. (--------->ortho-arteritis)
Once symptomatology is well established for a period of approximately 6 months, (---------->orthonecessitates)
the probability of spontaneous and significant symptomatic remission appears to diminish. (--------->meta-tourette)
Complaints related to genito-pelvic pain peak during early adulthood and in the periand (---------->orthodorsal)
postmenopausal period. Women with complaints about difficulty having intercourse (---------->metaabate)
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appear to be primarily premenopausal. There may also be an increase in genito-pelvic (---------->paracreeping)
pain-related symptoms in the postpartum period. (---------->meta-contaminating)
Risk and Prognostic Factors (---------->meta-conflicted)
Environmental. Sexual and/or physical abuse have often been cited as predictors of the (---------->orthosubstancespecific)
DSM-IV-defined sexual pain disorders dyspareunia and vaginismus. This is a matter of controversy (--------->para-maximizes)
in the current literature. (---------->meta-substitutions)
Genetic and physiological. Women experiencing superficial pain during sexual intercourse (--------->meta-albana)
often report the onset of the pain after a history of vaginal infections. Even after the infections (--------->meta-tatarchuk)
have resolved and there are no known residual physical findings, the pain persists. (---------->orthomathematic)
Pain during tampon insertion or the inability to insert tampons before any sexual contact has (--------->para-bingeeating)
been attempted is an important risk factor for genito-pelvic pain/penetration disorder. (---------->metasplittgerber)
Culture-Related Diagnostic issues (---------->ortho-memel)
In the past, inadequate sexual education and religious orthodoxy have often been considered (--------->meta-sensorimotor)
to be culturally related predisposing factors to the DSM-IV diagnosis of vaginismus. (---------->paraconfer)
This perception appears to be confirmed by recent reports from Turkey, a primarily Muslim (--------->meta-hazelike)
country, indicating a strikingly high prevalence for the disorder. However, most available (---------->parareflexive)
research, although limited in scope, does not support this notion (Lahaie et al. 2010). (---------->paraveldhuizen)
Gender-Related Diagnostic Issues (---------->meta-caregiving)
By definition, the diagnosis of genito-pelvic pain/penetration disorder is only given to (---------->orthoexaminees)
women. There is relatively new research concerning urological chronic pelvic pain syndrome (--------->meta-misarticulated)
in men, suggesting that men may experience some similar problems. The research (---------->orthoragged)
and clinical experience are not sufficiently developed yet to justify the application of this (---------->paraneurotic)
diagnosis to men. Other specified sexual dysfunction or unspecified sexual dysfunction (---------->parahirschsprung)
may be diagnosed in men appearing to fit this pattern. (---------->ortho-regressive)
Functional Consequences of (---------->meta-circulatory)
Genito-Pelvic Pain/Penetration Disorder (---------->ortho-kleine)
Functional difficulties in genito-pelvic pain/penetration disorder are often associated (---------->metathiamine)
with interference in relationship satisfaction and sometimes with the ability to conceive (---------->paraswedo)
via penile/vaginal intercourse. (---------->meta-hypervigilant)
Differential Diagnosis (---------->para-phq)
Another medical condition. In many instances, women with genito-pelvic pain/penetration (--------->ortho-discards)
disorder will also be diagnosed with another medical condition (e.g., lichen sclerosus, (---------->parareproducible)
endometriosis, pelvic inflammatory disease, vulvovaginal atrophy). In some cases, (---------->parahaircuts)
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treating the medical condition may alleviate the genito-pelvic pain/penetration disorder. (---------->paraecchymoses)
Much of the time, this is not the case. There are no reliable tools or diagnostic methods to (--------->meta-tamoxifen)
allow clinicians to know whether the medical condition or genito-pelvic pain/penetration (---------->metadrugged)
disorder is primary. Often, the associated medical conditions are difficult to diagnose and (--------->para-genevieve)
treat. For example, the increased incidence of postmenopausal pain during intercourse (---------->paracontemporaneously)
may sometimes be attributable to vaginal dryness or vulvovaginal atrophy associated with (--------->para-catered)
declining estrogen levels. The relationship, however, between vulvovaginal atrophy/dryness, (--------->ortho-progessively)
estrogen, and pain is not well understood. (---------->para-retigious)
Somatic symptom and related disorders. Some women with genito-pelvic pain/penetration (--------->meta-nonambiguous)
disorder may also be diagnosable with somatic symptom disorder. Since both (---------->orthocognitions)
genito-pelvic pain/penetration disorder and the somatic symptom and related disorders (---------->parapathogenesis)
are new diagnoses, it is not yet clear whether they can be reliably differentiated. Some (---------->paraobsessive)
women diagnosed with genito-pelvic pain/penetration disorder will also be diagnosed (---------->orthoagitated)
with a specific phobia. (---------->meta-hales)
Inadequate sexual stimuli. It is important that the clinician, in considering differential diagnoses, (--------->meta-nathalie)
assess the adequacy of sexual stimuli within the woman's sexual experience. Sexual situations (--------->para-attentiondeficit)
in which there is inadequate foreplay or arousal may lead to difficiilties in penetration, (---------->orthoolincy)
pain, or avoidance. Erectile dysfunction or premature ejaculation in the male partner may (--------->meta-underscoring)
result in difficulties with penetration. These conditions should be carefully assessed. In some (--------->para-impaction)
situations, a diagnosis of genito-pelvic pain/penetration disorder may not be appropriate. (--------->ortho-melancholic)
Comorbidity (---------->ortho-inappropriately)
Comorbidity between genito-pelvic pain/penetration disorder and other sexual difficulties (--------->ortho-idos)
appears to be common. Comorbidity with relationship distress is also common. This is (---------->metaprospectively)
not surprising, since in Western cultures the inability to have (pain-free) intercourse with (--------->ortho-presenilin)
a desired partner and the avoidance of sexual opportunities may be either a contributing (--------->meta-manipulative)
factor to or the result of other sexual or relationship problems. Because pelvic floor symptoms (--------->ortho-barillas)
are implicated in the diagnosis of genito-pelvic pain/penetration disorder, there is (---------->orthodikmen)
likely to be a higher prevalence of other disorders related to the pelvic floor or reproductive (--------->ortho-generahzed)
organs (e.g., interstitial cystitis, constipation, vaginal infection, endometriosis, irritable (---------->paracerebrospinal)
bowel syndrome). (---------->ortho-dyscontrol)
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Male Hypoactive Sexual Desire Disorder (---------->ortho-toxicological)
Diagnostic Criteria 302.71 (F52.0) (---------->ortho-facebook)
A. Persistently or recurrently deficient (or absent) sexual/erotic thoughts or fantasies and (--------->meta-aprons)
desire for sexual activity. The judgment of deficiency is made by the clinician, taking (---------->orthoacuteness)
into account factors that affect sexual functioning, such as age and general and sociocultural (--------->meta-tazza)
contexts of the individual’s life. (---------->para-zippers)
B. The symptoms in Criterion A have persisted for a minimum duration of approximately (--------->meta-tremens)
6 months. (---------->ortho-iagnostic)
C. The symptoms in Criterion A cause clinically significant distress in the individual. (---------->orthoprecipitated)
D. The sexual dysfunction is not better explained by a nonsexual mental disorder or as a (--------->meta-sedation)
consequence of severe relationship distress or other significant stressors and is not attributable (--------->ortho-prigerson)
to thes effects of a substance/medication or another medical condition. (---------->meta-civilly)
Specify whether: (---------->meta-coprolalia)
Lifelong: The disturbance has been present since the Individual became sexually (---------->meta-kellie)
active. (---------->ortho-timid)
Acquired; The disturbance began after a period of relatively normal sexual function. (---------->paraearlyonset)
Specify whether: (---------->ortho-glands)
Generaiized: Not limited to certain types of stimulation, situations, or partners. (---------->ortho-revert)
Situational: Only occurs with certain types of stimulation, situations, or partners. (---------->orthoobstructions)
Specify current severity: (---------->ortho-sufficientiy)
Mild: Evidence of mild distress over the symptoms in Criterion A. (---------->ortho-nomenclature)
Moderate: Evidence of moderate distress over the symptoms In Criterion A. (---------->para-disregards)
Severe: Evidence of severe or extreme distress over the symptoms in Criterion A. (---------->metamassa)
Diagnostic Features (---------->meta-antihistamines)
When an assessment for male hypoactive sexual desire disorder is being made, interpersonal (--------->para-follicular)
context must be taken into account. A "desire discrepancy," in which a man has (---------->paraonerous)
lower desire for sexual activity than his partner, is not sufficient to diagnose male hypoactive (--------->meta-valosin)
sexual desire disorder. Both low/absent desire for sex and deficient/absent sexual (---------->metafluency)
thoughts or fantasies are required for a diagnosis of the disorder. There may be variation (--------->meta-loeb)
across men in how sexual desire is expressed. (---------->para-chromosomes)
The lack of desire for sex and deficient/absent erotic thoughts or fantasies must be persistent (--------->ortho-withdrawing)
or recurrent and must occur for a minimum duration of approximately 6 months. (---------->orthoabbreviated)
The inclusion of this duration criterion is meant to safeguard against making a diagnosis in (--------->para-joines)
cases in which a man's low sexual desire may represent an adaptive response to adverse (--------->para-ventromedial)
life conditions (e.g., concern about a partner's pregnancy when the man is considering terminating (--------->ortho-apathetic)
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the relationship). The introduction of "approximately" in Criterion B allows for (---------->metacontemptuous)
clinician judgment in cases in which symptom duration does not meet the recommended (--------->para-nontolerant)
6-month threshold. (---------->meta-striegel)
Associated Features Supporting Diagnosis (---------->ortho-hairstyle)
Male hypoactive sexual desire disorder is sometimes associated with erectile and/or ejaculatory (--------->ortho-psychoses)
concerns. For example, persistent difficulties obtaining an erection may lead a man (---------->orthotohen)
to lose interest in sexual activity. Men with hypoactive sexual desire disorder often report (--------->para-isackila)
that they no longer initiate sexual activity and that they are minimally receptive to a partner's (--------->meta-kerschmann)
attempt to initiate. Sexual activities (e.g., masturbation or partnered sexual activity) (---------->paramptp)
may sometimes occur even in the presence of low sexual desire. Relationship-specific preferences (--------->ortho-reardon)
regarding patterns of sexual initiation must be taken into account when making a (---------->ortho-tliat)
diagnosis of male hypoactive sexual desire disorder. Although men are more likely to initiate (--------->ortho-joyner)
sexual activity, and thus low desire may be characterized by a pattern of non-initiation, (---------->metafeldman)
many men may prefer to have their partner initiate sexual activity. In such situations, the (--------->ortho-depicting)
man's lack of receptivity to a partner's initiation should be considered when evaluating low (--------->para-turmoil)
desire. (---------->ortho-episodically)
In addition to the subtypes "lifelong/acquired" and "generalized/situational," the following (--------->ortho-misunderstanding)
five factors must be considered during assessment and diagnosis of male hypoactive (---------->orthomethyprylon)
sexual desire disorder given that they may be relevant to etiology and/or treatment: (---------->meta-inte)
1) partner factors (e.g., partner's sexual problems, partner's health status); 2) relationship (--------->ortho-maust)
factors (e.g., poor communication, discrepancies in desire for sexual activity); 3) individual (--------->para-palpitations)
vulnerability factors (e.g., poor body image, history of sexual or emotional abuse), psychiatric (--------->meta-nonfrail)
comorbidity (e.g., depression, anxiety), or stressors (e.g., job loss, bereavement); (---------->para-hich)
4) cultural/religious factors (e.g., inhibitions related to prohibitions against sexual activity; (--------->meta-subtopic)
attitudes toward sexuality); and 5) medical factors relevant to prognosis, course, or treatment. (--------->meta-hypercalcemia)
Each of these factors may contribute differently to the presenting symptoms of different (---------->orthojankord)
men with this disorder. (---------->ortho-tremulousness)
Prevalence (---------->meta-myeloneuropathy)
The prevalence of male hypoactive sexual desire disorder varies depending on country of (--------->para-sniffing)
origin and method of assessment. Approximately 6% of younger men (ages 18-24 years) (--------->meta-raquel)
and 41% of older men (ages 66-74 years) have problems with sexual desire. However, a (--------->para-pedaling)
persistent lack of interest in sex, lasting 6 months or more, affects only a small proportion (--------->meta-noncontact)
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of men ages 16-44 (1.8%). (---------->meta-brightens)
Development and Course (---------->para-frotteurism)
By definition, lifelong male hypoactive sexual desire disorder indicates that low or no sexual (--------->meta-underdeveloped)
desire has always been present, whereas the acquired subtype would be assigned if the (--------->meta-diagnosing)
man's low desire developed after a period of normal sexual desire. There is a requirement (--------->meta-linnea)
that low desire persist for approximately 6 months or more; thus, short-term changes in (---------->paradyskinesia)
sexual desire should not be diagnosed as male hypoactive sexual desire disorder. (---------->paradisruptive)
There is a normative age-related decline in sexual desire. Like women, men identify a (---------->paramii)
variety of triggers for their sexual desire, and they describe a wide range of reasons that (--------->ortho-reflexive)
they choose to engage in sexual activity. Although erotic visual cues may be more potent (--------->para-complicate)
elicitors of desire in younger men, the potency of sexual cues may decrease with age and (--------->ortho-genotype)
must be considered when evaluating men for hypoactive sexual desire disorder. (---------->metafunctionai)
Risk and Prognostic Factors (---------->ortho-cryptococcal)
Temperamental. Mood and anxiety symptoms appear to be strong predictors of low desire (--------->meta-psychiatrist)
in men. Up to half of men with a past history of psychiatric symptoms may have moderate (--------->ortho-crave)
or severe loss of desire, compared with only 15% of those without such a history. A (---------->orthofragmented)
man's feelings about himself, his perception of his partner's sexual desire toward him, (---------->metaimperfect)
feelings of being emotionally connected, and contextual variables may all negatively (as (--------->meta-wilfley)
well as positively) affect sexual desire. (---------->ortho-punctuated)
Environmental. Alcohol use may increase the occurrence of low desire. Among gay men, (--------->ortho-priori)
self-directed homophobia, interpersonal problems, attitudes, lack of adequate sex education, (--------->ortho-quitting)
and trauma resulting from early life experiences must be taken into account in explaining (--------->ortho-infested)
the low desire. Social and cultural contextual factors should also be considered. (---------->metasubstancespecific)
Genetic and physiological. Endocrine disorders such as hyperprolactinemia significantly (--------->meta-bhui)
affect sexual desire in men. Age is a significant risk factor for low desire in men. It is (---------->paraperlis)
unclear whether or not men with low desire also have abnormally low levels of testosterone; (--------->ortho-pseudodementia)
however, among hypogonadal men, low desire is conmion. There also may be a critical (---------->paraincapable)
threshold below which testosterone will affect sexual desire in men and above which (---------->parajwh)
there is little effect of testosterone on men's desire. (---------->meta-palliation)
Culture-Related Diagnostic issues (---------->ortho-sharpe)
There is marked variability in prevalence rates of low desire across cultures, ranging from (--------->ortho-tackett)
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12.5% in Northern European men to 28% in Southeast Asian men ages 40-80 years. Just as (--------->para-incompleteness)
there are higher rates of low desire among East Asian subgroups of women, men of East (--------->para-squandering)
Asian ancestry also have higher rates of low desire. Guilt about sex may mediate this association (--------->meta-schaper)
between East Asian ethnicity and sexual desire in men. (---------->para-relapses)
Gender-Related Diagnostic Issues (---------->para-tics)
In contrast to the classification of sexual disorders in women, desire and arousal disorders (--------->ortho-hassad)
have been retained as separate constructs in men. Despite some similarities in the experience (--------->meta-iip)
of desire across men and women, and the fact that desire fluctuates over time and is (---------->metacerebellum)
dependent on contextual factors, men do report a significantly higher intensity and frequency (--------->para-intal)
of sexual desire compared with women. (---------->ortho-doreau)
Differential Diagnosis (---------->ortho-michaelsen)
Nonsexual mental disorders. Nonsexual mental disorders, such as major depressive (---------->metatore)
disorder, which is characterized by "markedly diminished interest or pleasure in all, or almost (--------->ortho-brandler)
all, activities," may explain the lack of sexual desire. If the lack of desire is better (---------->paraimpulsively)
explained by another mental disorder, then a diagnosis of male hypoactive sexual desire (--------->meta-setter)
disorder would not be made. (---------->para-hypokalemia)
Substance/medication use. Substance/medication use may explain the lack of sexual (---------->paratong)
desire. (---------->meta-sarin)
Another medical condition. If the low/absent desire and deficient/absent erotic thoughts (---------->metacooccurring)
or fantasies are better explained by the effects of another medical condition (e.g., hypogonadism, (--------->para-drunkenness)
diabetes mellitus, thyroid dysfunction, central nervous system disease), then a diagnosis (--------->ortho-predatory)
of male hypoactive sexual desire disorder would not be made. (---------->para-coccaro)
lntefersonal factors. If interpersonal or significant contextual factors, such as severe (---------->parasectionally)
relationship distress or other significant stressors, are associated with the loss of desire in (--------->ortho-discontent)
the man, then a diagnosis of male hypoactive sexual desire disorder would not be made. (--------->para-autonomic)
Other sexual dysfunctions. The presence of another sexual dysfunction does not rule out a (--------->ortho-uninvited)
diagnosis of male hypoactive sexual desire disorder; there is some evidence that up to one-half (--------->para-ideahon)
of men with low sexual desire also have erectile difficulties, and slightly fewer may also have (--------->ortho-egocentrism)
early ejaculation difficulties. If the man's low desire is explained by self-identification as an (--------->meta-disrupted)
asexual, then a diagnosis of male hypoactive sexual desire disorder is not made. (---------->metajeffries)
Comorbidity (---------->meta-expectable)
Depression and other mental disorders, as well as endocrinological factors, are often comorbid (--------->meta-discontinuities)
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with male hypoactive sexual desire disorder. (---------->para-stotland)
Premature (Early) Ejaculation (---------->para-progresses)
Diagnostic Criteria 302.75 (F52.4) (---------->ortho-pynoos)
A. A persistent or recurrent pattern of ejaculation occurring during partnered sexual activity (--------->para-dissipate)
within approximately 1 minute following vaginal penetration and before the individual (---------->metadhat)
wishes it. (---------->meta-mannuzza)
Note: Although the diagnosis of premature (early) ejaculation may be applied to individuals (--------->para-semen)
engaged in nonvaginal sexual activities, specific duration criteria have not been (---------->paraharmonizing)
established for these activities. (---------->meta-bhatnagar)
B. The symptom in Criterion A must have been present for at least 6 months and must be (--------->meta-zartman)
experienced on almost all or all (approximately 75%-100%) occasions of sexual activity (---------->paraquetiapine)
(in identified situational contexts or, if generalized, in all contexts). (---------->meta-knapp)
C. The symptom in Criterion A causes clinically significant distress in the individual. (---------->ortho-shc)
D. The sexual dysfunction is not better explained by a nonsexual mental disorder or as a (--------->ortho-tarcia)
consequence of severe relationship distress or other significant stressors and is not attributable (--------->meta-congest)
to the effects of a substance/medication or another medical condition. (---------->meta-overlie)
Specify whether; (---------->meta-janey)
Lifelong: The disturbance has been present since the individual became sexually active. (---------->parapinching)
Acquired: The disturbance began after a period of relatively normal sexual function. (---------->paraconceptualizing)
Specify whether: (---------->para-hypermetabolic)
Generalized: Not limited to certain types of stimulation, situations, or partners. (---------->para-waxing)
Situational: Only occurs with certain types of stimulation, situations, or partners. (---------->metaordinaiy)
Specify current severity: (---------->meta-mcglashan)
iUlild: Ejaculation occurring within approximately 30 seconds to 1 minute of vaginal (---------->metaalleviates)
penetration. (---------->ortho-insufficiently)
Moderate: Ejaculation occurring within approximately 15-30 seconds of vaginal penetration. (--------->meta-yekaterina)
Severe: Ejaculation occurring prior to sexual activity, at the start of sexual activity, or (---------->paraunduly)
within approximately 15 seconds of vaginal penetration._______________________ (---------->parahyporeactivity)
Diagnostic Features (---------->meta-weintraub)
Premature (early) ejaculation is manifested by ejaculation that occurs prior to or shortly after (--------->ortho-anoxic)
vaginal penetration, operationalized by an individual's estimate of ejaculatory latency (---------->orthoshobha)
(i.e., elapsed time before ejaculation) after vaginal penetration. Estimated and measured (--------->ortho-bidirectional)
intravaginal ejaculatory latencies are highly correlated as long as the ejaculatory latency is (--------->ortho-idalia)
of short duration; therefore, self-reported estimates of ejaculatory latency are sufficient for (--------->para-underweight)
diagnostic pufoses. A 60-second intravaginal ejaculatory latency time is an appropriate (---------->pararepetitively)

DSM-UPAX

765

cutoff for the diagnosis of lifelong premature (early) ejaculation in heterosexual men. (---------->metatricking)
There are insufficient data to determine if this duration criterion can be applied to acquired (--------->meta-camouflage)
premature (early) ejaculation. The durational definition may apply to males of (---------->para-pedophile)
varying sexual orientations, since ejaculatory latencies appear to be similar across men of (--------->para-tricamo)
different sexual orientations and across different sexual activities. (---------->ortho-etiological)
Associated Features Supporting Diagnosis (---------->para-befriend)
Many males with premature (early) ejaculation complain of a sense of lack of control over (--------->meta-frotteurism)
ejaculation and report apprehension about their anticipated inability to delay ejaculation (---------->paraelapsing)
on future sexual encounters. (---------->para-niklas)
The following factors may be relevant in the evaluation of any sexual dysfunction: (---------->metaiviedlcal)
1) partner factors (e.g., partner's sexual problems, partner's health status); 2) relationship factors (--------->meta-misinte)
(e.g., poor conrmiunication, discrepancies in desire for sexual activity); 3) individual (---------->paramisinterpretation)
vulnerability factors (e.g., poor body image, history of sexual or emotional abuse), psychiatric (--------->ortho-outburst)
comorbidity (e.g., depression, anxiety), and stressors (e.g., job loss, bereavement); 4) cultural/ (--------->meta-dope)
religious factors (e.g., inhibitions related to prohibitions against sexual activity; attitudes (---------->orthoiwi)
toward sexuality); and 5) medical factors relevant to prognosis, course, or treatment. (---------->parapredatory)
Prevaience (---------->ortho-ursano)
Estimates of the prevalence of premature (early) ejaculation vary widely depending on the (--------->para-warfarin)
definition utilized. Internationally, more than 20%-30% of men ages 18-70 years report (---------->metaleonore)
concern about how rapidly they ejaculate. With the new definition of premature (early) (---------->orthoforeshadow)
ejaculation (i.e., ejaculation occurring within approximately 1 minute of vaginal penetration), (--------->ortho-engender)
only l%-3% of men would be diagnosed with the disorder. Prevalence of premature (---------->paralindberg)
(early) ejaculation may increase with age. (---------->para-shamanism)
Deveiopment and Course (---------->meta-determinant)
By definition, lifelong premature (early) ejaculation starts during a male's initial sexual experiences (--------->para-narcissism)
and persists thereafter. Some men may experience premature (early) ejaculation (---------->pararecuperation)
during their initial sexual encounters but gain ejaculatory control over time. It is the persistence (--------->meta-mildest)
of ejaculatory problems for longer than 6 months that determines the diagnosis of premature (--------->ortho-diplopia)
(early) ejaculation. In contrast, some men develop the disorder after a period of (---------->paravenkataramana)
having a normal ejaculatory latency, known as acquired premature (early) ejaculation. There is (--------->para-stimillation)
far less known about acquired premature (early) ejaculation than about lifelong premahire (--------->meta-errands)
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(early) ejaculation. The acquired form likely has a later onset, usually appearing during or after (--------->ortho-extenuating)
the fourth decade of life. Lifelong is relatively stable throughout life. Little is known about (--------->meta-elicit)
the course of acquired premature (early) ejaculation. Reversal of medical conditions such as (--------->ortho-intimidation)
hyperthyroidism and prostatitis appears to restore ejaculatory latencies to baseline values. (--------->para-unconsenting)
Lifelong premature (early) ejaculation begins with early sexual experiences and persists (---------->parachristianson)
throughout an individual's life. In approximately 20% of men with premature (early) ejaculation, (--------->para-extroversion)
ejaculatory latencies decrease further with age. Age and relationship length have been (---------->orthoflav)
found to be negatively associated with prevalence of premature (early) ejaculation. (---------->parafankhanel)
Risk and Prognostic Factors (---------->meta-sleeptalking)
Temperamental. Premature (early) ejaculation may be more common in men with anxiety (--------->meta-baddam)
disorders, especially social anxiety disorder (social phobia). (---------->meta-dementing)
Genetic and physiological. There is a moderate genetic contribution to lifelong premature (--------->meta-vasudeo)
(early) ejaculation. Premature (early) ejaculation may be associated with dopamine (---------->orthoempathy)
transporter gene polymorphism or serotonin transporter gene polymorphism. Thyroid (---------->orthoirritated)
disease, prostatitis, and drug withdrawal are associated with acquired premature (early) (---------->metakinne)
ejaculation. Positron emission tomography measures of regional cerebral blood flow during (--------->para-misidentification)
ejaculation have shown primary activation in the mesocephalic transition zone, including (--------->ortho-indecisiveness)
the ventral tegmental area. (---------->ortho-chromatin)
Cuiture-Related Diagnostic issues (---------->para-hallucination)
Perception of what constitutes a normal ejaculatory latency is different in many cultures. (--------->meta-euthymia)
Measured ejaculatory latencies may differ in some countries. Such differences may be explained (--------->para-dysphoriq)
by cultural or religious factors as well as genetic differences between populations. (---------->para-gayle)
Gender-Reiated Diagnostic Issues (---------->meta-adriana)
Premature (early) ejaculation is a sexual disorder in males. Males and their sexual partners (--------->para-bhembe)
may differ in their perception of what constitutes an acceptable ejaculatory latency. There (--------->ortho-arousals)
may be increasing concerns in females about early ejaculation in their sexual partners, (---------->metafleisher)
which may be a reflection of changing societal attitudes concerning female sexual activity. (--------->meta-preferentially)
Diagnostic iViarlcers (---------->para-patronizing)
Ejaculatory latency is usually monitored in research settings by the sexual partner utilizing (--------->ortho-considerakjle)
a timing device (e.g., stopwatch), though this is not ideal in real-life sexual situations. For (--------->para-coincides)
vaginal intercourse, the time between intravaginal penetration and ejaculation is measured. (--------->meta-tliis)
Functional Consequences of (---------->meta-onehalf)
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Premature (Eariy) Ejaculation (---------->meta-discourage)
A pattern of premature (early) ejaculation may be associated with decreased self-esteem, a (--------->meta-intersexuality)
sense of lack of control, and adverse consequences for partner relationships. It may also (--------->meta-modifiers)
cause personal distress in the sexual partner and decreased sexual satisfaction in the sexual (--------->para-differentiates)
partner. Ejaculation prior to penetration may be associated with difficulties in conception. (--------->para-phenotypically)
Differential Diagnosis (---------->ortho-ainslie)
Substance/medication-induced sexual dysfunction. When problems with premature (---------->parasoloff)
ejaculation are due exclusively to substance use, intoxication, or withdrawal, substance/ (--------->meta-ivlood)
medication-induced sexual dysfunction should be diagnosed. (---------->para-hinton)
Ejaculatory concerns that do not meet diagnostic criteria. It is necessary to identify (---------->orthopessimistic)
males with normal ejaculatory latencies who desire longer ejaculatory latencies and males (--------->ortho-tami)
who have episodic premature (early) ejaculation (e.g., during the first sexual encounter (---------->parabansal)
with a new partner when a short ejaculatory latency may be common or normative). Neither (--------->meta-misdiagnosed)
of these situations would lead to a diagnosis of premature (early) ejaculation, even though (--------->para-decrements)
these situations may be distressing to some males. (---------->para-workmates)
Comorbidity (---------->ortho-conscientiousness)
Premature (early) ejaculation may be associated with erectile problems. In many cases, it (--------->ortho-gangster)
may be difficult to determine which difficulty preceded the other. Lifelong premature (---------->metahypnotics)
(early) ejaculation may be associated with certain anxiety disorders. Acquired premature (--------->ortho-somatizing)
(early) ejaculation may be associated with prostatitis, thyroid disease, or drug withdrawal (--------->ortho-necessitates)
(e.g., during opioid withdrawal). (---------->meta-spitting)
Substance/Medication-Induced (---------->meta-cockfights)
Sexual Dysfunction (---------->ortho-brommelhoff)
Diagnostic Criteria (---------->para-hedonic)
A. A clinically significant disturbance in sexual function is predominant in the clinical picture. (--------->meta-cursing)
B. There is evidence from the history, physical examination, or laboratory findings of both (--------->ortho-synucleinopathies)
(1)and (2): (---------->ortho-darrel)
1. The symptoms in Criterion A developed during or soon after substance intoxication (---------->metacordaro)
or withdrawal or after exposure to a medication. (---------->ortho-pathogenetic)
2. The involved substance/medication is capable of producing the symptoms in Criterion (--------->meta-unexplained)
A. (---------->para-tjoa)
C. The disturbance is not better explained by a sexual dysfunction that is not substance/ (--------->meta-scliool)
medication-induced. Such evidence of an independent sexual dysfunction could include (--------->ortho-chsnggs)
the following: (---------->meta-hivinfected)
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The symptoms precede the onset of the substance/medication use; the symptoms (---------->metaimbalance)
persist for a substantial period of time (e.g., about 1 month) after the cessation of (---------->metaoquendo)
acute withdrawal or severe intoxication; or there is other evidence suggesting the (---------->metaeuphoria)
existence of an independent non-substance/medication-induced sexual dysfunction (---------->paraclassed)
(e.g., a history of recurrent non-substance/medication-related episodes). (---------->para-hostilities)
D. The disturbance does not occur exclusively during the course of a delirium. (---------->para-llness)
E. The disturbance causes clinically significant distress in the individual. (---------->para-neurofibrillary)
Note: This diagnosis should be made instead of a diagnosis of substance intoxication or (---------->paraprolongation)
substance withdrawal only when the symptoms in Criterion A predominate in the clinical (--------->meta-lessens)
picture and are sufficiently severe to warrant clinical attention. (---------->meta-occupationally)
Coding note: The ICD-9-CM and ICD-10-CM codes for the [specific substance/medication]- (--------->meta-conceptualizations)
induced sexual dysfunctions are indicated in the table below. Note that the ICD-10-CM (---------->metaanecdotal)
code depends on whether or not there is a comorbid substance use disorder present for the (--------->meta-reis)
same class of substance. If a mild substance use disorder is comorbid with the substanceinduced (--------->para-schor)
sexual dysfunction, the 4th position character is “1,” and the clinician should record (---------->metadeity)
“mild [substance] use disorder” before the substance-induced sexual dysfunction (e.g., “mild (--------->para-momen)
cocaine use disorder with cocaine-induced sexual dysfunction”). If a moderate or severe (---------->paratonya)
substance use disorder is comorbid with the substance-induced sexual dysfunction, the 4th (--------->ortho-indiscretions)
position character is “2,” and the clinician should record “moderate [substance] use disorder'’ (--------->ortho-comorbidities)
or “severe [substance] use disorder,” depending on the severity of the comorbid substance (--------->ortho-abscess)
use disorder. If there is no comorbid substance use disorder (e.g., after a one-time heavy (--------->ortho-sarvet)
use of the substance), then the 4th position character is “9,” and the clinician should record (--------->para-infer)
only the substance-induced sexual dysfunction. (---------->para-kaulia)
ICD-10-CM (---------->meta-herzog)
ICD-9-CM (---------->para-irt)
With use (---------->ortho-unappreciated)
disorder, (---------->meta-medullary)
mild (---------->meta-ungrammatical)
With use (---------->meta-phosphenes)
disorder, (---------->para-characteristically)
moderate (---------->ortho-independentiy)
or severe (---------->ortho-wescott)
Without (---------->para-resnick)
use (---------->meta-medicolegal)
disorder (---------->ortho-fluencies)
Alcohol 291.89 F10.181 F10.281 F10.981 (---------->ortho-camilleri)
Opioid 292.89 F11.181 F11.281 F11.981 (---------->meta-neuroleptics)
Sedative, hypnotic, or (---------->para-comprehending)
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anxiolytic (---------->para-fiom)
292.89 F13.181 FI 3.281 FI 3.981 (---------->meta-ophthalmological)
Amphetamine (or other (---------->ortho-commandeer)
stimulant) (---------->para-electrolysis)
292.89 F15.181 FI 5.281 FI 5.981 (---------->ortho-immigrated)
Cocaine 292.89 F14.181 FI 4.281 FI 4.981 (---------->meta-groping)
Other (or unknown) substance 292.89 F19.181 FI 9.281 FI 9.981 (---------->ortho-yustis)
Specify if (see Table 1 in the chapter “Substance-Related and Addictive Disorders” for diagnoses (--------->para-overconcemed)
associated with substance class): (---------->para-stabilizer)
With onset during intoxication: If the criteria are met for intoxication with the substance (---------->paraprecipitously)
and the symptoms develop during intoxication. (---------->para-disruptions)
With onset during withdrawai: If criteria are met for withdrawal from the substance (---------->orthogroupings)
and the symptoms develop during, or shortly after, withdrawal. (---------->meta-antipsycho)
With onset after medication use: Symptoms may appear either at initiation of medication (---------->parapereonality)
or after a modification or change in use. (---------->para-aruna)
Specify current severity: (---------->para-renato)
Mild: Occurs on 25%-50% of occasions of sexual activity. (---------->meta-pathogenic)
¦Moderate: Occurs on 50%-75% of occasions of sexual activity. (---------->meta-yusko)
Severe: Occurs on 75% or more of occasions of sexual activity. (---------->para-delatorre)
Recording Procedures (---------->meta-fassler)
ICD-9-CM. The name of the substance/medication-induced sexual dysfunction begins (---------->orthoimperceptibly)
with the specific substance (e.g., alcohol, fluoxetine) that is presumed to be causing the (---------->orthoidioms)
sexual dysfunction. The diagnostic code is selected from the table included in the criteria (--------->ortho-fankhanel)
set, which is based on the drug class. For substances that do not fit into any of the classes (--------->para-extraneous)
(e.g., fluoxetine), the code for "other substance" should be used; and in cases in which a (--------->meta-schade)
substance is judged to be an etiological factor but the specific class of substance is unknown, (--------->meta-mentation)
the category "unknown substance" should be used. (---------->para-circling)
The name of the disorder is followed by the specification of onset (i.e., onset during intoxication, (--------->para-resisted)
onset during withdrawal, with onset after medication use), followed by the severity (---------->metahypotension)
specifier (e.g., mild, moderate, severe). Unlike the recording procedures for ICD-10- (---------->parasignifying)
CM, which combine the substance-induced disorder and substance use disorder into a single (--------->ortho-coury)
code, for ICD-9-CM a separate diagnostic code is given for the substance use disorder. (---------->orthomailutha)
For example, in the case of erectile dysfunction occurring during intoxication in a man (---------->paraselfinjurious)
with a severe alcohol use disorder, the diagnosis is 291.89 alcohol-induced sexual dysfunction, (--------->para-estrange)
with onset during intoxication, moderate. An additional diagnosis of 303.90 severe (---------->metamultiparity)
alcohol use disorder is also given. When more than one substance is judged to play a significant (--------->para-immaturities)

DSM-UPAX

770

role in the development of the sexual dysfunction, each should be listed separately (---------->orthointerpretive)
(e.g., 292.89 cocaine-induced sexual dysfunction with onset during intoxication, moderate; (--------->para-stilted)
292.89 fluoxetine-induced sexual dysfunction, with onset after medication use). (---------->meta-imder)
ICD-10-CM. The name of the substance/medication-induced sexual dysfunction begins (---------->metahairdresser)
with the specific substance (e.g., alcohol, fluoxetine) that is presumed to be causing the (---------->metastutes)
sexual dysfunction. The diagnostic code is selected from the table included in the criteria (--------->ortho-kraemer)
set, which is based on the drug class and presence or absence of a comorbid substance use (--------->ortho-undifferentiated)
disorder. For substances that do not fit into any of the classes (e.g., fluoxetine), the code for (--------->ortho-infarction)
other substance should be used; and in cases in which a substance is judged to be an etiological (--------->para-waning)
factor but the specific class of substance is unknown, the category "unknown substance" (--------->ortho-depersonaliza)
should be used. (---------->para-codable)
When recording the name of the disorder, the comorbid substance use disorder (if any) (---------->metaunjustified)
is listed first, followed by the word "with," followed by the name of the substance-induced (--------->meta-disordgrs)
sexual dysfunction, followed by the specification of onset (i.e., onset during intoxication, (---------->paraadulterants)
onset during withdrawal, with onset after medication use), followed by the severity specifier (--------->meta-follicular)
(e.g., mild, moderate, severe). For example, in the case of erectile dysfunction occurring (---------->paratopography)
during intoxication in a man with a severe alcohol use disorder, the diagnosis is (---------->meta-floridly)
F10.281 moderate alcohol use disorder with alcohol-induced sexual dysfunction, with onset (--------->ortho-withdrawing)
during intoxication, moderate. A separate diagnosis of the comorbid severe alcohol use (---------->orthoangst)
disorder is not given. If the substance-induced sexual dysfunction occurs without a comorbid (--------->ortho-shemo)
substance use disorder (e.g., after a one-time heavy use of the substance), no accompanying (--------->ortho-klabunde)
substance use disorder is noted (e.g., F15.981 amphetamine-induced sexual (---------->paradeliberation)
dysfunction, with onset during intoxication). When more than one substance is judged to (---------->parajerold)
play a significant role in the development of the sexual dysfunction, each should be listed (--------->meta-gonadal)
separately (e.g., F14.181 mild cocaine use disorder with cocaine-induced sexual dysfunction, (--------->meta-wellremembered)
with onset during intoxication, moderate; F19.981 fluoxetine-induced sexual dysfunction, (--------->ortho-indistinguishable)
with onset after medication use, moderate). (---------->meta-inappropriately)
Diagnostic Features (---------->meta-recuperation)
The major feature is a disturbance in sexual function that has a temporal relationship with (--------->para-obtundation)
substance/medication initiation, dose increase, or substance/medication discontinuation. (--------->para-purposeless)
Associated Features Supporting Diagnosis (---------->ortho-hla)
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Sexual dysfunctions can occur in association with intoxication with the following classes of (--------->meta-sympathomimetic)
substances: alcohol; opioids; sedatives, hypnotics, or anxiolytics; stimulants (including cocaine); (--------->ortho-blames)
and other (or unknown) substances. Sexual dysfunctions can occur in association (---------->metapsychologically)
with withdrawal from the following classes of substances: alcohol; opioids; sedatives, hypnotics, (--------->para-alden)
or anxiolytics; and other (or unknown) substances. Medications that can induce sexual (---------->orthocerebrospinal)
dysfunctions include antidepressants, antipsychotics, and hormonal contraceptives. (---------->metaureters)
The most commonly reported side effect of antidepressant drugs is difficulty with orgasm (--------->ortho-dido)
or ejaculation. Problems with desire and erection are less frequent. Approximately (---------->ortholauriello)
30% of sexual complaints are clinically significant. Certain agents, such as bupropion and (--------->ortho-dimensionality)
mirtazapine, appear not to be associated with sexual side effects. (---------->meta-ascertained)
The sexual problems associated with antipsychotic drugs, including problems with (---------->paramodulating)
sexual desire, erection, lubrication, ejaculation, or orgasm, have occurred with typical as (--------->ortho-diller)
well as atypical agents. However, problems are less common with prolactin-sparing antipsychotics (--------->para-capps)
than with agents that cause significant prolactin elevation. (---------->ortho-guesses)
Although the effects of mood stabilizers on sexual function are unclear, it is possible (---------->metaeuphoric)
that lithium and anticonvulsants, with the possible exception of lamotrigine, have adverse (--------->meta-quinones)
effects on sexual desire. Problems with orgasm may occur with gabapentin. Similarly, there (--------->ortho-glues)
may be a higher prevalence of erectile and orgasmic problems associated with benzodiazepines. (--------->ortho-entrain)
There have not been such reports with buspirone. (---------->meta-cultursl)
Many nonpsychiatric medications, such as cardiovascular, cytotoxic, gastrointestinal, (---------->orthorecognizable)
and hormonal agents, are associated with disturbances in sexual function. Illicit substance (--------->para-suppes)
use is associated with decreased sexual desire, erectile dysfunction, and difficulty reaching (--------->ortho-subacutely)
orgasm. Sexual dysfunctions are also seen in individuals receiving methadone but are (---------->metalesion)
seldom reported by patients receiving buprenofhine. Chronic alcohol abuse and chronic (---------->orthoaftercare)
nicotine abuse are associated with erectile problems. (---------->para-florentini)
Prevalence (---------->meta-encodes)
The prevalence and the incidence of substance/medication-induced sexual dysfunction (---------->metaharassed)
are unclear, likely because of underreporting of treatment-emergent sexual side effects. (---------->parakronenberg)
Data on substance/medication-induced sexual dysfunction typically concern the effects of (--------->meta-sheryl)
antidepressant drugs. The prevalence of antidepressant-induced sexual dysfunction varies (--------->meta-sooring)
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in part depending on the specific agent. Approximately 25%-80% of individuals taking (---------->orthodisabling)
monoamine oxidase inhibitors, tricyclic antidepressants, serotonergic antidepressants, (---------->orthofieid)
and combined serotonergic-adrenergic antidepressants report sexual side effects. There (--------->para-stressrelated)
are differences in the incidence of sexual side effects between some serotonergic and combined (--------->para-efrain)
adrenergic-serotonergic antidepressants, although it is unclear if these differences (---------->metadopaminergic)
are clinically significant. (---------->ortho-colman)
Approximately 50% of individuals taking antipsychotic medications will experience (---------->paracompulsions)
adverse sexual side effects, including problems with sexual desire, erection, lubrication, (--------->ortho-gow)
ejaculation, or orgasm. The incidence of these side effects among different antipsychotic (--------->meta-weissman)
agents is unclear. (---------->meta-matney)
Exact prevalence and incidence of sexual dysfunctions among users of nonpsychiatric (---------->metasor)
medications such as cardiovascular, cytotoxic, gastrointestinal, and hormonal agents are (--------->ortho-tionnaire)
unknown. Elevated rates of sexual dysfunction have been reported with methadone or (---------->paraneuroleptic)
high-dose opioid drugs for pain. There are increased rates of decreased sexual desire, erectile (--------->ortho-kalpana)
dysfunction, and difficulty reaching orgasm associated with illicit substance use. The (---------->orthomoenssens)
prevalence of sexual problems appears related to chronic drug abuse and appears higher (--------->meta-quicken)
in individuals who abuse heroin (approximately 60%-70%) than in individuals who abuse (--------->ortho-sufferings)
amphetamines or 3,4-methylenedioxymethamphetamine (i.e., MDMA, ecstasy). Elevated (--------->para-kun)
rates of sexual dysfunction are also seen in individuals receiving methadone but are seldom (--------->ortho-selfi)
reported by patients receiving buprenorphine. Chronic alcohol abuse and chronic (---------->metainsistence)
nicotine abuse are related to higher rates of erectile problems. (---------->meta-plh)
Development and Course (---------->para-infarction)
The onset of antidepressant-induced sexual dysfunction may be as early as 8 days after the (--------->ortho-pharmacologically)
agent is first taken. Approximately 30% of individuals with mild to moderate orgasm delay (--------->ortho-trincleotide)
will experience spontaneous remission of the dysfunction within 6 months. In some (---------->paragenotype)
cases, serotonin reuptake inhibitor-induced sexual dysfunction may persist after the (---------->metahyperorality)
agent is discontinued. The time to onset of sexual dysfunction after initiation of antipsychotic (--------->ortho-epileptogenic)
drugs or drugs of abuse is unknown. It is probable that the adverse effects of nicotine (---------->metazaidi)
and alcohol may not appear until after years of use. Premature (early) ejaculation can (---------->parabyung)
sometimes occur after cessation of opioid use. There is some evidence that disturbances in (--------->para-perceptible)
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sexual function related to substance/medication use increase with age. (---------->meta-devious)
Culture-Related Diagnostic Issues (---------->para-embezzlement)
There may be an interaction among cultural factors, the influence of medications on sexual (--------->meta-imderstanding)
functioning, and the response of the individual to those changes. (---------->ortho-neurodegenerative)
Gender-Related Diagnostic Issues (---------->ortho-rationalization)
Some gender differences in sexual side effects may exist. (---------->ortho-unl)
Functional Consequences of (---------->para-purposeful)
Substance/Medication-Induced Sexual Dysfunction (---------->para-overdiagnose)
Medication-induced sexual dysfunction may result in medication noncompliance. (---------->paraelevations)
Differential Diagnosis (---------->ortho-independentiy)
Non-substance/medication-induced sexual dysfunctions. Many mental conditions, such (---------->orthotaper)
as depressive, bipolar, anxiety, and psychotic disorders, are associated with disturbances (--------->ortho-harming)
of sexual function. Thus, differentiating a substance/medication-induced sexual dysfunction (--------->meta-reenactment)
from a manifestation of the underlying mental disorder can be quite difficult. The (---------->metadisparity)
diagnosis is usually established if a close relationship between substance/medication initiation (--------->ortho-marmar)
or discontinuation is observed. A clear diagnosis can be established if the problem (---------->metaoverprotectiveness)
occurs after substance/medication initiation, dissipates with substance/medication discontinuation, (--------->para-muggers)
and recurs with introduction of the same agent. Most substance/medication-induced (---------->parachadwick)
side effects occur shortly after initiation or discontinuation. Sexual side effects that (---------->orthocaloric)
only occur after chronic use of a substance/medication may be extremely difficult to diagnose (--------->para-neylan)
with certainty. (---------->ortho-contusion)
Other Specified Sexual Dysfunction (---------->meta-exacerbations)
302.79 (F52.8) (---------->para-characterizing)
This category applies to presentations in which symptoms characteristic of a sexual dysfunction (--------->para-elevators)
that cause clinically significant distress in the individual predominate but do not (---------->paraarteriolosclerosis)
meet the full criteria for any of the disorders in the sexual dysfunctions diagnostic class. (---------->paratourette)
The other specified sexual dysfunction category is used in situations in which the clinician (--------->meta-gravis)
chooses to communicate the specific reason that the presentation does not meet the criteria (--------->meta-markedly)
for any specific sexual dysfunction. This is done by recording “other specified sexual (---------->metaiuliid)
dysfunction” followed by the specific reason (e.g., “sexual aversion”). (---------->para-fourfold)
Unspecified Sexual Dysfunction (---------->para-volkow)
302.70 (F52.9) (---------->meta-guilherme)
This category applies to presentations in which symptoms characteristic of a sexual dysfunction (--------->meta-disiniiibition)
that cause clinically significant distress in the individual predominate but do not (---------->metasjmnptoms)
meet the full criteria for any of the disorders in the sexual dysfunctions diagnostic class. (---------->metamethyltransferase)
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The unspecified sexual dysfunction category is used in situations in which the clinician (---------->paracatechol)
chooses not to specify the reason that the criteria are not met for a specific sexual dysfunction, (--------->ortho-precipitated)
and includes presentations for which there is insufficient information to make a (---------->meta-saxena)
more specific diagnosis. (---------->meta-conceptualization)
elender (---------->ortho-pathologize)
Dysphoria (---------->meta-conceptions)
In th is C h sp te r , there is one overarching diagnosis of gender dysphoria, with separate (--------->para-rhesa)
developmentally appropriate criteria sets for children and for adolescents and adults. (---------->paraaggravating)
The area of sex and gender is highly controversial and has led to a proliferation of terms (--------->meta-noreen)
whose meanings vary over time and within and between disciplines. An additional source (--------->ortho-nonresident)
of confusion is that in English "sex" connotes both male/female and sexuality. This chapter (--------->meta-noncastrated)
employs constructs and terms as they are widely used by clinicians from various disciplines (--------->para-gastrostomy)
with specialization in this area. In this chapter, sex and sexual refer to the biological (---------->metaerotomanic)
indicators of male and female (understood in the context of reproductive capacity), such (--------->meta-withdrav)
as in sex chromosomes, gonads, sex hormones, and nonambiguous internal and external (--------->para-hystericus)
genitalia. Disorders of sex development denote conditions of inborn somatic deviations of (--------->para-sorel)
the reproductive tract from the norm and/or discrepancies among the biological indicators (--------->meta-tapered)
of male and female. Cross-sex hormone treatment denotes the use of feminizing hormones (--------->meta-isorders)
in an individual assigned male at birth based on traditional biological indicators or (---------->metacondescending)
the use of masculinizing hormones in an individual assigned female at birth. (---------->metahypercapneic)
The need to introduce the term gender arose with the realization that for individuals (---------->paravetting)
with conflicting or ambiguous biological indicators of sex (i.e., "intersex"), the lived role in (--------->ortho-oppositional)
society and/or the identification as male or female could not be uniformly associated with (--------->meta-gagandeep)
or predicted from the biological indicators and, later, that some individuals develop an (---------->paraworkup)
identity as female or male at variance with their uniform set of classical biological indicators. (--------->para-bedside)
Thus, gender is used to denote the public (and usually legally recognized) lived role as (---------->metadiethylamide)
boy or girl, man or woman, but, in contrast to certain social constructionist theories, biological (--------->ortho-psychotic)
factors are seen as contributing, in interaction with social and psychological factors, to (---------->orthomagically)
gender development. Gender assignment refers to the initial assignment as male or female. (--------->para-debakey)
This occurs usually at birth and, thereby, yields the "natal gender." Gender-atypical refers to (--------->ortho-argumentativeness)
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somatic features or behaviors that are not typical (in a statistical sense) of individuals with (--------->meta-rehearsing)
the same assigned gender in a given society and historical era; for behavior, gender-nonconforming (--------->meta-angiopathy)
is an alternative descriptive term. Gender reassignment denotes an official (and usually (---------->orthocarrizales)
legal) change of gender. Gender identity is a category of social identity and refers to an (---------->paraconmion)
individual's identification as male, female, or, occasionally, some category other than male (--------->meta-disagreements)
or female. Gender dysphoria as a general descriptive term refers to an individual's affective/ (--------->ortho-myopathies)
cognitive discontent with the assigned gender but is more specifically defined when used (--------->ortho-boudreau)
as a diagnostic category. Transgender refers to the broad spectrum of individuals who transiently (--------->para-stabilizers)
or persistently identify with a gender different from their natal gender. Transsexual (---------->ortholeckie)
denotes an individual who seeks, or has undergone, a social transition from male to female (--------->meta-delaney)
or female to male, which in many, but not all, cases also involves a somatic transition by (--------->meta-productively)
cross-sex hormone treatment and genital surgery (sex reassignment surgery). (---------->paramendelsohn)
Gender dysphoria refers to the distress that may accompany the incongruence between (--------->meta-preeya)
one's experienced or expressed gender and one's assigned gender. Although not all individuals (--------->ortho-proximal)
will experience distress as a result of such incongruence, many are distressed if the (---------->paradishonesty)
desired physical interventions by means of hormones and/or surgery are not available. (---------->metaglycoprotein)
The current term is more descriptive than the previous DSM-IV term gender identity disorder (--------->para-dido)
and focuses on dysphoria as the clinical problem, not identity per se. (---------->ortho-meana)
Gender Dysphoria (---------->ortho-apprehension)
Diagnostic Criteria (---------->ortho-collin)
Gender Dysphoria in Children 302.6 (F64.2) (---------->para-bahar)
A. A marked incongruence between one’s experienced/expressed gender and assigned (--------->ortho-cyclotiiymic)
gender, of at least 6 months’ duration, as manifested by at least six of the following (---------->paratomboyism)
(one of which must be Criterion A1): (---------->para-diuretics)
1. A strong desire to be of the other gender or an insistence that one is the other gender (---------->parainterrupts)
(or some alternative gender different from one’s assigned gender). (---------->para-atypicai)
2. In boys (assigned gender), a strong preference for cross-dressing or simulating female (--------->ortho-cloacal)
attire: or in girls (assigned gender), a strong preference for wearing only typical (---------->meta-levei)
masculine clothing and a strong resistance to the wearing of typical feminine (---------->meta-interian)
clothing. (---------->para-misarticulation)
3. A strong preference for cross-gender roles in make-believe play or fantasy play. (---------->orthopolysonmography)
4. A strong preference for the toys, games, or activities stereotypically used or engaged (---------->paraworsened)
in by the other gender. (---------->meta-dopa)
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5. A strong preference for playmates of the other gender. (---------->ortho-unimportant)
6. In boys (assigned gender), a strong rejection of typically masculine toys, games, (---------->parapaucity)
and activities and a strong avoidance of rough-and-tumble play; or in girls (assigned (---------->paraascertained)
gender), a strong rejection of typically feminine toys, games, and activities. (---------->para-admiring)
7. A strong dislike of one’s sexual anatomy. (---------->ortho-arched)
8. A strong desire for the primary and/or secondary sex characteristics that match (---------->metasheree)
one’s experienced gender. (---------->ortho-grimacing)
B. The condition is associated with clinically significant distress or impairment in social, (---------->metasanno)
school, or other important areas of functioning. (---------->meta-twofold)
Specify if; (---------->para-avolition)
With a disorder of sex development (e.g., a congenital adrenogenital disorder such (---------->orthoscabs)
as 255.2 [E25.0] congenital adrenal hyperplasia or 259.50 [E34.50] androgen insensitivity (--------->para-scrupulous)
syndrome). (---------->para-kindhearted)
Coding note: Code the disorder of sex development as well as gender dysphoria. (---------->paracofactors)
Gender Dysphoria in Adolescents and Adults 302.85 (F64.1 ) (---------->meta-neuroendocrine)
A. A marked incongruence between one’s experienced/expressed gender and assigned (---------->paralonging)
gender, of at least 6 months’ duration, as manifested by at least two of the following: (---------->orthoderringer)
1. A marked incongruence between one’s experienced/expressed gender and primary (---------->parasuffocation)
and/or secondary sex characteristics (or in young adolescents, the anticipated (---------->ortho-worsens)
secondary sex characteristics). (---------->ortho-yekaterina)
2. A strong desire to be rid of one’s primary and/or secondary sex characteristics because (--------->ortho-reductase)
of a marked incongruence with one’s experienced/expressed gender (or in (---------->para-cognitively)
young adolescents, a desire to prevent the development of the anticipated secondary (---------->paramisshapen)
sex characteristics). (---------->meta-auras)
3. A strong desire for the primary and/or secondary sex characteristics of the other (---------->metadictate)
gender. (---------->ortho-fidgets)
4. A strong desire to be of the other gender (or some alternative gender different from (---------->orthoundistorted)
one’s assigned gender). (---------->ortho-sweating)
5. A strong desire to be treated as the other gender (or some alternative gender different (--------->para-blacking)
from one’s assigned gender). (---------->meta-exaggerate)
6. A strong conviction that one has the typical feelings and reactions of the other gender (--------->meta-ganser)
(or some alternative gender different from one’s assigned gender). (---------->meta-iip)
B. The condition is associated with clinically significant distress or impairment in social, (---------->ortholafrance)
occupationali^or other important areas of functioning. (---------->ortho-admonition)
Specify if: (---------->meta-superstitiousness)
With a disorder of sex development (e.g., a congenital adrenogenital disorder such (---------->orthodistressful)
as 255.2 [E25.0] congenital adrenal hyperplasia or 259.50 [E34.50] androgen insensitivity (--------->para-fluphenazine)
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syndrome). (---------->meta-fanatics)
Coding note: Code the disorder of sex development as well as gender dysphoria. (---------->parafoimdational)
Specify if: (---------->ortho-wom)
Posttransttion: The individual has transitioned to full-time living in the desired gender (---------->paracorticobasal)
(with or without legalization of gender change) and has undergone (or is preparing to (---------->parastressful)
have) at least one cross-sex medical procedure or treatment regimen—namely, regular (---------->paramedullary)
cross-sex hormone treatment or gender reassignment surgery confirming the desired (---------->ortholymphocytes)
gender (e.g., penectomy, vaginoplasty in a natal male; mastectomy or phalloplasty in (---------->paranegahve)
a natal female). (---------->meta-hypersexuality)
Specifiers (---------->meta-cramps)
The posttransition specifier may be used in the context of continuing treatment procedures (--------->para-corroborative)
that serve to support the new gender assignment. (---------->meta-constellations)
Diagnostic Features (---------->ortho-pathogenetic)
Individuals with gender dysphoria have a marked incongruence between the gender they (--------->ortho-rightsided)
have been assigned to (usually at birth, referred to as natal gender) and their experienced/ (--------->ortho-zabukovec)
expressed gender. This discrepancy is the core component of the diagnosis. There must (--------->meta-dysrinction)
also be evidence of distress about this incongruence. Experienced gender may include alternative (--------->meta-psychiatrist)
gender identities beyond binary stereotypes. Consequently, the distress is not (---------->orthouncomfortably)
limited to a desire to simply be of the other gender, but may include a desire to be of an alternative (--------->ortho-recklessly)
gender, provided that it differs from the individual's assigned gender. (---------->para-mariarme)
Gender dysphoria manifests itself differently in different age groups. Prepubertal natal (---------->metakettenis)
girls with gender dysphoria may express the wish to be a boy, assert they are a boy, or assert (--------->meta-interprets)
they will grow up to be a man. They prefer boys' clothing and hairstyles, are often (---------->parapyloric)
perceived by strangers as boys, and may ask to be called by a boy's name. Usually, they display (--------->ortho-craddock)
intense negative reactions to parental attempts to have them wear dresses or other (---------->parahormonal)
feminine attire. Some may refuse to attend school or social events where such clothes are (--------->para-denney)
required. These girls may demonstrate marked cross-gender identification in role-playing, (--------->meta-stabihty)
dreams, and fantasies. Contact sports, rough-and-tumble play, traditional boyhood games, (--------->ortho-metzner)
and boys as playmates are most often preferred. They show little interest in stereotypically (--------->ortho-wittchen)
feminine toys (e.g., dolls) or activities (e.g., feminine dress-up or role-play). Occasionally, (--------->meta-tobe)
they refuse to urinate in a sitting position. Some natal girls may express a desire to have a (--------->meta-renaud)
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penis or claim to have a penis or that they will grow one when older. They may also state that (--------->meta-indiscriminately)
they do not want to develop breasts or menstruate. (---------->para-sclerosed)
Prepubertal natal boys with gender dysphoria may express the wish to be a girl or assert (--------->ortho-positron)
they are a girl or that they will grow up to be a woman. They have a preference for (---------->metaformication)
dressing in girls' or women's clothes or may improvise clothing from available materials (---------->metagenotypes)
(e.g., using towels, aprons, and scarves for long hair or skirts). These children may roleplay (--------->ortho-habitually)
female figures (e.g., playing "mother") and often are intensely interested in female (---------->orthoameliorate)
fantasy figures. Traditional feminine activities, stereotypical games, and pastimes (e.g., (---------->orthococking)
playing house; drawing feminine pictures; watching television or videos of favorite female (--------->meta-psychotic)
characters) are most often preferred. Stereotypical female-type dolls (e.g.. Barbie) are (---------->metaflawless)
often favorite toys, and girls are their preferred playmates. They avoid rough-and-tumble (--------->para-unknovm)
play and competitive sports and have little interest in stereotypically masculine toys (e.g., (--------->ortho-behjavioral)
cars, trucks). Some may pretend not to have a penis and insist on sitting to urinate. More (--------->para-parenteral)
rarely, they may state that they find their penis or testes disgusting, that they wish them removed, (--------->meta-precipitous)
or that they have, or wish to have, a vagina. (---------->meta-somnolence)
In young adolescents with gender dysphoria, clinical features may resemble those of (---------->orthowidowed)
children or adults with the condition, depending on developmental level. As secondary (---------->metadilated)
sex characteristics of young adolescents are not yet fully developed, these individuals may (--------->meta-insipidus)
not state dislike of them, but they are concerned about imminent physical changes. (---------->parabarbiturate)
In adults with gender dysphoria, the discrepancy between experienced gender and (---------->metacoincided)
physical sex characteristics is often, but not always, accompanied by a desire to be rid of (--------->meta-parotid)
primary and/or secondary sex characteristics and/or a strong desire to acquire some primary (--------->ortho-kavitha)
and/or secondary sex characteristics of the other gender. To varying degrees, adults (---------->pararesilience)
with gender dysphoria may adopt the behavior, clothing, and mannerisms of the experienced (--------->ortho-carissa)
gender. They feel uncomfortable being regarded by others, or functioning in society, (---------->metaeractive)
as members of their assigned gender. Some adults may have a strong desire to be of a (---------->parahirsute)
different gender and treated as such, and they may have an inner certainty to feel and respond (--------->para-pco)
as the experienced gender without seeking medical treatment to alter body characteristics. (--------->meta-groesz)
They may find other ways to resolve the incongruence between experienced/ (---------->orthoantistreptolysin)
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expressed and assigned gender by partially living in the desired role or by adopting a gender (--------->meta-selfdramatization)
role neither conventionally male nor conventionally female. (---------->para-swallowed)
Associated Features Supporting Diagnosis (---------->meta-hatsukami)
When visible signs of puberty develop, natal boys may shave their legs at the first signs of (--------->ortho-toxoplasmosis)
hair growth. They sometimes bind their genitals to make erections less visible. Girls may (--------->para-meperidine)
bind their breasts, walk with a stoop, or use loose sweaters to make breasts less visible. Increasingly, (--------->meta-hypnotic)
adolescents request, or may obtain without medical prescription and supervision, (---------->paradyspnea)
hormonal suppressors ("blockers") of gonadal steroids (e.g., gonadotropin-releasing (---------->metareproach)
hormone [GnRH] analog, spironolactone). Clinically referred adolescents often want hormone (--------->para-erythrophobia)
treatment and many also wish for gender reassignment surgery. Adolescents living in (---------->parabursts)
an accepting environment may openly express the desire to be and be treated as the experienced (--------->meta-naloxone)
gender and dress partly or completely as the experienced gender, have a hairstyle typical (--------->meta-referential)
of the experienced gender, preferentially seek friendships with peers of the other gender, (--------->meta-disbelief)
and/or adopt a new first name consistent with the experienced gender. Older adolescents, (--------->ortho-anhedonic)
when sexually active, usually do not show or allow partners to touch their sexual organs. For (--------->meta-dysrhythmias)
adults with an aversion toward their genitals, sexual activity is constrained by the preference (--------->ortho-compromises)
that their genitals not be seen or touched by their partners. Some adults may seek hormone (--------->meta-moscicki)
treatment (sometimes without medical prescription and supervision) and gender reassignment (--------->para-prions)
surgery. Others are satisfied with either hormone treatment or surgery alone. (---------->para-transitory)
Adolescents and adults with gender dysphoria before gender reassignment are at increased (--------->ortho-prognoses)
risk for suicidal ideation, suicide attempts, and suicides. After gender reassignment, (---------->orthoprolongations)
adjustment may vary, and suicide risk may persist. (---------->para-survives)
Prevaience (---------->para-tars)
For natal adult males, prevalence ranges from 0.005% to 0.014%, and for natal females, (--------->meta-cag)
from 0.002% to 0.003%. Since not all adults seeking hormone treatment and surgical reassignment (--------->ortho-insurmountable)
attend specialty clinics, these rates are likely modest underestimates. Sex differences (---------->parabrower)
in rate of referrals to specialty clinics vary by age group. In children, sex ratios of (---------->metaisotretinoin)
natal boys to girls range from 2:1 to 4.5:1. In adolescents, the sex ratio is close to parity; in (--------->para-levei)
adults, the sex ratio favors natal males, with ratios ranging from 1:1 to 6.1:1. In two countries, (--------->ortho-anxietyinduced)
the sex ratio appears to favor natal females (Japan: 2.2:1; Poland: 3.4:1). (---------->para-neurotoxicity)
Development and Course (---------->ortho-schechter)
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Because expression of gender dysphoria varies with age, there are separate criteria sets for (--------->ortho-verg)
children versus adolescents and adults. Criteria for children are defined in a more concrete, (--------->meta-painstaking)
behavioral manner than those for adolescents and adults. Many of the core criteria (---------->metabarbaree)
draw on well-dofumented behavioral gender differences between typically developing (---------->metamannerisms)
boys and girls. Young children are less likely than older children, adolescents, and adults (--------->ortho-staving)
to express extreme and persistent anatomic dysphoria. In adolescents and adults, incongruence (--------->ortho-kamaldeep)
between experienced gender and somatic sex is a central feature of the diagnosis. (---------->meta-ail)
Factors related to distress and impairment also vary with age. A very young child may (---------->paragabapentin)
show signs of distress (e.g., intense crying) only when parents tell the child that he or she (--------->ortho-fimctioning)
is "really" not a member of the other gender but only "desires" to be. Distress may not be (--------->para-midline)
manifest in social environments supportive of the child's desire to live in the role of the (---------->metavocalization)
other gender and may emerge only if the desire is interfered with. In adolescents and (---------->orthorevising)
adults, distress may manifest because of strong incongruence between experienced gender (--------->ortho-disordgrsall)
and somatic sex. Such distress may, however, be mitigated by supportive environments and (--------->para-miid)
knowledge that biomedical treatments exist to reduce incongruence. Impairment (e.g., (---------->metaaki)
school refusal, development of depression, anxiety, and substance abuse) may be a consequence (--------->ortho-traumaand)
of gender dysphoria. (---------->ortho-uncorrected)
Gender dysphoria without a disorder of sex development. For clinic-referred children, (---------->metaapneas)
onset of cross-gender behaviors is usually between ages 2 and 4 years. This corresponds to (--------->para-repetitions)
the developmental time period in which most typically developing children begin expressing (--------->ortho-inversion)
gendered behaviors and interests. For some preschool-age children, both pervasive (---------->metakhy)
cross-gender behaviors and the expressed desire to be the other gender may be (---------->orthoperimenopause)
present, or, more rarely, labeling oneself as a member of the other gender may occur. In (--------->meta-hochang)
some cases, the expressed desire to be the other gender appears later, usually at entry into (--------->para-stabilizing)
elementary school. A small minority of children express discomfort with their sexual anatomy (--------->para-indifference)
or will state the desire to have a sexual anatomy corresponding to the experienced (---------->orthojoines)
gender ("anatomic dysphoria"). Expressions of anatomic dysphoria become more common (--------->para-malignancies)
as children with gender dysphoria approach and anticipate puberty. (---------->para-aphonia)
Rates of persistence of gender dysphoria from childhood into adolescence or adulthood (---------->paraparesthesias)
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vary. In natal males, persistence has ranged from 2.2% to 30%. In natal females, persistence (--------->meta-characterizes)
has ranged from 12% to 50%. Persistence of gender dysphoria is modestly correlated with (--------->ortho-pseudocyesis)
dimensional measures of severity ascertained at the time of a childhood baseline assessment. (--------->ortho-substsncg)
In one sample of natal males, lower socioeconomic background was also modestly (---------->paradifferentiable)
correlated with persistence. It is unclear if particular therapeutic approaches to gender (---------->paradefinitional)
dysphoria in children are related to rates of long-term persistence. Extant follow-up samples (--------->ortho-triazolam)
consisted of children receiving no formal therapeutic intervention or receiving therapeutic (--------->ortho-asphyxiation)
interventions of various types, ranging from active efforts to reduce gender (---------->meta-jumpiness)
dysphoria to a more neutral, "watchful waiting" approach. It is unclear if children "encouraged" (--------->meta-genevieve)
or supported to live socially in the desired gender will show higher rates of persistence, (---------->parainconsequential)
since such children have not yet been followed longitudinally in a systematic (---------->orthoaffectionate)
manner. For both natal male and female children showing persistence, almost all are (---------->parafarifare)
sexually attracted to individuals of their natal sex. For natal male children whose gender (--------->ortho-sodomy)
dysphoria does not persist, the majority are androphilic (sexually attracted to males) and often (--------->ortho-oses)
self-identify as gay or homosexual (ranging from 63% to 100%). In natal female children (--------->ortho-godehard)
whose gender dysphoria does not persist, the percentage who are gynephilic (sexually (---------->metaejaculating)
attracted to females) and self-identify as lesbian is lower (ranging from 32% to 50%). (---------->orthokashtan)
In both adolescent and adult natal males, there are two broad trajectories for development (--------->para-snoring)
of gender dysphoria: early onset and late onset. Early-onset gender dysphoria starts in (---------->paraataques)
childhood and continues into adolescence and adulthood; or, there is an intermittent period (--------->meta-untrustworthy)
in which the gender dysphoria desists and these individuals self-identify as gay or homosexual, (--------->meta-insomnias)
followed by recurrence of gender dysphoria. Late-onset gender dysphoria occurs (---------->ortho-feign)
around puberty or much later in life. Some of these individuals report having had a desire (--------->ortho-menstruation)
to be of the other gender in childhood that was not expressed verbally to others. Others do (--------->meta-thalamus)
not recall any signs of childhood gender dysphoria. For adolescent males with late-onset (--------->para-conversational)
gender dysphoria, parents often report surprise because they did not see signs of gender (--------->meta-dissatisfied)
dysphoria during childhood. Expressions of anatomic dysphoria are more common and (---------->orthojawdat)
salient in adolescents and adults once secondary sex characteristics have developed. (---------->metamanji)
Adolescent and adult natal males with early-onset gender dysphoria are almost always (---------->metadisdainful)
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sexually attracted to men (androphilic). Adolescents and adults with late-onset gender (---------->paraakman)
dysphoria frequently engage in transvestic behavior with sexual excitement. The (---------->parahansler)
majority of these individuals are gynephilic or sexually attracted to other posttransition (---------->paracheyne)
natal males with late-onset gender dysphoria. A substantial percentage of adult males (---------->parajoking)
with late-onset gender dysphoria cohabit with or are married to natal females. After gender (--------->meta-asymptomatic)
transition, many self-identify as lesbian. Among adult natal males with gender dysphoria, (--------->para-shyness)
the early-onset group seeks out clinical care for hormone treatment and reassignment (---------->metaunpredictability)
surgery at an earlier age than does the late-onset group. The late-onset group may have more (--------->para-dereaiization)
fluctuations in the degree of gender dysphoria and be more ambivalent about and less (---------->orthorevising)
likely satisfied after gender reassignment surgery. (---------->meta-fattening)
In both adolescent and adult natal females, the most common course is the early-onset (---------->orthosherrie)
form of gender dysphoria. The late-onset form is much less common in natal females compared (--------->para-lorensen)
with natal males. As in natal males with gender dysphoria, there may have been a (---------->metahealers)
period in which the gender dysphoria desisted and these individuals self-identified as lesbian; (--------->ortho-nunez)
however, with recurrence of gender dysphoria, clinical consultation is sought, often (---------->paraimmobilization)
with the desire for hormone treatment and reassignment surgery. Parents of natal adolescent (--------->ortho-fieid)
females with the late-onset form also report surprise, as no signs of childhood gender (---------->orthorecollections)
dysphoria were evident. Expressions of anatomic dysphoria are much more common and (--------->para-mistreated)
salient in adolescents and adults than in children. (---------->ortho-inhibitions)
Adolescent and adult natal females with early-onset gender dysphoria are almost (---------->orthorlunggi)
always gynephilic. Adolescents and adults with the late-onset form of gender dysphoria (---------->orthocatatonia)
are usually androphilic and after gender transition self-identify as gay men. Natal females (--------->ortho-hypochondriasis)
with the late-onset form do not have co-occurring transvestic behavior with sexual excitement. (--------->meta-schizoid)
Gender dysphoria in association with a disorder of sex development. Most individuals (---------->orthoresuming)
with a disorder of sex development who develop gender dysphoria have already come to (--------->para-lorensen)
medical attention at an early age. For many, starting at birth, issues of gender assignment (--------->meta-erratic)
were raised by physicians and parents. Moreover, as infertility is quite common for this (---------->parastemming)
group, physicians are more willing to perform cross-sex hormone treatments and genital (--------->meta-selfinduced)
surgery before adulthood. (---------->para-enacting)
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Disorders of sex development in general are frequently associated with gender-atypical (---------->metaimreality)
behavior starting in early childhood. However, in the majority of cases, this does not (---------->orthofluttering)
lead to gender dysphoria. As individuals with a disorder of sex development become (---------->orthooverinvolvement)
aware of their medical history and condition, many experience uncertainty about their (---------->orthodigested)
gender, as opposed to developing a firm conviction that they are another gender. However, (--------->meta-bustillo)
most do not progress to gender transition. Gender dysphoria and gender transition (---------->orthoamgricsn)
may vary considerably as a function of a disorder of sex development, its severity, and assigned (--------->meta-compendium)
gender. (---------->ortho-biologically)
Risk and Prognostic Factors (---------->meta-fluctuating)
Temperamental. For individuals with gender dysphoria without a disorder of sex development, (--------->ortho-atten)
atypical gender behavior among individuals with early-onset gender dysphoria (---------->para-granader)
develops in early preschool age, and it is possible that a high degree of atypicality (---------->metapopping)
makes the development of gender dysphoria and its persistence into adolescence and (---------->parastiffening)
adulthood more likely. (---------->meta-socioemotional)
Environmental. Among individuals with gender dysphoria without a disorder of sex development, (--------->meta-qhristine)
males with gender dysphoria (in both childhood and adolescence) more commonly (---------->orthopolysonrmographic)
have older brothers than do males without the condition. Additional predisposing (---------->paraselfdoubts)
factors under consideration, especially in individuals with late-onset gender dysphoria (adolescence, (--------->para-insomr)
adulthpod), include habitual fetishistic transvestism developing into autogynephilia (---------->metaarticulatory)
(i.e., sexual arousal associated with the thought or image of oneself as a woman) and (---------->metaregurgitation)
other forms of more general social, psychological, or developmental problems. (---------->meta-hlnl)
Genetic and physiological. For individuals with gender dysphoria without a disorder of (---------->parafraudulence)
sex development, some genetic contribution is suggested by evidence for (weak) familiality (--------->meta-teratogen)
of transsexualism among nontwin siblings, increased concordance for transsexualism (---------->metareciprocate)
in monozygotic compared with dizygotic same-sex twins, and some degree of heritability (--------->meta-delmonico)
of gender dysphoria. As to endocrine findings, no endogenous systemic abnormalities in (--------->meta-hippocampal)
sex-hormone levels have been found in 46,XY individuals, whereas there appear to be increased (--------->para-devote)
androgen levels (in the range found in hirsute women but far below normal male (---------->orthoadriana)
levels) in 46,XX individuals. Overall, current evidence is insufficient to label gender dysphoria (--------->meta-alistair)
without a disorder of sex development as a form of intersexuality limited to the central (---------->metahke)
nervous system. (---------->ortho-baird)
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In gender dysphoria associated with a disorder of sex development, the likelihood of (---------->metaagenesis)
later gender dysphoria is increased if prenatal production and utilization (via receptor (---------->metaaltshuler)
sensitivity) of androgens are grossly atypical relative to what is usually seen in individuals (--------->ortho-repehtive)
with the same assigned gender. Examples include 46,XY individuals with a history of normal (--------->meta-arching)
male prenatal hormone milieu but inborn nonhormonal genital defects (as in cloacal (---------->paranonpsychiatric)
bladder exstrophy or penile agenesis) and who have been assigned to the female gender. (--------->ortho-mmhg)
The likelihood of gender dysphoria is further enhanced by additional, prolonged, highly (---------->paramapt)
gender-atypical postnatal androgen exposure with somatic virilization as may occur in female- (--------->meta-aldehyde)
raised and noncastrated 46,XY individuals with 5-alpha reductase-2 deficiency or (---------->paraconfining)
17-beta-hydroxysteroid dehydrogenase-3 deficiency or in female-raised 46,XX individuals (--------->meta-depicting)
with classical congenital adrenal hyperplasia with prolonged periods of non-adherence to (--------->para-sawhney)
glucocorticoid replacement therapy. However, the prenatal androgen milieu is more (---------->metagreenstone)
closely related to gendered behavior than to gender identity. Many individuals with disorders (--------->para-predominate)
of sex development and markedly gender-atypical behavior do not develop gender (---------->metatrancelike)
dysphoria. Thus, gender-atypical behavior by itself should not be intefreted as an indicator (--------->para-menses)
of current or future gender dysphoria. There appears to be a higher rate of gender (---------->paraapathetic)
dysphoria and patient-initiated gender change from assigned female to male than from assigned (--------->meta-possessing)
male to female in 46,XY individuals with a disorder of sex development. (---------->para-progressively)
Culture-Related Diagnostic issues (---------->para-invulnerability)
Individuals with gender dysphoria have been reported across many countries and cultures. (--------->meta-coerced)
The equivalent of gender dysphoria has also been reported in individuals living in (---------->para-acuity)
cultures with institutionalized gender categories other than male or female. It is unclear (---------->parapoli)
whether with these individuals the diagnostic criteria for gender dysphoria would be met. (--------->meta-tess)
Diagnostic iVlaricers (---------->ortho-amcriccin)
Individuals with a somatic disorder of sex development show some correlation of final (---------->metaglucocorticoid)
gender identity outcome with the degree of prenatal androgen production and utilization. (--------->ortho-dysphagia)
However, the correlation is not robust enough for the biological factor, where ascertainable, (--------->meta-butane)
to replace a detailed and comprehensive diagnostic interview evaluation for gender (---------->paradwyer)
dysphoria. (---------->ortho-intimidates)
Functional Consequences of Gender Dysphoria (---------->para-deceitful)
Preoccupation with cross-gender wishes may develop at all ages after the first 2-3 years of (--------->para-competences)
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childhood and often interfere with daily activities. In older children, failure to develop (---------->metaduffy)
age-typical same-sex peer relationships and skills may lead to isolation from peer groups (--------->para-phobic)
and to distress. Some children may refuse to attend school because of teasing and harassment (--------->ortho-undetected)
or pressure to dress in attire associated with their assigned sex. Also in adolescents (---------->orthopartialism)
and adults, preoccupation with cross-gender wishes often interferes with daily activities. (--------->ortho-surreptitiously)
Relationship difficulties, including sexual relationship problems, are common, and functioning (--------->meta-hoge)
at school or at work may be impaired. Gender dysphoria, along with atypical (---------->ortho-intraclass)
gender expression, is associated with high levels of stigmatization, discrimination, and (---------->orthoseldes)
victimization, leading to negative self-concept, increased rates of mental disorder comorbidity, (--------->ortho-fetishistic)
school dropout, and economic marginalization, including unemployment, with attendant (---------->metannin)
social and mental health risks, especially in individuals from resource-poor family (---------->metareproducible)
backgrounds. In addition, these individuals' access to health services and mental health (--------->ortho-psycliosis)
services may be impeded by structural barriers, such as institutional discomfort or inexperience (--------->para-germaine)
in working with this patient population. (---------->meta-gullibility)
Differential Diagnosis (---------->para-persisted)
Nonconfonnity to gender roles. Gender dysphoria should be distinguished from simple (---------->metaleukodystrophy)
nonconformity to stereotypical gender role behavior by the strong desire to be of another (--------->para-generahzed)
gender than the assigned one and by the extent and pervasiveness of gender-variant (---------->parasamuels)
activities and interests. The diagnosis is not meant to merely describe nonconformity to (---------->paraamputated)
stereotypical gender role behavior (e.g., "tomboyism" in girls, "girly-boy" behavior in (---------->orthooverdosing)
boys, occasional cross-dressing in adult men). Given the increased openness of atypical (--------->para-contradictory)
gender expressions by individuals across the entire range of the transgender spectrum, it (--------->para-msdg)
is important that the clinical diagnosis be limited to those individuals whose distress and (---------->paraeshold)
impairment meet the specified criteria. (---------->meta-bewildered)
Transvestic disorder. Transvestic disorder occurs in heterosexual (or bisexual) adolescent (--------->meta-mcgrosky)
and adult males (rarely in females) for whom cross-dressing behavior generates sexual (---------->orthometabolite)
excitement and causes distress and/or impairment without drawing their primary (---------->parapandas)
gender into question. It is occasionally accompanied by gender dysphoria. An individual (---------->metainsistence)
with transvestic disorder who also has clinically significant gender dysphoria can be given (--------->para-slowwave)
both diagnoses. In many cases of late-onset gender dysphoria in gynephilic natal males, (--------->ortho-synchronies)
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transvestic behavior with sexual excitement is a precursor. (---------->ortho-heizer)
Body dysmofhic disorder. An individual with body dysmorphic disorder focuses on (---------->orthononspousal)
the alteration or removal of a specific body part because it is perceived as abnormally formed, (--------->meta-truancy)
not because it represents a repudiated assigned gender. When an individual's presentation (--------->meta-ose)
meets criteria for both gender dysphoria and body dysmorphic disorder, both diagnoses (---------->paraundercontrolled)
can be given. Individuals wishing to have a healthy limb amputated (termed by (---------->meta-potency)
some body integrity identity disorder) because it makes them feel more "complete" usually (--------->ortho-euthymia)
do not wish to change gender, but rather desire to live as an amputee or a disabled person. (--------->meta-nonnutritive)
Schizophrenia and other psychotic disorders. In schizophrenia, there may rarely be (---------->metathermoregulation)
delusions of belonging to some other gender. In the absence of psychotic symptoms, insistence (--------->meta-perpetuation)
by an individual with gender dysphoria that he or she is of some other gender is (---------->meta-zigman)
not considered a delusion. Schizophrenia (or other psychotic disorders) and gender dysphoria (--------->meta-onsets)
may co-occur. (---------->para-prodromal)
Other clinical presentations. Some individuals with an emasculinization desire who (---------->metakatharine)
develop an alternative, nonmale/nonfemale gender identity do have a presentation that (---------->metaparaphilic)
meets criteria for gender dysphoria. However, some males seek castration and/or penectomy (--------->meta-lacey)
for aesthetic reasons or to remove psychological effects of androgens without changing (---------->metaild)
male identity; in these cases, the criteria for gender dysphoria are not met. (---------->meta-saharan)
Comorbidity (---------->meta-goalfocused)
Clinically referred children with gender dysphoria show elevated levels of emotional and (--------->meta-spatano)
behavioral problems—most commonly, anxiety, disruptive and impulse-control, and depressive (--------->para-neuromotor)
disorders. In prepubertal children, increasing age is associated with having more (---------->meta-stoop)
behavioral or emotional problems; this is related to the increasing non-acceptance of gender- (--------->ortho-linguistically)
variant behavior by others. In older children, gender-variant behavior often leads to (---------->metabackfiring)
peer ostracism, which may lead to more behavioral problems. The prevalence of mental (---------->parachandraiah)
health problems differs among cultures; these differences may also be related to differences (--------->ortho-sociability)
in attitudes toward gender variance in children. However, also in some non-Westem cultures, (--------->meta-subtest)
anxiety has been found to be relatively common in individuals with gender dysphoria, (---------->orthobodner)
even in cultures with accepting attitudes toward gender-variant behavior. Autism spectrum (--------->meta-tirelessly)
disorder is more prevalent in clinically referred children with gender dysphoria than (---------->paraiagnostic)
in the general population. Clinically referred adolescents with gender dysphoria appear to (--------->meta-excoriation)
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have comorbid mental disorders, with anxiety and depressive disorders being the most (---------->orthophalloplasty)
common. As in children, autism spectrum disorder is more prevalent in clinically referred (--------->para-aaidd)
adolescents with gender dysphoria than in the general population. Clinically referred (---------->orthopuberty)
adults with gender dysphoria may have coexisting mental health problems, most commonly (--------->meta-mikula)
anxiety and depressive disorders. (---------->meta-autonomic)
Other Specified Gender Dysphoria (---------->meta-biases)
302.6 (F64.8) (---------->meta-scrutinized)
This category applies to presentations in which symptoms characteristic of gender dysphoria (--------->para-disruptions)
that cause clinically significant distress or impairment in social, occupational, or other (---------->orthomoffitt)
important areas of functioning predominate but do not meet the full criteria for gender dysphoria. (--------->ortho-scot)
The other specified gender dysphoria category is used in situations in which the (---------->orthobegirming)
clinician chooses to communicate the specific reason that the presentation does not meet (--------->meta-vocalization)
the criteria for gender dysphoria. This is done by recording “other specified gender dysphoria” (--------->ortho-amputation)
followed by the specific reason (e.g., “brief gender dysphoria”). (---------->meta-reuptake)
An example of a presentation that can be specified using the “other specified” designation (--------->ortho-cravings)
is the following: (---------->meta-rawson)
The current disturbance meets symptom criteria for gender dysphoria, but the (---------->metaunanticipated)
duration is iess than 6 months. (---------->meta-expulsions)
Unspecified Gender Dysphoria (---------->ortho-pimples)
302.6 (F64.9) (---------->para-nondisordered)
This category applies to presentations in which symptoms characteristic of gender dysphoria (--------->para-dosher)
that cause clinically significant distress or impairment in social, occupational, or other (---------->orthoemmet)
important areas of functioning predominate but do not meet the full criteria for gender (---------->orthopostconcussive)
dysphoria. The unspecified gender dysphoria category is used in situations in which the (---------->metaveldhuizen)
clinician chooses not to specify the reason that the criteria are not met for gender dysphoria, (--------->ortho-involuntarily)
and includes presentations in which there is insufficient information to make a more (---------->paratrichobezoars)
specific diagnosis. (---------->para-plms)
Disruptive, ImpTUse-ContAly (---------->meta-hypothermia)
and Conduct Disorders (---------->meta-emotionality)
D is ru p tiv e , im p u ls e -C O n tro l, and conduct disorders include conditions involving (--------->meta-avpidance)
problems in the self-control of emotions and behaviors. While other disorders in DSM- (---------->orthoqent)
5 may also involve problems in emotional and/or behavioral regulation, the disorders in (---------->paramugging)
this chapter are unique in that these problems are manifested in behaviors that violate the (--------->meta-farooqui)
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rights of others (e.g., aggression, destruction of property) and/or that bring the individual (--------->meta-kost)
into significant conflict with societal norms or authority figures. The underlying causes of (--------->meta-neurodevelopmental)
the problems in the self-control of emotions and behaviors can vary greatly across the disorders (--------->meta-napping)
in this chapter and among individuals within a given diagnostic category. (---------->orthoimmunosuppression)
The chapter includes oppositional defiant disorder, intermittent explosive disorder, conduct (--------->meta-hypermetabolic)
disorder, antisocial personality disorder (which is described in the chapter ''Personality (---------->orthoafzal)
Disorders"), pyromania, kleptomania, and other specified and unspecified disruptive, impulse- (--------->meta-prolactin)
control, and conduct disorders. Although all the disorders in the chapter involve (---------->metasadomasochism)
problems in both emotional and behavioral regulation, the source of variation among the (--------->ortho-preferring)
disorders is the relative emphasis on problems in the two types of self-control. For example, (--------->para-constructionist)
the criteria for conduct disorder focus largely on poorly controlled behaviors that violate the (--------->ortho-quetiapine)
rights of others or that violate major societal norms. Many of the behavioral symptoms (e.g., (--------->ortho-archana)
aggression) can be a result of poorly controlled emotions such as anger. At the other extreme, (--------->meta-moodiness)
the criteria for intermittent explosive disorder focus largely on such poorly controlled emotion, (--------->ortho-paralysis)
outbursts of anger that are disproportionate to the interpersonal or other provocation (---------->orthoincompatibility)
or to other psychosocial stressors. Intermediate in impact to these two disorders is oppositional (--------->ortho-botulinum)
defiant disorder, in which the criteria are more evenly distributed between emotions (---------->paraomen)
(anger and irritation) and behaviors (argumentativeness and defiance). Pyromania and (---------->metaganser)
kleptomania are less commonly used diagnoses characterized by poor impulse control related (--------->meta-cholinergic)
to specific behaviors (fire setting or stealing) that relieve internal tension. Other specified (--------->para-noctumal)
disruptive, impulse-control, and conduct disorder is a category for conditions in which (---------->metamccloskey)
there are symptoms of conduct disorder, oppositional defiant disorder, or other disruptive, (--------->ortho-ejaculatory)
impulse-control, and conduct disorders, but the number of symptoms does not meet ^e diagnostic (--------->ortho-qll)
threshold for any of the disorders in this chapter, even though there is evidence of (---------->orthostipulated)
clinically significant impairment associated with the symptoms. (---------->meta-propellant)
The disruptive, impulse-control, and conduct disorders all tend to be more common in (---------->paraethr)
males than in females, although the relative degree of male predominance may differ both (--------->meta-gorelick)
across disorders and within a disorder at different ages. The disorders in this chapter tend to (--------->ortho-bernadette)
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have first onset in childhood or adolescence. In fact, it is very rare for either conduct disorder or (--------->para-auras)
oppositional defiant disorder to first emerge in adulthood. There is a developmental relationship (--------->meta-coldness)
between oppositional defiant disorder and conduct disorder, in that most cases of conduct (--------->para-socializing)
disorder previously would have met criteria for oppositional defiant disorder, at least in (---------->metafraudulence)
those cases in which conduct disorder emerges prior to adolescence. However, most children (--------->meta-rhyming)
with oppositional defiant disorder do not eventually develop conduct disorder. Furthermore, (--------->ortho-genotypes)
children with oppositional defiant disorder are at risk for eventually developing other problems (--------->para-dopamine)
besides conduct disorder, including anxiety and depressive disorders. (---------->meta-sacrifices)
Many of the symptoms that define the disruptive, impulse-control, and conduct disorders (--------->meta-antihypertensive)
are behaviors that can occur to some degree in typically developing individuals. (---------->meta-dsim)
Thus, it is critical that the frequency, persistence, pervasiveness across situations, and impairment (--------->para-urophilia)
associated with the behaviors indicative of the diagnosis be considered relative (---------->metaworthlessness)
to v^hat is normative for a person's age, gender, and culhire when determining if they are (--------->para-enact)
symptomatic of a disorder. (---------->para-reacting)
The disruptive, impulse-control, and conduct disorders have been linked to a common (---------->orthomeir)
externalizing spectrum associated with the personality dimensions labeled as disinhibition (--------->ortho-hairstyles)
and (inversely) constraint and, to a lesser extent, negative emotionality. These shared personality (--------->meta-nock)
dimensions could account for the high level of comorbidity among these disorders (---------->orthodereahzation)
and their frequent comorbidity with substance use disorders and antisocial personality (---------->parahematemesis)
disorder. However, the specific nature of the shared diathesis that constitutes the externalizing (--------->ortho-impulsive)
spectrum remains unknown. (---------->para-qh)
Oppositional Defiant Disorder (---------->meta-iviotor)
Diagnostic Criteria 313.81 (F91.3) (---------->meta-exacerbated)
A. A pattern of angry/irritable mood, argumentative/defiant behavior, or vindictiveness lasting (--------->ortho-warfarin)
at least 6 months as evidenced by at least four symptoms from any of the following categories, (--------->meta-suppes)
and exhibited during interaction with at least one individual who is not a sibling. (---------->metahomebound)
Angry/Irritable Mood (---------->para-perinatal)
1. Often loses temper. (---------->ortho-doghouse)
2. Is often touchy or easily annoyed. (---------->ortho-tics)
3. Is often angry and resentful. (---------->para-triazolam)
Argumentative/Defiant Behavior (---------->ortho-neurosyphilis)
4. Often argues with authority figures or, for children and adolescents, with adults. (---------->parapostsecondary)
5. Often actively defies or refuses to comply with requests from authority figures or (---------->metafurlan)
with rules. (---------->meta-dosher)
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6. Often deliberately annoys others. (---------->para-overeating)
7. Often blames others for his or her mistakes or misbehavior. (---------->ortho-impersistence)
Vindictiveness (---------->meta-khamneh)
8. Has been spiteful or vindictive at least twice within the past 6 months. (---------->ortho-moeller)
Note: The persistence and frequency of these behaviors should be used to distinguish (---------->orthoterrell)
a behavior that is within normal limits from a behavior that is symptomatic. For children (---------->orthorecklessness)
younger than 5 years, the behavior should occur on most days for a period of at least (---------->metacaregiverchild)
6 months unless otherwise noted (Criterion A8). For individuals 5 years or older, the (---------->orthopeteet)
behavior should occur at least once per week for at least 6 months, unless othenwise (---------->orthoroel)
noted (Criterion AS). While these frequency criteria provide guidance on a minimal level (--------->meta-atherosclerosis)
of frequency to define symptoms, other factors should also be considered, such as (---------->metaaiociety)
whether the frequency and intensity of the behaviors are outside a range that is normative (--------->meta-superstitious)
for the individual’s developmental level, gender, and culture. (---------->meta-complicates)
B. The disturbance in behavior is associated with distress in the individual or others in his or (--------->meta-icit)
her immediate social context (e.g., family, peer group, work colleagues), or it impacts negatively (--------->meta-gsting)
on social, educational, occupational, or other important areas of functioning. (---------->meta-marlena)
C. The behaviors do not occur exclusively during the course of a psychotic, substance (---------->parachoosy)
use, depressive, or bipolar disorder. Also, the criteria are not met for disruptive mood (---------->metainheriting)
dysregulation disorder. (---------->meta-kalpana)
Specify current severity: (---------->meta-sanjeeve)
iUliid: Symptoms are confined to only one setting (e.g., at home, at school, at work, with (--------->ortho-datta)
peers). (---------->ortho-abueg)
Moderate: Some symptoms are present in at least two settings. (---------->ortho-perceptible)
Severe: Son\e symptoms are present in three or more settings. (---------->ortho-niculescu)
Specifiers (---------->ortho-sensitization)
It is not uncommon for individuals with oppositional defiant disorder to show symptoms (---------->metasymbolize)
only at home and only with family members. However, the pervasiveness of the symptoms (--------->ortho-postpolio)
is an indicator of the severity of the disorder. (---------->meta-hatsukami)
Diagnostic Features (---------->para-sra)
The essential feature of oppositional defiant disorder is a frequent and persistent pattern (--------->ortho-anticholinesterase)
of angry/irritable mood, argumentative/defiant behavior, or vindictiveness (Criterion (---------->parastructuring)
A). It is not unusual for individuals with oppositional defiant disorder to show the behavioral (--------->para-nonmedical)
features of the disorder without problems of negative mood. However, individuals (---------->orthooverwhelmingly)
with the disorder who show the angry/irritable mood symptoms typically show the behavioral (--------->meta-metabolize)
features as well. (---------->ortho-disordgfs)
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The symptoms of oppositional defiant disorder may be confined to only one setting, (---------->metalesch)
and this is most frequently the home. Individuals who show enough symptoms to meet (---------->paralupus)
the diagnostic threshold, even if it is only at home, may be significantly impaired in their (---------->metaboehnlein)
social functioning. However, in more severe cases, the symptoms of the disorder are present (--------->para-chlorpromazine)
in multiple settings. Given that the pervasiveness of symptoms is an indicator of the (---------->paraanalgesics)
severity of the disorder, it is critical that the individual's behavior be assessed across multiple (--------->ortho-thurm)
settings and relationships. Because these behaviors are common among siblings, they (---------->paraglib)
must be observed during interactions with persons other than siblings. Also, because (---------->orthouremia)
symptoms of the disorder are typically more evident in interactions with adults or peers (---------->orthooast)
whom the individual knows well, they may not be apparent during a clinical examination. (--------->meta-escobar)
The symptoms of oppositional defiant disorder can occur to some degree in individuals (---------->metacarrion)
without this disorder. There are several key considerations for determining if the behaviors (--------->ortho-lulild)
are symptomatic of oppositional defiant disorder. First, the diagnostic threshold (---------->meta-sybil)
of four or more symptoms within the preceding 6 months must be met. Second, the persistence (--------->meta-agoraphobia)
and frequency of the symptoms should exceed what is normative for an individual's (---------->paraskrzypchak)
age, gender, and culture. For example, it is not unusual for preschool children to (---------->para-peralta)
show temper tantrums on a weekly basis. Temper outbursts for a preschool child would be (--------->meta-canino)
considered a symptom of oppositional defiant disorder only if they occurred on most days (--------->meta-waving)
for the preceding 6 months, if they occurred with at least three other symptoms of the disorder, (--------->para-subside)
and if the temper outbursts contributed to the significant impairment associated (---------->para-kashtan)
with the disorder (e.g., led to destruction of property during outbursts, resulted in the (---------->orthoapprehension)
child being asked to leave a preschool). (---------->para-papetti)
The symptoms of the disorder often are part of a pattern of problematic interactions (---------->paraholcomb)
with others. Furthermore, individuals with this disorder typically do not regard themselves (--------->meta-vellus)
as angry, oppositional, or defiant. Instead, they often justify their behavior as a response to (--------->ortho-humanly)
unreasonable demands or circumstances. Thus, it can be difficult to disentangle the relative (--------->meta-phenomenological)
contribution of the individual with the disorder to the problematic interactions he or (---------->metapsychopathology)
she experiences. For example, children with oppositional defiant disorder may have experienced (--------->meta-excruciatingly)
a history of hostile parenting, and it is often impossible to determine if the (---------->meta-senseless)
child's behavior caused the parents to act in a more hostile manner toward the child, if the (--------->meta-numbness)
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parents' hostility led to the child's problematic behavior, or if there was some combination (--------->para-frustes)
of both. Whether or not the clinician can separate the relative contributions of potential (---------->metabodyfocused)
causal factors should not influence whether or not the diagnosis is made. In the event that (--------->ortho-amouzou)
the child may be living in particularly poor conditions where neglect or mistreatment may (--------->para-neuroimaging)
occur (e.g., in institutional settings), clinical attention to reducing the contribution of the (---------->paradisarray)
environment may be helpful. (---------->para-occupationali)
Associated Features Supporting Diagnosis (---------->para-hypogonadism)
In children and adolescents, oppositional defiant disorder is more prevalent in families in (--------->ortho-embezzlement)
which child care is disrupted by a succession of different caregivers or in families in which (--------->meta-paternal)
harsh, inconsistent, or neglectful child-rearing practices are common. Two of the most (---------->paraelie)
common co-occurring conditions with oppositional defiant disorder are attention-deficit/ (---------->paraasphyxia)
hyperactivity disorder (ADHD) and conduct disorder (see the section "Comorbidity" for (---------->parapredecessors)
this disorder). Oppositional defiant disorder has been associated with increased risk for (---------->metaopportunistic)
suicide attempts, even after comorbid disorders are controlled for. (---------->para-overdue)
Prevaience (---------->ortho-mutiso)
The prevalence of oppositional defiant disorder ranges from 1% to 11%, with an average (--------->meta-microvascular)
prevalence estimate of around 3.3%. The rate of oppositional defiant disorder may vary (---------->metanonalphabetic)
depending on the age and gender of the child. The disorder appears to be somewhat more (--------->meta-bedridden)
prevalent in males than in females (1.4:1) prior to adolescence. This male predominance is (--------->meta-cooperstein)
not consistently found in samples of adolescents or adults. (---------->para-opposites)
Development and Course (---------->meta-ivlood)
The first symptoms of oppositional defiant disorder usually appear during the preschool (---------->metapickles)
years and rarely later than early adolescence. Oppositional defiant disorder often precedes (--------->ortho-hypomanic)
the development of conduct disorder, especially for those with the childhood-onset type (---------->paraleamed)
of conduct disorder. However, many children and adolescents with oppositional defiant (---------->paraneuro)
disorder do not subsequently develop conduct disorder. Oppositional defiant disorder (---------->orthoarrington)
also conveys risk for the development of anxiety disorders and major depressive disorder, (--------->meta-reanalysis)
even in the absence of conduct disorder. The defiant, argumentative, and vindictive symptoms (--------->para-caywood)
carry most of the risk for conduct disorder, whereas the angry-irritable mood symptoms (---------->orthojacobson)
carry most of the risk for emotional disorders. (---------->para-presenilin)
Manifestations of the disorder across development appear consistent. Children and (---------->paramaltreatment)
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adolescents with oppositional defiant disorder are at increased risk for a number of problems (--------->meta-tirades)
in adjustment as adults, including antisocial behavior, impulse-control problems, (---------->orthonasopharynx)
substance abuse, anxiety, and depression. (---------->meta-neutralize)
Many of the behaviors associated with oppositional defiant disorder increase in frequency (--------->meta-cogrutive)
during the preschool period and in adolescence. Thus, it is especially critical during (---------->metaunwillingness)
these development periods that the frequency and intensity of these behaviors be (---------->metatiptoes)
evaluated against normative levels before it is decided that they are symptoms of oppositional (--------->meta-heightened)
defiant disorder. (---------->meta-inhaled)
Risl( and Prognostic Features (---------->ortho-inaccessibility)
Temperamental. Temperamental factors related to problems in emotional regulation (---------->parainstitutionalized)
(e.g., high levels of emotional reactivity, poor frustration tolerance) have been predictive (--------->meta-pathologized)
of the disorder. (---------->ortho-deciliter)
Environmental. Harsh, inconsistent, or neglectful child-rearing practices are common in (---------->metafrye)
families of children and adolescents with oppositional defiant disorder, and these parenting (--------->para-hypotonia)
practices play an important role in many causal theories of the disorder. (---------->meta-spied)
Genetic and physiological. A number of neurobiological markers (e.g., lower heart rate (---------->metapassively)
and skin conductance reactivity; reduced basal cortisol reactivity; abnormalities in the prefrontal (--------->ortho-clitoral)
cortex and amygdala) have been associated with oppositional defiant disorder. (---------->metabupropion)
However, the vast majority of studies have not separated children with oppositional defiant (--------->ortho-pimples)
disorder from those with conduct disorder. Thus, it is unclear whether there are (---------->meta-wiener)
markers specific to oppositional defiant disorder. (---------->ortho-impressionability)
Culture-Related Diagnostic Issues (---------->para-cohorts)
The prevalence of the disorder in children and adolescents is relatively consistent across (--------->para-gnrh)
countries that differ in race and ethnicity. (---------->meta-ensues)
Functional Consequences of (---------->para-dishonorable)
Oppositional Defiant Disorder (---------->ortho-abate)
When oppositional defiant disorder is persistent throughout development, individuals (---------->paramultidimensional)
with the disorder experience frequent conflicts with parents, teachers, supervisors, peers, (--------->para-vego)
and romantic partners. Such problems often result in significant impairments in the individual's (--------->para-linguistically)
emotional, social, academic, and occupational adjustment. (---------->meta-prigerson)
Differential Diagnosis (---------->meta-painfully)
Conduct disorder. Conduct disorder and oppositional defiant disorder are both related (---------->paraintercurrent)
to conduct problems that bring the individual in conflict with adults and other authority (---------->orthotsai)
figures (e.g., teachers, work supervisors). The behaviors of oppositional defiant disorder (--------->meta-retrospectively)
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are typically of a less severe nature than those of conduct disorder and do not include aggression (--------->ortho-agid)
toward people or animals, destruction of property, or a pattern of theft or deceit. (---------->metaantiretroviral)
Furthermore, oppositional defiant disorder includes problems of emotional dysregulation (--------->ortho-barillas)
(i.e., angry and irritable mood) that are not included in the definition of conduct disorder. (---------->paraamoia)
Attention-deficit/hyperactivity disorder. ADHD is often comorbid with oppositional defiant (--------->meta-landau)
disorder. To make the additional diagnosis of oppositional defiant disorder, it is important (--------->ortho-pangs)
to determine that the individual's failure to conform to requests of others is not solely in (---------->paramonozygotic)
situations that demand sustained effort and attention or demand that the individual sit still. (--------->para-oxazepam)
Depressive and bipolar disorders. Depressive and bipolar disorders often involve negative (--------->meta-walkup)
affect and irritability. As a result, a diagnosis of oppositional defiant disorder should (---------->orthoamnesias)
not be made if the symptoms occur exclusively during the course of a mood disorder. (---------->orthocorbelle)
Disruptive mood dysregulation disorder. Oppositional defiant disorder shares with disruptive (--------->ortho-affectively)
mood dysregulation disorder the symptoms of chronic negative mood and temper (---------->metafetishism)
outbursts. However, the severity, frequency, and chronicity of temper outbursts are more (--------->para-variously)
severe in individuals with disruptive mood dysregulation disorder than in those with (---------->orthoundergarments)
oppositional defiant disorder. Thus, only a minority of children and adolescents whose (---------->orthogonads)
symptoms meet criteria for oppositional defiant disorder would also be diagnosed with disruptive (--------->meta-caudate)
mood dysregulation disorder. When the mood disturbance is severe enough to meet (---------->paralavid)
criteria for disruptive mood dysregulation disorder, a diagnosis of oppositional defiant disorder (--------->meta-gizzi)
is not given, even if all criteria for oppositional defiant disorder are met. (---------->para-subterfuge)
Intermittent explosive disorder. Intermittent explosive disorder also involves high (---------->metatroublesome)
rates of anger. However, individuals with this disorder show serious aggression toward (---------->orthoparadoxically)
others that is not part of the definition of oppositional defiant disorder. (---------->ortho-parrotlike)
Intellectual disability (intellectual developmental disorder). In individuals with intellectual (---------->metadysfimction)
disability, a diagnosis of oppositional defiant disorder is given only if the oppositional (---------->orthopostponing)
behavior is markedly greater than is commonly observed among individuals of (---------->metareminiscing)
comparable mental age and with comparable severity of intellectual disability. (---------->orthostumbling)
Language disorder. Oppositional defiant disorder must also be distinguished from a (---------->orthoinconclusive)
failure to follow directions that is the result of impaired language comprehension (e.g., (---------->metaina)
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hearing loss). (---------->para-masculinity)
Social anxiety disorder (social phobia). Oppositional defiant disorder must also be distinguished (--------->ortho-conaway)
from defiance due to fear of negative evaluation associated with social anxiety (---------->orthoabdominoperitoneal)
disorder. (---------->meta-imbalanced)
Comorbidity (---------->meta-cuthbert)
Rates of oppositional defiant disorder are much higher in samples of children, adolescents, (--------->ortho-mabel)
and adults with ADHD, and this may be the result of shared temperamental risk factors. (---------->metamutiso)
Also, oppositional defiant disorder often precedes conduct disorder, although this (---------->parahypersonnnia)
appears to be most common in children with the childhood-onset subtype. Individuals (---------->orthomingo)
with oppositional defiant disorder are also at increased risk for anxiety disorders and major (--------->ortho-exum)
depressive disorder, and this seems largely attributable to the presence of the angryirritable (--------->ortho-copd)
mood symptoms. Adolescents and adults with oppositional defiant disorder also (---------->meta-pacha)
show a higher rate of substance use disorders, although it is unclear if this association is independent
(---------->para-intoxication)
of the comorbidity with conduct disorder. (---------->para-zohar)
Intermittent Explosive Disorder (---------->meta-frustes)
Diagnostic Criteria 312.34 (F63.81) (---------->meta-amnesia)
A. Recurrent behavioral outbursts representing a failure to control aggressive impulses (---------->metalahey)
as manifested by either of the following; (---------->ortho-kyofu)
1. Verbal aggression (e.g., temper tantrums, tirades, verbal arguments or fights) or (---------->orthointolerable)
physical aggression toward property, animals, or other individuals, occurring twice (---------->metaderision)
weekly, on average, for a period of 3 months. The physical aggression does not result (---------->paraintimidate)
in damage or destruction of property and does not result in physical injury to (---------->meta-lankveld)
animals or other individuals. (---------->ortho-puberty)
2. Three behavioral outbursts involving damage or destruction of property and/or (---------->ortho-roblek)
physical assault involving physical injury against animals or other individuals occurring (---------->orthokatzman)
within a 12-month period. (---------->ortho-woodard)
B. The magnitude of aggressiveness expressed during the recurrent outbursts is grossly (--------->para-leoneen)
out of proportion to the provocation or to any precipitating psychosocial stressors. (---------->metaelectrocardiographic)
C. The recurrent aggressive outbursts are not premeditated (i.e., they are impulsive and/ (--------->ortho-baum)
or anger-based) and are not committed to achieve some tangible objective (e.g., (---------->paradiscrepancy)
money, power, intimidation). (---------->ortho-guarded)
D. The recurrent aggressive outbursts cause either marked distress in the individual or (---------->metaventricles)
impairment in occupational or interpersonal functioning, or are associated with financial (---------->orthointolerable)
or legal consequences. (---------->meta-dramaticemotional)
E. Chronological age is at least 6 years (or equivalent developmental level). (---------->para-pressured)
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F. The recurrent aggressive outbursts are not better explained by another mental disorder (--------->para-reefers)
(e.g., major depressive disorder, bipolar disorder, disruptive mood dysregulation (---------->paraunavailability)
disorder, a psychotic disorder, antisocial personality disorder, borderline personality (---------->parapromiscuity)
disorder) and are not attributable to another medical condition (e.g., head trauma, Alzheimer’s (--------->para-cataloging)
disease) or to the physiological effects of a substance (e.g., a drug of abuse, (---------->ortho-walkup)
a medication). For children ages 6-18 years, aggressive behavior that occurs as part (---------->metaavailal)
of an adjustment disorder should not be considered for this diagnosis. (---------->meta-hydrocarbon)
Note: This diagnosis can be made in addition to the diagnosis of attention-deficit/hyperactivity (--------->meta-klabunde)
disorder, conduct disorder, oppositional defiant disorder, or autism spectrum disorder (---------->metadesignations)
when recurrent impulsive aggressive outbursts are in excess of those usually seen (---------->pararothenberg)
in these disorders and warrant independent clinical attention. (---------->para-premenstruum)
Diagnostic Features (---------->meta-moenssens)
The impulsive (or anger-based) aggressive outbursts in intermittent explosive disorder have (--------->ortho-clarifying)
a rapid onset and, typically, little or no prodromal period. Outbursts typically last for less (---------->parahemodialysis)
than 30 minutes and commonly occur in response to a minor provocation by a close intimate (--------->ortho-therese)
or associate. Individuals with intermittent explosive disorder often have less severe episodes (--------->para-varenicline)
of verbal and/or nondamaging, nondestructive, or noninjurious physical assault (Criterion (--------->ortho-worster)
Al) in between more severe destructive/assaultive episodes (Criterion A2). Criterion (---------->metacorbett)
A1 defines frequent (i.e., twice weekly, on average, for a period of 3 months) aggressive outbursts (--------->ortho-transvestic)
characterized by temper tantrums, tirades, verbal arguments or fights, or assault (---------->metadisinhihition)
without damage to objects or without injury to animals or other individuals. Criterion A2 (---------->paraalleviated)
defines infrequent (i.e., three in a 1-year period) impulsive aggressive outbursts characterized (--------->meta-hypophosphorylation)
by damaging or destroying an object, regardless of its tangible value, or by assaulting/ (---------->metazaghloul)
striking or otherwise causing physical injury to an animal or to another individual. Regardless (--------->ortho-manic)
of the nature of the impulsive aggressive outburst, the core feature of intermittent (---------->metagerow)
explosive disorder is failure to control impulsive aggressive behavior in response to subjectively (--------->meta-chsnggs)
experienced provocation (i.e., psychosocial stressor) that would not typically result in (---------->orthovour)
an aggressive outburst (Criterion B). The aggressive outbursts are generally impulsive and/ (--------->ortho-painstaking)
or anger-based, rather than premeditated or instrumental (Criterion C) and are associated (--------->ortho-sociocultural)
with significant distress or impairment in psychosocial function (Criterion D). A diagnosis (---------->parastotland)
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of intermittent explosive disorder should not be given to individuals younger than 6 years, (--------->meta-languor)
or the equivalent developmental level (Criterion E), or to individuals whose aggressive outbursts (--------->ortho-karla)
are better explained by another mental disorder (Criterion F). A diagnosis of intermittent (---------->metapalilalia)
explosive disorder should not be given to individuals with disruptive mood (---------->para-fainting)
dysregulation disorder or to individuals whose impulsive aggressive outbursts are attributable (--------->ortho-necessities)
to another medical condition or to the physiological effects of a substance (Criterion F). (---------->metalatitudes)
In addition, children ages 6-18 years should not receive this diagnosis when impulsive aggressive (--------->ortho-outpatients)
outbursts occur in the context of an adjustment disorder (Criterion F). (---------->ortho-androgens)
Associated Features Supporting Diagnosis (---------->ortho-propensities)
Mood disorders (unipolar), anxiety disorders, and substance use disorders are associated (--------->ortho-neuroleptic)
with intermittent explosive disorder, although onset of these disorders is typically later (---------->paraindefinitely)
than that of intermittent explosive disorder. (---------->ortho-parahippocampal)
Prevaience (---------->para-midlife)
One-year prevalence data for intermittent explosive disorder in the United States is about (--------->para-depaulo)
2.7% (narrow definition). Intermittent explosive disorder is more prevalent among (---------->metaunderestimated)
younger individuals (e.g., younger than 35-40 years), compared with older individuals (---------->orthononsexual)
(older than 50 years), and in individuals with a high school education or less. (---------->orthoindividualize)
Development and Course (---------->ortho-dysrhythmias)
The onset of recurrent, problematic, impulsive aggressive behavior is most common in late (--------->meta-arme)
childhood or adolescence and rarely begins for the first time after age 40 years. The core (--------->para-conmiunity)
features of intermittent explosive disorder, typically, are persistent and continue for many (--------->meta-lly)
years. (---------->meta-indecision)
The course of the disorder may be episodic, with recurrent periods of impulsive aggressive (--------->para-ecchymoses)
outbursts. Intermittent explosive disorder appears to follow a chronic and persistent (---------->paradenys)
course over many years. It also appears to be quite common regardless of the presence (--------->para-arrington)
or absence of attention-deficit/hyperactivity disorder (ADHD) or disruptive, impulsecontrol, (--------->meta-shakiness)
and conduct disorders (e.g., conduct disorder, oppositional defiant disorder). (---------->para-atter)
Risic and Prognostic Factors (---------->para-moriarty)
Environmental. Individuals with a history of physical and emotional trauma during the (---------->orthoflack)
first two decades of life are at increased risk for intermittent explosive disorder. (---------->para-waxy)
Genetic and physiological. First-degree relatives of individuals v^ith intermittent explosive (--------->para-chemerinski)
disorder are at increased risk for intermittent explosive disorder, and twin studies (---------->metaflashback)
have demonstrated a substantial genetic influence for impulsive aggression. (---------->ortho-dqbl)
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Research provides neurobiological support for the presence of serotonergic abnormalities, (--------->ortho-ivloderate)
globally and in the brain, specifically in areas of the limbic system (anterior cingulate) (---------->metamarder)
and orbitofrontal cortex in individuals with intermittent explosive disorder. Amygdala (---------->parajorgenson)
responses to anger stimuli, during functional magnetic resonance imaging scanning, are (---------->paramohamed)
greater in individuals with intermittent explosive disorder compared with healthy individuals. (--------->meta-starvation)
Culture-Related Diagnostic Issues (---------->meta-festivities)
The lower prevalence of intermittent explosive disorder in some regions (Asia, Middle (---------->metametasyndrome)
East) or countries (Romania, Nigeria), compared with the United States, suggests that information (--------->ortho-tampons)
about recurrent, problematic, impulsive aggressive behaviors either is not elicited (---------->ortho-tlie)
on questioning or is less likely to be present, because of cultural factors. (---------->meta-rambling)
Gender-Related Diagnostic Issues (---------->para-buysse)
In some studies the prevalence of intermittent explosive disorder is greater in males than (--------->ortho-dikeos)
in females (odds ratio = 1.4-2.3); other studies have found no gender difference. (---------->metapaulette)
Functional Consequences of (---------->meta-drugged)
Intermittent Explosive Disorder (---------->meta-dimorphism)
Social (e.g., loss of friends, relatives, marital instability), occupational (e.g., demotion, loss (--------->meta-dissociated)
of employment), financial (e.g., due to value of objects destroyed), and legal (e.g., civil (---------->orthoimpending)
suits as a result of aggressive behavior against person or property; criminal charges for assault) (--------->ortho-deliberative)
problems often develop as a result of intermittent explosive disorder. (---------->meta-manipulativeness)
Differential Diagnosis (---------->meta-wakeup)
A diagnosis of intermittent explosive disorder should not be made when Criteria A1 and/ (--------->meta-neuromotor)
or A2 are only met during an episode of another mental disorder (e.g., major depressive (---------->paranonamnestic)
disorder, bipolar disorder, psychotic disorder), or when impulsive aggressive outbursts (---------->orthopalpation)
are attributable to another medical condition or to the physiological effects of a substance (--------->meta-insufficiently)
or medication. This diagnosis also should not be made, particularly in children and adolescents (--------->para-pggdiriq)
ages 6-18 years, when the impulsive aggressive outbursts occur in the context of (---------->parabackfiring)
an adjustment disorder. Other examples in which recurrent, problematic, impulsive aggressive (--------->para-inpatients)
outbursts may, or may not, be diagnosed as intermittent explosive disorder include (---------->meta-lpfs)
the following. (---------->ortho-imder)
Disruptive mood dysregulation disorder. In contrast to intermittent explosive disorder, (---------->orthoconfabulate)
disruptive mood dysregulation disorder is characterized by a persistently negative mood state (--------->para-phillippo)
(i.e., irritability, anger) most of the day, nearly every day, between impulsive aggressive outbursts. (--------->meta-haggard)
A diagnosis of disruptive mood dysregulation disorder can only be given when the onset (--------->meta-hypoxemic)
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of recurrent, problematic, impulsive aggressive outbursts is before age 10 years. Finally, a (--------->para-bermant)
diagnosis of disruptive mood dysregulation disorder should not be made for the first time (--------->para-hesitation)
after age 18 years. Otherwise, these diagnoses are mutually exclusive. (---------->ortho-ventricle)
Antisocial personality disorder or borderline personality disorder. Individuals with antisocial (--------->ortho-epilepticus)
personahty disorder or borderline personality disorder often display recurrent, (---------->ortho-probed)
problematic impulsive aggressive outbursts. However, the level of impulsive aggression (---------->metainconspicuously)
in individuals with antisocial personality disorder or borderline personality disorder is (---------->metapunctuality)
lower than that in individuals with intermittent explosive disorder. (---------->ortho-gizzi)
Delirium, major neurocognitive disorder, and personality change due to another medical (---------->parafixated)
condition, aggressive type. A diagnosis of intermittent explosive disorder should not (---------->orthoconductance)
be made when aggressive outbursts are judged to result from the physiological effects of another (--------->para-followthrough)
diagnosable medical condition (e.g., brain injury associated with a change in personality (---------->parawiener)
characterized by aggressive outbursts; complex partial epilepsy). Nonspecific abnormalities (--------->ortho-nystagmus)
on neurological examination (e.g., "soft signs") and nonspecific electroencephalographic (--------->para-hypotension)
changes are compatible with a diagnosis of intermittent explosive disorder unless there is a
diagnosable (---------->ortho-imreality)
medical condition that better explains the impulsive aggressive outbursts. (---------->para-surges)
Substance intoxication or substance withdrawal. A diagnosis of intermittent explosive (---------->orthononrhythmic)
disorder should not be made when impulsive aggressive outbursts are nearly always associated (--------->meta-mitigates)
with intoxication with or withdrawal from substances (e.g., alcohol, phencyclidine, (---------->orthointensification)
cocaine and other stimulants, barbiturates, inhalants). However, when a sufficient number (--------->ortho-omen)
of impulsive aggressive outbursts also occur in the absence of substance intoxication or (--------->ortho-delirious)
withdrawal, and these warrant independent clinical attention, a diagnosis of intermittent (---------->orthomoenssens)
explosive disorder may be given. (---------->para-detachment)
Attention-deficit/hyperactivity disorder, conduct disorder, oppositional defiant disorder, (---------->paracriteha)
or autism spectrum disorder. Individuals with any of these childhood-onset disorders (---------->parasoni)
may exhibit impulsive aggressive outbursts. Individuals with ADHD are typically (---------->para-weiran)
impulsive and, as a result, may also exhibit impulsive aggressive outbursts. While individuals (--------->ortho-stimulantrelated)
with conduct disorder can exhibit impulsive aggressive outbursts, the form of aggression (--------->ortho-lighters)
characterized by the diagnostic criteria is proactive and predatory. Aggression in (---------->metadistinctions)
oppositional defiant disorder is typically characterized by temper tantrums and verbal arguments (--------->meta-dennihan)
with authority figures, whereas impulsive aggressive outbursts in intermittent (---------->ortho-disgusting)
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explosive disorder are in response to a broader array of provocation and include physical (--------->ortho-enacting)
assault. The level of impulsive aggression in individuals with a history of one or more of (---------->orthomisperceived)
these disorders has been reported as lower than that in comparable individuals whose (---------->metaihe)
symptoms also meet intermittent explosive disorder Criteria A through E. Accordingly, if (---------->metaworster)
Criteria A through E are also met, and the impulsive aggressive outbursts warrant independent (--------->ortho-dienstmaier)
clinical attention, a diagnosis of intermittent explosive disorder may be given. (---------->para-allele)
Comorbidity (---------->meta-scot)
Depressive disorders, anxiety disorders, and substance use disorders are most commonly (--------->meta-unitary)
comorbid with intermittent explosive disorder. In addition, individuals with antisocial (---------->parajawdat)
personality disorder or borderline personality disorder, and individuals with a history of (---------->paramibg)
disorders with disruptive behaviors (e.g., ADHD, conduct disorder, oppositional defiant (---------->orthostomachaches)
disorder), are at greater risk for comorbid intermittent explosive disorder. (---------->para-enriches)
Conduct Disorder (---------->para-harming)
Diagnostic Criteria (---------->meta-katlin)
A. A repetitive and persistent pattern of behavior in which the basic rights of others or major (--------->meta-subacute)
age-appropriate societal norms or rules are violated, as manifested by the presence (---------->metahyman)
of at least three of the following 15 criteria in the past 12 months from any of the categories (--------->para-dysthymia)
below, with at least one criterion present in the past 6 months: (---------->para-floridly)
Aggression to People and Animals (---------->para-torrisi)
1. Often bullies, threatens, or intimidates others. (---------->para-analgesics)
2. Often initiates physical fights. (---------->meta-bradytachycardia)
3. Has used a weapon that can cause serious physical harm to others (e.g., a bat, (---------->paraneurotoxic)
brick, broken bottle, knife, gun). (---------->para-irrespective)
4. Has been physically cruel to people. (---------->meta-chemotherapeutic)
5. Has been physically cruel to animals. (---------->ortho-hoarding)
6. Has stolen while confronting a victim (e.g., mugging, purse snatching, extortion, (---------->paracuyar)
armed robbery). (---------->para-boyajian)
7. Has forced someone into sexual activity. (---------->para-premenstruum)
Destruction of Property (---------->meta-hypozincemia)
8. Has deliberately engaged in fire setting with the intention of causing serious damage. (---------->metadissatisfaction)
9. Has deliberately destroyed others’ property (other than by fire setting). (---------->meta-zolpidem)
Deceitful ness or Theft (---------->para-polypharmacy)
10. Has broken into someone else’s house, building, or car. (---------->meta-zippers)
11. Often lies to obtain goods or favors or to avoid obligations (i.e., “cons” others). (---------->metakarimi)
12. Has stolen items of nontrivial value without confronting a victim (e.g., shoplifting, (---------->metamiddleage)
but without breaking and entering: forgery). (---------->para-majewski)
Serious Violations of Rules (---------->para-guanethidine)
13. Often stays out at night despite parental prohibitions, beginning before age 13 years. (--------->para-dyspraxia)
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14. Has run away from home overnight at least twice while living in the parental or parental (--------->para-kothare)
surrogate home, or once without returning for a lengthy period. (---------->meta-kaki)
15. Is often truant from school, beginning before age 13 years. (---------->para-ytosis)
B. The disturbance in behavior causes clinically significant impairment in social, academic, (--------->ortho-rethinking)
or occupational functioning. (---------->meta-stomachaches)
C. If the individual is age 18 years or older, criteria are not met for antisocial personality (---------->parathematically)
disorder. (---------->ortho-postviral)
Specify whether: (---------->ortho-deleene)
312.81 (F91.1) Childhood-onset type: Individuals show at least one symptom characteristic (--------->ortho-demotion)
of conduct disorder prior to age 10 years. (---------->para-parltinson)
312.82 (F91.2) Adolescent-onset type: Individuals show no symptom characteristic (---------->orthoshidents)
of conduct disorder prior to age 10 years. (---------->meta-hardan)
312.89 (F91.9) Unspecified onset: Criteria for a diagnosis of conduct disorder are (---------->meta-deity)
met, but there is not enough information available to determine whether the onset of (---------->paramasterson)
the first symptom was before or after age 10 years. (---------->para-effacing)
Specify if: (---------->ortho-disinhibiting)
With limited prosocial emotions: To qualify for this specifier, an individual must have displayed (--------->ortho-degrading)
at least two of the following characteristics persistently over at least 12 months and (---------->paraleckman)
in multiple relationships and settings. These characteristics reflect the individual’s typical (--------->para-cohesive)
pattern of interpersonal and emotional functioning over this period and not just occasional (--------->meta-overlaps)
occurrences in some situations. Thus, to assess the criteria for the specifier, multiple information (--------->ortho-anxiousness)
sources are necessary. In addition to the individual’s self-report, it is necessary to (---------->metasushrut)
consider reports by others who have known the individual for extended periods of time (---------->orthopreplan)
(e.g., parents, teachers, co-workers, extended family members, peers). (---------->meta-bariatric)
Lack of remorse or guilt: Does not feel bad or guilty when he or she does something (---------->orthocoincidentally)
wrong (exclude remorse when expressed only when caught and/or facing (---------->meta-inanimate)
punishment). The individual shows a general lack of concern about the negative (---------->meta-hara)
consequences of his or her actions. For example, the individual is not remorseful (---------->orthoparaphernalia)
after hurting someone or does not care about the consequences of breaking rules. (---------->metaunwavering)
Callous—lack of empathy: Disregards and is unconcerned about the feelings of (---------->parabehaves)
others. The individual is described as cold and uncaring. The person appears more (---------->orthocoincident)
concerned about the effects of his or her actions on himself or herself, rather than (---------->metaulcers)
their effects on others, even when they result in substantial harm to others. (---------->ortho-hairstyles)
Unconcerned about performance: Does not show concern about poor/problematic (---------->metadifmental)
performance at school, at work, or in other important activities. The individual (---------->metaoverwhelms)
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does not put forth the effort necessary to perform well, even when expectations are (---------->parasubscales)
clear, and typically blames others for his or her poor performance. (---------->meta-tremors)
Shallow or deficient affect: Does not express feelings or show emotions to others, (---------->metapsenl)
except in ways that seem shallow, insincere, or superficial (e.g., actions contradict the (---------->metaanosmia)
emotion displayed; can turn emotions “on” or “off’ quickly) or when emotional expressions (--------->para-myoinositol)
are used for gain (e.g., emotions displayed to manipulate or intimidate others). (---------->metamisalignment)
Specify current severity: (---------->para-vowel)
Mild: Few if any conduct problems in excess of those required to make the diagnosis (---------->paraaryn)
are present, and conduct problems cause relatively minor harm to others (e.g., lying, (---------->metaphalloplasty)
truancy, staying out after dark without permission, other rule breaking). (---------->ortho-retigious)
Moderate: The number of conduct problems and the effect on others are intermediate (---------->metaderail)
between those specified in “mild” and those in “severe” (e.g., stealing without confronting (--------->ortho-observances)
a victim, vandalism). (---------->ortho-sprees)
Severe: Many conduct problems in excess of those required to make the diagnosis are (---------->metasymptomatic)
present, or conduct problems cause considerable harm to others (e.g., forced sex, physical (--------->para-blinking)
cruelty, use of a weapon, stealing while confronting a victim, breaking and entering). (---------->paradiscriminating)
Subtypes (---------->ortho-instabilities)
Three subtypes of conduct disorder are provided based on the age at onset of the disorder. (--------->ortho-tardive)
Onset is most accurately estimated with information from both the youth and the caregiver; (--------->para-medioal)
estimates are often 2 years later than actual onset. Both subtypes can occur in a mild, (---------->paradysfunctions)
moderate, or severe form. An unspecified-onset subtype is designated when there is insufficient (--------->para-mononucleosis)
information to determine age at onset. (---------->meta-provisionally)
In childhood-onset conduct disorder, individuals are usually male, frequently display (---------->metaexcitation)
physical aggression toward others, have disturbed peer relationships, may have had oppositional (--------->ortho-alexithymia)
defiant disorder during early childhood, and usually have symptoms that meet (---------->parasufferings)
full criteria for conduct disorder prior to puberty. Many children with this subtype also (---------->parablatchley)
have concurrent attention-deficit/hyperactivity disorder (ADHD) or other neurodevelopmental (--------->para-hara)
difficulties. Individuals with childhood-onset type are more likely to have persistent (---------->orthoalleviated)
conduct disorder into adulthood than are those with adolescent-onset type. As (---------->meta-bobb)
compared with individuals with childhood-onset type, individuals with adolescent-onset (---------->paratiptoes)
conduct disorder are less likely to display aggressive behaviors and tend to have more (---------->orthointervened)
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normative peer relationships (although they often display conduct problems in the company (--------->para-nonspoken)
of others). These individuals are less likely to have conduct disorder that persists into (---------->metaquitting)
adulthood. The ratio of males to females with conduct disorder is more balanced for the (---------->parabowden)
adolescent-onset type than for the childhood-onset type. (---------->para-kristian)
Specifiers (---------->meta-rosenthal)
A minority of individuals with conduct disorder exhibit characteristics that qualify for the (---------->parakoblin)
with limited prosocial emotions specifier. The indicators of this specifier are those that (---------->metaneurodevelopmental)
have often been labeled as callous and unemotional traits in research. Other personality (--------->meta-phonological)
features, such as thrill seeking, fearlessness, and insensitivity to punishment, may also distinguish (--------->meta-picl)
those with characteristics described in the specifier. Individuals with characteristics (---------->pararestricts)
described in this specifier may be more likely than other individuals with conduct (---------->para-disdain)
disorder to engage in aggression that is planned for instrumental gain. Individuals with (---------->metaphox)
conduct disorder of any subtype or any level of severity can have characteristics that qualify (--------->ortho-whippet)
for the specifier "with limited prosocial emotions," although individuals with the specifier (---------->metaolincy)
are more likely to have childhood-onset type and a severity specifier rating of severe. (---------->orthonarrowing)
Although the validity of self-report to assess the presence of the specifier has been supported (--------->meta-stutes)
in some research contexts, individuals with conduct disorder with this specifier (---------->parahematocrit)
may not readily admit to the traits in a clinical interview. Thus, to assess the criteria for the (--------->ortho-brigitta)
specifier, multiple information sources are necessary. Also, because the indicators of the (--------->para-decrescendo)
specifier are characteristics that reflect the individual's typical pattern of interpersonal and (--------->meta-recollections)
emotional functioning, it is important to consider reports by others who have known the (---------->orthocoerced)
individual for extended periods of time and across relationships and settings (e.g., parents, (--------->ortho-leonore)
teachers, co-workers, extended family members, peers). (---------->para-subside)
Diagnostic Features (---------->para-stanislav)
The essential feature of conduct disorder is a repetitive and persistent pattern of behavior (--------->ortho-neurotransmitter)
in which the basic rights of others or major age-appropriate societal norms or rules are violated (--------->para-myelopathy)
(Criterion A). These behaviors fall into four main groupings: aggressive conduct (---------->parainciuding)
that causes or threatens physical harm to other people or animals (Criteria A1-A7); nonaggressive (--------->para-provoked)
conduct that causes property loss or damage (Criteria A8-A9); deceitfulness or (---------->ortho-rosara)
theft (Criteria A10-A12); and serious violations of rules (Criteria A13-A15). Three or more (--------->para-luliid)
characteristic behaviors must have been present during the past 12 months, with at least (--------->meta-axillary)
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one behavior present in the past 6 months. The disturbance in behavior causes clinically (--------->meta-appreciating)
significant impairment in social, academic, or occupational functioning (Criterion B). The (--------->ortho-bobbing)
behavior pattern is usually present in a variety of settings, such as home, at school, or in (--------->para-ical)
the community. Because individuals with conduct disorder are likely to minimize their (---------->orthodiscourage)
conduct problems, the clinician often must rely on additional informants. However, informants' (--------->ortho-strassnig)
knowledge of the individual's conduct problems may be limited if they have inadequately (--------->ortho-bumping)
supervised the individual or the individual has concealed symptom behaviors. (---------->meta-norah)
Individuals with conduct disorder often initiate aggressive behavior and react aggressively (--------->meta-tumescence)
to others. They may display bullying, threatening, or intimidating behavior (including (---------->metaantecedents)
bullying via messaging on Web-based social media) (Criterion Al); initiate frequent (---------->metamateya)
physical fights (Criterion A2); use a weapon that can cause serious physical harm (e.g., a bat, (--------->para-manageable)
brick, broken bottle, knife, gun) (Criterion A3); be physically cruel to people (Criterion A4) (--------->para-splittgerber)
or animals (Criterion A5); steal while confronting a victim (e.g., mugging, purse snatching, (--------->ortho-feahires)
extortion, armed robbery) (Criterion A6); or force someone into sexual activity (Criterion AT). (--------->meta-confer)
Physical violence may take the form of rape, assault, or, in rare cases, homicide. Deliberate (--------->para-falsely)
destruction of others' property may include deliberate fire setting with the intention of causing (--------->ortho-addictions)
serious damage (Criterion A8) or deliberate destroying of other people's property in (---------->metahasin)
other ways (e.g., smashing car windows, vandalizing school property) (Criterion A9). Acts of (--------->meta-formication)
deceitfulness or theft may include breaking into someone else's house, building, or car (Criterion (--------->para-coincides)
AlO); frequently lying or breaking promises to obtain goods or favors or to avoid debts (---------->orthoconsented)
or obligations (e.g., "conning" other individuals) (Criterion All); or stealing items of nontrivial (--------->para-khadijah)
value without confronting the victim (e.g., shoplifting, forgery, fraud) (Criterion A12). (---------->metaandean)
Individuals with conduct disorder may also frequently commit serious violations of (---------->orthodistinguishes)
rules (e.g., school, parental, workplace). Children with conduct disorder often have a pattern, (--------->ortho-remission)
beginning before age 13 years, of staying out late at night despite parental prohibitions (---------->metacommandeer)
(Criterion A13). Children may also show a pattern of running away from home (---------->meta-deceit)
overnight (Criterion A14). To be considered a symptom of conduct disorder, the running (--------->ortho-windlike)
away must have occurred at least twice (or only once if the individual did not return for a (--------->meta-pastimes)
lengthy period). Runaway episodes that occur as a direct consequence of physical or sexual (--------->meta-disfigurement)
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abuse do not typically qualify for this criterion. Children with conduct disorder may (---------->paradialects)
often be truant from school, beginning prior to age 13 years (Criterion A15). (---------->para-distinctions)
Associated Features Supporting Diagnosis (---------->meta-concordant)
Especially in ambiguous situations, aggressive individuals with conduct disorder frequently (--------->ortho-myeloneuropathy)
misperceive the intentions of others as more hostile and threatening than is the (---------->orthoalopecia)
case and respond with aggression that they then feel is reasonable and justified. Personality (--------->meta-morbidity)
features of trait negative emotionality and poor self-control, including poor frustration (---------->metahumility)
tolerance, irritability, temper outbursts, suspiciousness, insensitivity to punishment, (---------->parastrives)
thrill seeking, and recklessness, frequently co-occur with conduct disorder. Substance (---------->orthocompromises)
misuse is often an associated feature, particularly in adolescent females. Suicidal ideation, (--------->para-acculturative)
suicide attempts, and completed suicide occur at a higher-than-expected rate in individuals (--------->para-devising)
with conduct disorder. (---------->ortho-estranged)
Prevalence (---------->para-psychometric)
One-year population prevalence estimates range from 2% to more than 10%, with a median (--------->meta-deceiving)
of 4%. The prevalence of conduct disorder appears to be fairly consistent across various (--------->ortho-sibilants)
countries that differ in race and ethnicity. Prevalence rates rise from childhood to adolescence (--------->ortho-alina)
and are higher among males than among females. Few children with impairing conduct (---------->parasensitization)
disorder receive treatment. (---------->para-ssri)
Development and Course (---------->meta-vehicular)
The onset of conduct disorder may occur as early as the preschool years, but the first significant (--------->ortho-quantified)
symptoms usually emerge during the period from middle childhood through (---------->para-imable)
middle adolescence. Oppositional defiant disorder is a common precursor to the childhood- (--------->meta-etrator)
onset type of conduct disorder. Conduct disorder may be diagnosed in adults, however, (---------->orthomarries)
symptoms of conduct disorder usually emerge in childhood or adolescence, and (---------->para-dilip)
onset is rare after age 16 years. The course of conduct disorder after onset is variable. In a (--------->ortho-engrossed)
majority of individuals, the disorder remits by adulthood. Many individuals with conduct (---------->orthomonogamous)
disorder—particularly those with adolescent-onset type and those with few and milder (---------->metacongruent)
symptoms—achieve adequate social and occupational adjustment as adults. However, the (--------->ortho-anticholinergics)
early-onset type predicts a worse prognosis and an increased risk of criminal behavior, (---------->metainstitutionalized)
conduct disorder, and substance-related disorders in adulthood. Individuals with conduct (--------->ortho-nonparental)
disorder are at risk for later mood disorders, anxiety disorders, posttraumatic stress disorder, (--------->ortho-defidt)
impulse-control disorders, psychotic disorders, somatic symptom disorders, and (---------->paradryness)
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substance-related disorders as adults. (---------->ortho-riecher)
Symptoms of the disorder vary with age as the individual develops increased physical (---------->metaainslie)
strength, cognitive abilities, and sexual maturity. Symptom behaviors that emerge first (---------->metamariarme)
tend to be less serious (e.g., lying, shoplifting), whereas conduct problems that emerge last (--------->para-mcnulty)
tend to be more severe (e.g., rape, theft while confronting a victim). However, there are (---------->metaderringer)
wide differences among individuals, with some engaging in the more damaging behaviors (--------->meta-restrooms)
at an early age (which is predictive of a worse prognosis). When individuals with conduct (--------->ortho-petry)
disorder reach adulthood, symptoms of aggression, property destruction, deceitfulness, (---------->metareexposure)
and rule violation, including violence against co-workers, partners, and children, may be exhibited (--------->para-nicasio)
in the workplace and the home, such that antisocial personality disorder may be (---------->para-moffitt)
considered. (---------->ortho-menstruating)
Risk and Prognostic Factors (---------->para-excoriation)
Temperamental. Temperamental risk factors include a difficult undercontrolled infant (---------->orthoamow)
temperament and lower-than-average intelligence, particularly with regard to verbal IQ. (---------->orthoforesight)
Environmental. Family-level risk factors include parental rejection and neglect, inconsistent (--------->para-parahippocampal)
child-rearing practices, harsh discipline, physical or sexual abuse, lack of supervision, (---------->paraaiodolytic)
early institutional living, frequent changes of caregivers, large family size, parental criminality, (--------->para-idealizing)
and certain kinds of familial psychopathology (e.g., substance-related disorders). Community- (--------->para-joelle)
level risk factors include peer rejection, association with a delinquent peer group, (---------->metadirectionless)
and neighborhood exposure to violence. Both types of risk factors tend to be more common (--------->para-nervousness)
and severe among individuals with the childhood-onset subtype of conduct disorder. (---------->orthodisappoint)
Genetic and physiological. Conduct disorder is influenced by both genetic and environmental (--------->ortho-unmask)
factors. The risk is increased in children v^ith a biological or adoptive parent or (---------->parasuspensions)
a sibling with conduct disorder. The disorder also appears to be more common in children (--------->meta-transsexualism)
of biological parents with severe alcohol use disorder, depressive and bipolar disorders, or (--------->ortho-depress)
schizophrenia or biological parents who have a history of ADHD or conduct disorder. (---------->metaraj)
Family history particularly characterizes individuals with the childhood-onset subtype of (---------->orthoseduction)
conduct disorder. Slower resting heart rate has been reliably noted in individuals with (---------->orthocontrasts)
conduct disorder compared with those without the disorder, and this marker is not characteristic (--------->meta-healers)
of any other mental disorder. Reduced autonomic fear conditioning, particularly (---------->metainternationai)
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low skin conductance, is also well documented. However, these psychophysiological findings (--------->ortho-extremities)
are not diagnostic of the disorder. Structural and functional differences in brain areas (---------->parakost)
associated with affect regulation and affect processing, particularly frontotemporal-limbic (--------->ortho-schover)
connections involving the brain's ventral prefrontal cortex and amygdala, have been consistently (--------->para-controiied)
noted in individuals with conduct disorder compared with those without the disorder. (---------->parapatchy)
However, neuroimaging findings are not diagnostic of the disorder. (---------->meta-mcalpine)
Course modifiers. Persistence is more likely for individuals with behaviors that meet (---------->parabrooding)
criteria for the childhood-onset subtype and qualify for the specifier ''with limited prosocial (--------->meta-malevolent)
emotions". The risk that conduct disorder will persist is also increased by co-occurring (---------->metaunrefreshing)
ADHD and by substance abuse. (---------->meta-methylphenidate)
Culture-Related Diagnostic Issues (---------->meta-dominique)
Conduct disorder diagnosis may at times be potentially misapplied to individuals in settings (--------->meta-analgesic)
where patterns of disruptive behavior are viewed as near-normative (e.g., in very (---------->orthoelicited)
threatening, high-crime areas or war zones). Therefore, the context in which the undesirable (--------->ortho-caron)
behaviors have occurred should be considered. (---------->para-potency)
Gender-Related Diagnostic Issues (---------->ortho-neuroplasticity)
Males with a diagnosis of conduct disorder frequently exhibit fighting, stealing, vandalism, (--------->meta-amelioration)
and school discipline problems. Females with a diagnosis of conduct disorder are more likely (--------->para-detrinis)
to exhibit lying, truancy, running away, substance use, and prostitution. Whereas males tend (--------->meta-flack)
to exhibit both physical aggression and relational aggression (behavior that harms social relationships
(---------->para-limbic)
of others), females tend to exhibit relatively more relational aggression. (---------->para-ndetei)
Functional Consequences of Conduct Disorder (---------->meta-dispositions)
Conduct disorder behaviors may lead to school suspension or expulsion, problems in (---------->metagnizes)
work adjustment, legal difficulties, sexually transmitted diseases, unplanned pregnancy, (--------->ortho-ohayon)
and physical injury from accidents or fights. These problems may preclude attendance in (--------->ortho-trichoscopy)
ordinary schools or living in a parental or foster home. Conduct disorder is often associated (--------->ortho-stratigos)
with an early onset of sexual behavior, alcohol use, tobacco smoking, use of illegal (---------->metapsyctiological)
substances, and reckless and risk-taking acts. Accident rates appear to be higher among individuals (--------->meta-gonadotropin)
with conduct disorder compared with those without the disorder. These functional (---------->metagagandeep)
consequences of conduct disorder may predict health difficulties when individuals (---------->paraflexion)
reach midlife. It is not uncommon for individuals with conduct disorder to come into contact (--------->meta-schwarzenbart)
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with the criminal justice system for engaging in illegal behavior. Conduct disorder is (---------->metaacquaintance)
a common reason for treatment referral and is frequently diagnosed in mental health facilities (--------->meta-misinterpretation)
for children, especially in forensic practice. It is associated with impairment that is (---------->orthoscalco)
more severe and chronic than that experienced by other clinic-referred children. (---------->parareactivity)
Differential Diagnosis (---------->ortho-intravaginal)
Oppositional defiant disorder. Conduct disorder and oppositional defiant disorder are (---------->paramort)
both related to symptoms that bring the individual in conflict with adults and other authority (--------->meta-manias)
figures (e.g., parents, teachers, work supervisors). The behaviors of oppositional (---------->meta-ggt)
defiant disorder ^re typically of a less severe nature than those of individuals with conduct (--------->para-groen)
disorder and do not include aggression toward individuals or animals, destruction of (---------->metakavitha)
property, or a pattern of theft or deceit. Furthermore, oppositional defiant disorder includes (--------->para-txco)
problems of emotional dysregulation (i.e., angry and irritable mood) that are not included (--------->para-mmhg)
in the definition of conduct disorder. When criteria are met for both oppositional (---------->para-ivliid)
defiant disorder and conduct disorder, both diagnoses can be given. (---------->ortho-nihilistic)
Attention-deficit/hyperactivity disorder. Although children with ADHD often exhibit (---------->paraiterations)
hyperactive and impulsive behavior that may be disruptive, this behavior does not by itself (--------->para-vego)
violate societal norms or the rights of others and therefore does not usually meet criteria (---------->paraoccasioning)
for conduct disorder. When criteria are met for both ADHD and conduct disorder, both (---------->orthosleepiness)
diagnoses should be given. (---------->ortho-kyofu)
Depressive and bipolar disorders. Irritability, aggression, and conduct problems can (---------->orthoegocentric)
occur in children or adolescents with a major depressive disorder, a bipolar disorder, or (---------->orthoalphasynuclein)
disruptive mood dysregulation disorder. The behaviorial problems associated with these (---------->paraussler)
mood disorders can usually be distinguished from the pattern of conduct problems seen in (--------->ortho-harming)
conduct disorder based on their course. Specifically, persons with conduct disorder will (---------->ortholevenson)
display substantial levels of aggressive or non-aggressive conduct problems during periods (--------->meta-shambhavi)
in which there is no mood disturbance, either historically (i.e., a history of conduct (---------->orthounnatural)
problems predating the onset of the mood disturbance) or concurrently (i.e., display of (---------->metabereaved)
some conduct problems that are premeditated and do not occur during periods of intense (--------->ortho-temperament)
emotional arousal). In those cases in which criteria for conduct disorder and a mood disorder (--------->para-arousing)
are met, both diagnoses can be given. (---------->meta-curt)
Intermittent explosive disorder. Both conduct disorder and intermittent explosive disorder (--------->meta-perpetrator)
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involve high rates of aggression. However, the aggression in individuals with intermittent (--------->meta-preteens)
explosive disorder is limited to impulsive aggression and is not premeditated, and (---------->parakircanski)
it is not committed in order to achieve some tangible objective (e.g., money, power, intimidation). (--------->meta-baum)
Also, the definition of intermittent explosive disorder does not include the nonaggressive (---------->paratransurethral)
symptoms of conduct disorder. If criteria for both disorders are met, the diagnosis (---------->metacowardly)
of intermittent explosive disorder should be given only when the recurrent impulsive (---------->orthoempathie)
aggressive outbursts warrant independent clinical attention. (---------->para-aaidd)
Adjustment disorders. The diagnosis of an adjustment disorder (with disturbance of conduct (--------->ortho-horowitz)
or with mixed disturbance of emotions and conduct) should be considered if clinically (---------->orthoborderline)
significant conduct problems that do not meet the criteria for another specific disorder develop (--------->ortho-succinct)
in clear association with the onset of a psychosocial stressor and do not resolve within (---------->paramodifiers)
6 months of the termination of the stressor (or its consequences). Conduct disorder is diagnosed (--------->meta-khatchikian)
only when the conduct problems represent a repetitive and persistent pattern that is (---------->metaworkbased)
associated with impairment in social, academic, or occupational functioning. (---------->meta-hackett)
Comorbidity (---------->meta-cushing)
ADHD and oppositional defiant disorder are both common in individuals with conduct (---------->orthononpurposive)
disorder, and this comorbid presentation predicts worse outcomes. Individuals who show (--------->ortho-pggdiriq)
the personality features associated with antisocial personality disorder often violate the (---------->metaparietal)
basic rights of others or violate major age-appropriate societal norms, and as a result their (--------->ortho-weekdays)
pattern of behavior often meets criteria for conduct disorder. Conduct disorder may also (---------->paraphobia)
co-occur with one or more of the following mental disorders: specific learning disorder, (---------->paraintrauterine)
anxiety disorders, depressive or bipolar disorders, and substance-related disorders. Academic (--------->ortho-highattention)
achievement, particularly in reading and other verbal skills, is often below the level (---------->paraaffectionate)
expected on the basis of age and intelligence and may justify the additional diagnosis of (--------->ortho-yoder)
specific learning disorder or a communication disorder. (---------->ortho-subacutely)
Antisocial Personality Disorder (---------->meta-gitlin)
Criteria and text for antisocial personality disorder can be found in the chapter ''Personality (--------->meta-flamboyance)
Disorders." Because this disorder is closely connected to the spectrum of "externalizing" (--------->meta-inadequately)
conduct disorders in this chapter, as well as to the disorders in the adjoining chapter (---------->orthodysmo)
Substance-Related and Addictive Disorders, it is dual coded here as well as in the chapter (--------->ortho-skepticism)
Personality Disorders. (---------->para-leukocytosis)
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Pyromania (---------->ortho-unfairly)
Diagnostic Criteria 312.33 (F63.1) (---------->meta-memorization)
A. Deliberate and purposeful fire setting on more than one occasion. (---------->para-bothersome)
B. Tension or affective arousal before the act. (---------->para-anosognosia)
C. Fascination with, interest in, curiosity about, or attraction to fire and its situational contexts (--------->meta-ocd)
(e.g., paraphernalia, uses, consequences). (---------->para-effacing)
D. Pleasure, gratification, or relief when setting fires or when witnessing or participating (---------->orthomicka)
in their aftermath. (---------->para-auras)
E. The fire setting is not done for monetary gain, as an expression of sociopolitical ideology, (--------->meta-inhalants)
to conceal criminal activity, to express anger or vengeance, to improve one’s living (---------->orthoborges)
circumstances, in response to a delusion or hallucination, or as a result of impaired (---------->paraoverdiagnose)
judgment (e.g., in major neurocognitive disorder, intellectual disability [intellectual developmental (--------->meta-nunez)
disorder], substance intoxication). (---------->ortho-nyhan)
F. The fire setting is not better explained by conduct disorder, a manic episode, or antisocial (--------->para-kruse)
personality disorder. (---------->ortho-belittle)
Diagnostic Features (---------->para-ahson)
The essential feature of pyromania is the presence of multiple episodes of deliberate and (--------->para-acuteness)
purposeful fire setting (Criterion A). Individuals with this disorder experience tension or affective (--------->para-opisthotonus)
arousal before setting a fire (Criterion B). There is a fascination with, interest in, curiosity (--------->ortho-heightened)
about, or attraction to fire and its situational contexts (e.g., paraphernalia, uses, (---------->paracarmody)
consequences) (Criterion C). Individuals with this disorder are often regular "watchers" at (--------->meta-repetitions)
fires in their neighborhoods, may set off false alarms, and derive pleasure from institutions, (--------->meta-comorbidly)
equipment, and personnel associated with fire. They may spend time at the local fire department, (--------->meta-incapacitation)
set fires to be affiliated with the fire department, or even become firefighters. Individuals (---------->parasequentially)
with this disorder experience pleasure, gratification, or relief when setting the fire, (---------->metabeckner)
witnessing its effects, or participating in its aftermath (Criterion D). The fire setting is not (--------->ortho-vocalizations)
done for monetary gain, as an expression of sociopolitical ideology, to conceal criminal activity, (--------->meta-tiefer)
to express anger or vengeance, to improve one's living circumstances, or in response (---------->paramillar)
to a delusion or a hallucination (Criterion E). The fire setting does not result from impaired (--------->meta-solanto)
judgment (e.g., in major neurocognitive disorder or intellectual disability [intellectual developmental (--------->meta-phonological)
disorder]). The diagnosis is not made if the fire setting is better explained by conduct (---------->parameisl)
disorder, a manic episode, or antisocial personality disorder (Criterion F). (---------->paraunderestimates)
Associated Features Supporting Diagnosis (---------->meta-hospitalization)
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Individuals with pyromania may make considerable advance preparation for starting a (---------->metaairway)
fire. They may be indifferent to the consequences to life or property caused by the fire, or (--------->ortho-mckhann)
they may derive satisfaction from the resulting property destruction. The behaviors may (---------->parasuperstitions)
lead to property damage, legal consequences, or injury or loss of life to the fire setter or to (--------->para-distracting)
others. Individuals who impulsively set fires (who may or may not have pyromania) often (--------->para-characterizes)
have a current or past history of alcohol use disorder. (---------->para-pronouncing)
Prevalence (---------->ortho-eeks)
The population prevalence of pyromania is not known. The lifetime prevalence of fire setting, (--------->ortho-klyman)
which is just one component of pyromania and not sufficient for a diagnosis by itself, (---------->parapangs)
was reported as 1.13% in a population sample, but the most common comorbidities were (--------->para-inaccuracy)
antisocial personality disorder, substance use disorder, bipolar disorder, and pathological (--------->meta-hairstyles)
gambling (gambling disorder). In contrast, pyromania as a primary diagnosis appears to (---------->parabehaving)
be very rare. Among a sample of persons reaching the criminal system with repeated fire (--------->ortho-unappreciated)
setting, only 3.3% had symptoms that met full criteria for pyromania. (---------->meta-apneic)
Development and Course (---------->ortho-superstitious)
There are insufficient data to establish a typical age at onset of pyromania. The relationship (--------->ortho-ascribe)
between fire setting in childhood and pyromania in adulthood has not been documented. (--------->meta-cormecting)
In individuals with pyromania, fire-setting incidents are episodic and may wax (---------->meta-lebeau)
and wane in frequency. Longitudinal course is unknown. Although fire setting is a major (---------->orthokoblin)
problem in children and adolescents (over 40% of those arrested for arson offenses in the (--------->para-ntiptoms)
United States are younger than 18 years), pyromania in childhood appears to be rare. Juvenile (--------->ortho-adriana)
fire setting is usually associated with conduct disorder, attention-deficit/hyperactivity (---------->metamormons)
disorder, or an adjustment disorder. (---------->ortho-cued)
Gender-Related Diagnostic issues (---------->meta-hypermetabolism)
Pyromania occurs much more often in males, especially those with poorer social skills and (--------->meta-widowed)
learning difficulties. (---------->para-prudence)
Differential Diagnosis (---------->ortho-methadone)
Other causes of intentional fire setting. It is important to rule out other causes of fire (---------->metastereotyping)
setting before giving the diagnosis of pyromania. Intentional fire setting may occur for (---------->parageffen)
profit, sabotage, or revenge; to conceal a crime; to make a political statement (e.g., an act of (--------->para-moaning)
terrorism or protest); or to attract attention or recognition (e.g., setting a fire in order to discover (--------->ortho-recede)
it and save the day). Fire setting may also occur as part of developmental experimentation (--------->para-gambles)
in childhood (e.g., playing with matches, lighters, or fire). (---------->meta-fluencies)
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Other mental disorders. A separate diagnosis of pyromania is not given when fire setting (--------->para-relapses)
occurs as part of conduct disorder, a manic episode, or antisocial personality disorder, (---------->metacovariation)
or if it occurs in response to a delusion or a hallucination (e.g., in schizophrenia) or is attributable (--------->para-mogels)
to the physiological effects of another medical condition (e.g., epilepsy). The diagnosis (---------->paracataplexy)
of pyromania should also not be given when fire setting results from impaired (---------->orthokoenigsberg)
judgment associated with major neurocognitive disorder, intellectual disability, or substance (--------->ortho-hypokalemia)
intoxication. (---------->para-manifested)
Comorbidity (---------->ortho-ina)
There appears to be a high co-occurrence of substance use disorders, gambling disorder, (--------->ortho-pharmacokinetic)
depressive and bipolar disorders, and other disruptive, impulse-control, and conduct disorders (--------->ortho-penectomy)
with pyromania. (---------->ortho-hollowed)
Kleptomania (---------->ortho-tonal)
Diagnostic Criteria 312.32 (F63.3) (---------->ortho-mannerism)
A. Recurrent failure to resist impulses to steal objects tliat are not needed for personal (---------->metaethnocultural)
use or for their monetary value. (---------->ortho-maust)
B. Increasing sense of tension immediately before committing the theft. (---------->ortho-reframing)
C. Pleasure, gratification, or relief at the time of committing the theft. (---------->meta-falsification)
D. The stealing is not committed to express anger or vengeance and is not in response (---------->orthocomprehend)
to a delusion or a hallucination. (---------->meta-swallowed)
E. The stealing is not better explained by conduct disorder, a manic episode, or antisocial (--------->para-coercion)
personality disorder. (---------->ortho-traumas)
Diagnostic Features (---------->meta-dinnitris)
The essential feature of kleptomania is the recurrent failure to resist impulses to steal items (--------->para-suppressant)
even though the items are not needed for personal use or for their monetary value (Criterion (--------->para-unwillingness)
A). The individual experiences a rising subjective sense of tension before the theft (Criterion B) (--------->ortho-defecating)
and feels pleasure, gratification, or relief when committing the theft (Criterion C). The stealing (--------->ortho-overconfidence)
is not committed to express anger or vengeance, is not done in response to a delusion or hallucination
(---------->ortho-tendencies)
(Criterion D), and is not better explained by conduct disorder, a manic episode, or (---------->metaambivalence)
antisocial personality disorder (Criterion E). The objects are stolen despite the fact that they are (--------->meta-ventricles)
typically of little value to the individual, who could have afforded to pay for them and often (--------->ortho-unresponsive)
gives them away or discards them. Occasionally the individual may hoard the stolen objects or (--------->para-pedaling)
surreptitiously return them. Although individuals with this disorder will generally avoid (---------->metaselfreported)
stealing when immediate arrest is probable (e.g., in full view of a police officer), they usually (--------->para-bluvshtein)
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do not preplan the thefts or fully take into account the chances of apprehension. The stealing is (--------->meta-othena)
done without assistance from, or collaboration with, others. (---------->meta-clozapine)
Associated Features Supporting Diagnosis (---------->meta-christianson)
Individuals with kleptomania typically attempt to resist the impulse to steal, and they are (---------->metaanalgesic)
aware that the act is wrong and senseless. The individual frequently fears being apprehended (--------->ortho-oversleeping)
and often feels depressed or guilty about the thefts. Neurotransmitter pathways (---------->ortho-rosara)
associated with behavioral addictions, including those associated with the serotonin, dopamine, (--------->para-empirically)
and opioid systems, appear to play a role in kleptomania as well. (---------->ortho-nathalie)
Prevalence (---------->para-sugary)
Kleptomania occurs in about 4%-24% of individuals arrested for shoplifting. Its prevalence (--------->meta-cheyne)
in the general population is very rare, at approximately 0.3%-0.6%. Females outnumber (---------->paramalat)
males at a ratio of 3:1. (---------->meta-tgcl)
Development and Course (---------->ortho-gaf)
Age at onset of kleptomania is variable, but the disorder often begins in adolescence. However, (--------->meta-raffa)
the disorder may begin in childhood, adolescence, or adulthood, and in rare cases (---------->metapalliation)
in late adulthood. There is little systematic information on the course of kleptomania, but (--------->ortho-numbing)
three typical courses have been described: sporadic with brief episodes and long periods (--------->para-perforation)
of remission; episodic with protracted periods of stealing and periods of remission; and (---------->metadebility)
chronic with some degree of fluctuation. The disorder may continue for years, despite (---------->metaintimacy)
multiple convictions for shoplifting. (---------->meta-magenis)
Risk and Prognostic Factors (---------->meta-eroticized)
Genetic and physiological. There are no controlled family history studies of kleptomania. (--------->meta-lapses)
However, first-degree relatives of individuals with kleptomania may have higher (---------->orthoantisocial)
rates of obsessive-compulsive disorder than the general population. There also appears to (--------->ortho-pertains)
be a higher rate of substance use disorders, including alcohol use disorder, in relatives of (--------->para-greenhut)
individuals with kleptomania than in the general population. (---------->para-attenuated)
Functionai Consequences of Kleptomania (---------->meta-psg)
The disorder may cause legal, family, career, and personal difficulties. (---------->para-coinciding)
Differentiai Diagnosis (---------->para-nown)
Ordinaiy theft. Kleptomania should be distinguished from ordinary acts of theft or (---------->parashortening)
shoplifting. Ordinary theft (whether planned or impulsive) is deliberate and is motivated (---------->metablacking)
by the usefulness of the object or its monetary worth. Some individuals, especially adolescents, (--------->meta-professed)
may also steal on a dare, as an act of rebellion, or as a rite of passage. The diagnosis (---------->paranida)
is not made unless other characteristic features of kleptomania are also present. Kleptomania (--------->meta-disinhibition)
is exceedingly rare, whereas shoplifting is relatively common. (---------->ortho-polysomnographie)
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Malingering. In malingering, individuals may simulate the symptoms of kleptomania to (---------->parastagnation)
avoid criminal prosecution. (---------->meta-discarding)
Antisocial personality disorder and conduct disorder. Antisocial personality disorder (---------->metakish)
and conduct disorder are distinguished from kleptomania by a general pattern of antisocial (--------->ortho-pfeffer)
behavior. (---------->meta-outbursts)
Manic episodes, psychotic episodes, and major neurocognitive disorder. Kleptomania (---------->metakatzman)
should be distinguished from intentional or inadvertent stealing that may occur during a (---------->pararett)
manic episode, in response to delusions or hallucinations (as in, e.g., schizophrenia), or as (--------->ortho-incontrovertible)
a result of a major neurocognitive disorder. (---------->meta-mohamed)
Comorbidity (---------->meta-markedly)
Kleptomania may be associated with compulsive buying as well as with depressive and (---------->metasecondhand)
bipolar disorders (especially major depressive disorder), anxiety disorders, eating disorders (--------->meta-bvo)
(particularly bulimia nervosa), personality disorders, substance use disorders (especially (--------->meta-preferring)
alcohol use disorder), and other disruptive, impulse-control, and conduct disorders. (---------->metaarianna)
Other Specified Disruptive, Impulse-Control, (---------->meta-metachromatic)
and Conduct Disorder (---------->para-conrmion)
312.89 (F91.8) (---------->ortho-hypogonadism)
This category applies to presentations in which symptoms characteristic of a disruptive, (---------->orthocooperstein)
impulse-control, and conduct disorder that cause clinically significant distress or impairment (--------->meta-axillary)
in social, occupational, or other important areas of functioning predominate but do (---------->paraconstellations)
not meet the full criteria for any of the disorders in the disruptive, impulse-control, and conduct (--------->ortho-nonhallucinogen)
disorders diagnostic class. The other specified disruptive, impulse-control, and conduct (---------->metamitigating)
disorder category is used in situations in which the clinician chooses to communicate (---------->metafeldman)
the specific reason that the presentation does not meet the criteria for any specific disruptive, (--------->ortho-polysubstance)
impulse-control, and conduct disorder. This is done by recording “other specified disruptive, (--------->meta-almeida)
impulse-control, and conduct disorder” followed by the specific reason (e.g., (---------->ortho-muppa)
“recurrent behavioral outbursts of insufficient frequency”). (---------->meta-depressant)
Unspecified Disruptive, Impulse-Control, (---------->meta-deference)
and Conduct Disorder (---------->para-lessened)
312.9 (F91.9) (---------->para-egregious)
This category applies to presentations in which symptoms characteristic of a disruptive, (---------->paracols)
impulse-control, and conduct disorder that cause clinically significant distress or impairment (--------->para-cardasis)
in social, occupational, or other important areas of functioning predominate but do (---------->metainvestigational)
not meet the full criteria for any of the disorders in the disruptive, impulse-control, and conduct (--------->meta-mirrored)
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disorders diagnostic class. The unspecified disruptive, impulse-control, and conduct (---------->paragizzi)
disorder category is used in situations in which the clinician chooses not to specify the reason (--------->meta-lymphocytes)
that the criteria are not met for a specific disruptive, impulse-control, and conduct disorder, (--------->meta-witnessing)
and includes presentations in which there is insufficient information to mal<e a more (---------->metamagenis)
specific diagnosis (e.g., in emergency room settings). (---------->para-cassandra)
Substance-Related and (---------->para-struble)
Addictive Disorders (---------->ortho-hysterectomy)
T h e SUbStSnCG-rGlâtGCl disorders encompass 10 separate classes of drugs: alcohol; (--------->ortho-resection)
caffeine; cannabis; hallucinogens (with separate categories for phencyclidine [or similarly (--------->ortho-inferences)
acting arylcyclohexylamines] and other hallucinogens); inhalants; opioids; (---------->para-reoccur)
sedatives, hypnotics, and anxiolytics; stimulants (amphetamine-type substances, cocaine, (--------->ortho-slurs)
and other stimulants); tobacco; and other (or unknown) substances. These 10 classes are (--------->ortho-methyltransferase)
not fully distinct. All drugs that are taken in excess have in common direct activation of (---------->orthohairdresser)
the brain reward system, which is involved in the reinforcement of behaviors and the production (--------->ortho-boyarsky)
of memories. They produce such an intense activation of the reward system that (---------->ortholevamisole)
normal activities may be neglected. Instead of achieving reward system activation (---------->para-osiol)
through adaptive behaviors, drugs of abuse directly activate the reward pathways. The (---------->paraivloderate)
pharmacological mechanisms by which each class of drugs produces reward are different, (--------->ortho-nondaily)
but the drugs typically activate the system and produce feelings of pleasure, often referred (--------->para-histrionic)
to as a ''high." Furthermore, individuals with lower levels of self-control, which (---------->parapolymorphisms)
may reflect impairments of brain inhibitory mechanisms, may be particularly predisposed (--------->meta-tiptoes)
to develop substance use disorders, suggesting that the roots of substance use disorders (--------->meta-prolong)
for some persons can be seen in behaviors long before the onset of actual substance use (--------->meta-remorse)
itself. (---------->ortho-stadler)
In addition to the substance-related disorders, this chapter also includes gambling disorder, (--------->ortho-gamblers)
reflecting evidence that gambling behaviors activate reward systems similar to (---------->paradehydration)
those activated by drugs of abuse and produce some behavioral symptoms that appear (---------->metaautistic)
comparable to those produced by the substance use disorders. Other excessive behavioral (--------->meta-symptomatically)
patterns, such as Internet gaming, have also been described, but the research on these and (--------->ortho-irritable)
other behavioral syndromes is less clear. Thus, groups of repetitive behaviors, which some (--------->para-intractable)
term behavioral addictions, with such subcategories as "sex addiction," "exercise addiction," (--------->meta-nonambulatory)
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or "shopping addiction," are not included because at this time there is insufficient peer-reviewed (--------->para-signifying)
evidence to establish the diagnostic criteria and course descriptions needed to (---------->ortho-remitted)
identify these behaviors as mental disorders. (---------->ortho-rhesa)
The substance-related disorders are divided into two groups: substance use disorders (---------->metamckean)
and substance-induced disorders. The following conditions may be classified as substance- (--------->meta-compounding)
induced: intoxication, withdrawal, and other substance/medication-induced mental (---------->orthodiscontent)
disorders (psychotic disorders, bipolar and related disorders, depressive disorders, (---------->orthotopography)
anxiety disorders, obsessive-compulsive and related disorders, sleep disorders, sexual dysfunctions, (--------->meta-ideation)
delirium, and neurocognitive disorders). (---------->ortho-overstraining)
The current section begins with a general discussion of criteria sets for a substance (---------->orthoparadoxical)
use disorder, substance intoxication and withdrawal, and other substance/medicationinduced (--------->ortho-contrasted)
mental disorders, at least some of which are applicable across classes of substances. (---------->orthoparuresis)
Reflecting some unique aspects of the 10 substance classes relevant to this chapter, (---------->metastic)
the remainder of the chapter is organized by the class of substance and describes their (---------->paraunfocused)
unique aspects. To facilitate differential diagnosis, the text and criteria for the remaining (---------->metahtv)
substance/medication-induced mental disorders are included with disorders with which (---------->orthopostmenses)
they share phenomenology (e.g., substance/medication-induced depressive disorder is in (--------->para-inordinate)
the chapter "Depressive Disorders"). The broad diagnostic categories associated with each (--------->meta-moth)
specific group of substances are shown in Table 1. (---------->para-cranium)
o 8 (---------->para-feltrup)
III (---------->ortho-ventilatory)
m< (---------->meta-neurobiology)
X X X (---------->para-caywood)
X (---------->meta-exploitative)
X X (---------->para-dysthymic)
X X (---------->ortho-kieine)
X X (---------->ortho-misunderstanding)
X X X (---------->meta-iol)
X X X (---------->ortho-greenspan)
1 (---------->para-unsanitary)
I (---------->ortho-culty)
Ö (---------->meta-anatomic)
f (---------->ortho-detectable)
9 (---------->para-exacerbation)
I (---------->meta-dilated)
X (---------->meta-fleisher)
I (---------->meta-indisposition)
I (---------->ortho-oxycodone)
5 JS bo 's (---------->ortho-irresponsibility)
Plh (---------->ortho-reproducible)
X X X (---------->meta-sherrie)
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X (---------->ortho-climbs)
¦ ^S3 Î(J (---------->meta-affectivity)
I ^ ·? g -2 3 (---------->ortho-hinders)
? 'S X . ^ · ^ CU ^ ?? (---------->para-elia)
X (---------->para-liaisons)
X X X (---------->para-psychogenic)
r (---------->meta-nongoal)
Bill (---------->meta-intrusiveness)
b j: S (---------->para-knaust)
W (---------->meta-cavazos)
Substance-Related Disorders (---------->meta-polymorphism)
Substance Use Disorders (---------->para-overconcrete)
Features (---------->ortho-healers)
The essential feature of a substance use disorder is a cluster of cognitive, behavioral, and (--------->para-humpreys)
physiological symptoms indicating that the individual continues using the substance despite (--------->meta-ponder)
significant substance-related problems. As seen in Table 1, the diagnosis of a substance (--------->para-pinpoint)
use disorder can be applied to all 10 classes included in this chapter except caffeine. (---------->orthobridged)
For certain classes some symptoms are less salient, and in a few instances not all symptoms (--------->meta-radov)
apply (e.g., withdrawal symptoms are not specified for phencyclidine use disorder, other (---------->parasingly)
hallucinogen use disorder, or inhalant use disorder). (---------->meta-overpreparing)
An important characteristic of substance use disorders is an underlying change in brain circuits (--------->meta-generaiized)
that may persist beyond detoxification, particularly in individuals with severe disorders. (---------->metasidetracked)
The behavioral effects of these brain changes may be exhibited in the repeated relapses and intense (--------->meta-incontrovertible)
drug craving when the individuals are exposed to drug-related stimuli. These persistent (---------->paraaffectwity)
drug effects may benefit from long-term approaches to treatment. (---------->ortho-bowden)
Overall, the diagnosis of a substance use disorder is based on a pathological pattern of (---------->parasimplistic)
behaviors related to use of the substance. To assist with organization. Criterion A criteria can (--------->ortho-drowsiness)
be considered to fit within overall groupings of impaired control, social impairment, risky use, (--------->ortho-hirsute)
and pharmacological criteria. Impaired control over substance use is the first criteria grouping (--------->para-rechallenged)
(Criteria 1-4). The individual may take the substance in larger amounts or over a longer period (--------->ortho-meandering)
than was originally intended (Criterion 1). The individual may express a persistent desire (--------->ortho-metimes)
to cut down or regulate substance use and may report multiple unsuccessful efforts to (---------->parainterplay)
decrease or discontinue use (Criterion 2). The individual may spend a great deal of time obtaining (--------->para-issa)
the substance, using the substance, or recovering from its effects (Criterion 3). In (---------->orthosubtopic)
some instances of more severe substance use disorders, virtually all of the individual's daily (--------->ortho-subdural)
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activities revolve around the substance. Craving (Criterion 4) is manifested by an intense desire (--------->meta-intravenously)
or urge for the drug that may occur at any time but is more likely when in an environment (--------->ortho-addictions)
where the drug previously was obtained or used. Craving has also been shown to (---------->metadisparagingly)
involve classical conditioning and is associated with activation of specific reward structures (--------->meta-reexperiencing)
in the brain. Craving is queried by asking if there has ever been a time when they had such (--------->para-amgricsn)
strong urges to take the drug that they could not think of anything else. Current craving is often (--------->meta-hymowitz)
used as a treatment outcome measure because it may be a signal of impending relapse. (--------->ortho-obstructive)
Social impairment is the second grouping of criteria (Criteria 5-7). Recurrent substance (---------->metamatney)
use may result in a failure to fulfill major role obligations at work, school, or home (Criterion (--------->meta-racketeers)
5). The individual may continue substance use despite having persistent or recurrent (---------->orthocluff)
social or interpersonal problems caused or exacerbated by the effects of the substance (Criterion (--------->para-exploiting)
6). Important social, occupational, or recreational activities may be given up or reduced (---------->orthoselfdiscipline)
because of substance use (Criterion 7). The individual may withdraw from family (---------->orthooderate)
activities and hobbies in order to use the substance. (---------->meta-oropharynx)
Risky use of the substance is the third grouping of criteria (Criteria 8-9). This may take (---------->orthodormer)
the form of recurrent substance use in situations in which it is physically hazardous (Criterion (--------->ortho-srog)
8). The individual may continue substance use despite knowledge of having a persistent (--------->meta-ineffectiveness)
or recurrent physical or psychological problem that is likely to have been caused or (---------->metainjurious)
exacerbated by the substance (Criterion 9). The key issue in evaluating this criterion is not (--------->para-suris)
the existence of the problem, but rather the individual's failure to abstain from using the (---------->paraamoimt)
substance despite the difficulty it is causing. (---------->meta-grunt)
Pharmacological criteria are the final grouping (Criteria 10 and 11). Tolerance (Criterion (---------->metaadrianne)
10) is signaled by requiring a markedly increased dose of the substance to achieve the (---------->orthonaltrexone)
desired effect or a markedly reduced effect when the usual dose is consumed. The degree (--------->ortho-expend)
to which tolerance develops varies greatly across different individuals as well as across (---------->orthoinsufficiently)
substances and may involve a variety of central nervous system effects. For example, tolerance (--------->meta-colbom)
to respiratory depression and tolerance to sedating and motor coordination may (---------->pararajendran)
develop at different rates, depending on the substance. Tolerance may be difficult to determine (--------->meta-slump)
by history alone, and laboratory tests may be helpful (e.g., high blood levels of the (---------->paraisoenzyme)
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substance coupled with little evidence of intoxication suggest that tolerance is likely). Tolerance (--------->para-klonsky)
must also be distinguished from individual variability in the initial sensitivity to (---------->meta-ehrlich)
the effects of particular substances. For example, some first-time alcohol drinkers show (---------->orthodissipates)
very little evidence of intoxication with three or four drinks, whereas others of similar (---------->metaperelman)
weight and drinking histories have slurred speech and incoordination. (---------->meta-peritraumatic)
Withdrawal (Criterion 11) is a syndrome that occurs when blood or tissue concentrations (--------->ortho-disorderrelated)
of a substance decline in an individual who had maintained prolonged heavy use of (---------->ortho-tric)
the substance. After developing withdrawal symptoms, the individual is likely to consume (--------->meta-reinforcing)
the substance to relieve the symptoms. Withdrawal symptoms vary greatly across (---------->metadissipates)
the classes of substances, and separate criteria sets for withdrawal are provided for the (---------->paralindberg)
drug classes. Marked and generally easily measured physiological signs of withdrawal are (--------->para-weintraub)
common with alcohol, opioids, and sedatives, hypnotics, and anxiolytics. Withdrawal (---------->orthobrandt)
signs and symptoms with stimulants (amphetamines and cocaine), as well as tobacco and (--------->ortho-abrupt)
cannabis, are often present but may be less apparent. Significant withdrawal has not been (--------->meta-anomalous)
documented in humans after repeated use of phencyclidine, other hallucinogens, and inhalants; (--------->para-addipossible)
therefore, this criterion is not included for these substances. Neither tolerance nor (---------->orthotricycle)
withdrawal is necessary for a diagnosis of a substance use disorder. However, for most (---------->paraiatrogenic)
classes of substances, a past history of withdrawal is associated with a more severe clinical (--------->meta-startle)
course (i.e., an earlier onset of a substance use disorder, higher levels of substance intake, (--------->ortho-jobes)
and a greater number of substance-related problems). (---------->meta-dysrinction)
Symptoms of tolerance and withdrawal occurring during appropriate medical treatment (---------->metahypercarotenemia)
with prescribed medications (e.g., opioid analgesics, sedatives, stimulants) are specifically (--------->para-dyssocial)
not counted when diagnosing a substance use disorder. The appearance of normal, (---------->metajaime)
expected pharmacological tolerance and withdrawal during the course of medical treatment (--------->ortho-verheul)
has been known to lead to an erroneous diagnosis of "addiction" even when these (---------->metaimpractical)
were the only symptoms present. Individuals whose only symptoms are those that occur (--------->meta-anorectal)
as a result of medical treatment (i.e., tolerance and withdrawal as part of medical care (---------->paravalence)
when the medications are taken as prescribed) should not receive a diagnosis solely on the (--------->meta-wernicke)
basis of these symptoms. However, prescription medications can be used inappropriately, (--------->ortho-gestural)
and a substance use disorder can be correctly diagnosed when there are other symptoms (--------->para-articulatory)
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of compulsive, drug-seeking behavior. (---------->para-blurred)
Severity and Specifiers (---------->meta-controiied)
Substance use disorders occur in a broad range of severity, from mild to severe, with severity (--------->ortho-gherman)
based on the number of symptom criteria endorsed. As a general estimate of severity, (---------->paradiffidence)
a mild substance use disorder is suggested by the presence of two to three symptoms, (---------->metawfeeks)
moderate by four to five symptoms, and severe by six or more symptoms. Changing severity (--------->meta-piven)
across time is also reflected by reductions or increases in the frequency and/or dose of (---------->orthocatered)
substance use, as assessed by the individual's own report, report of knowledgeable others, (--------->ortho-amplifying)
clinician's observations, and biological testing. The following course specifiers and descriptive (--------->ortho-misrepresentation)
features specifiers are also available for substance use disorders: "in early remission," (---------->parabeckham)
in sustained remission, "on maintenance therapy," and "in a controlled environment." (---------->paranongenital)
Definitions of each are provided within respective criteria sets. (---------->ortho-overconcemed)
Recording Procedures for Substarice Use Disorders (---------->para-noncontact)
\ (---------->ortho-psychopathic)
The clinician should use the code that applies to the class of substances but record the (---------->metataein)
name of the specific substance. For example, the clinician should record 304.10 (F13.20) (--------->para-meghan)
moderate alprazolam use disorder (rather than moderate sedative, hypnotic, or anxiolytic (--------->para-douyon)
use disorder) or 305.70 (F15.10) mild methamphetamine use disorder (rather than mild (---------->paracompulsively)
stimulant use disorder). For substances that do not fit into any of the classes (e.g., anabolic (--------->para-discrepancy)
steroids), the appropriate code for "other substance use disorder" should be used and the (--------->ortho-inattentive)
specific substance indicated (e.g., 305.90 [F19.10] mild anabolic steroid use disorder). If the (--------->ortho-brink)
substance taken by the individual is unknown, the code for the class "other (or unknown)" (--------->ortho-hartlage)
should be used (e.g., 304.90 [F19.20] severe unknown substance use disorder). If criteria (--------->ortho-leoneen)
are met for more than one substance use disorder, all should be diagnosed (e.g., 304.00 (--------->para-spasm)
[FI 1.20] severe heroin use disorder; 304.20 [F14.20] moderate cocaine use disorder). (---------->metadnlm)
The appropriate ICD-IO-CM code for a substance use disorder depends on whether (---------->metagur)
there is a comorbid substance-induced disorder (including intoxication and withdrawal). In (--------->ortho-transvestic)
the above example, the diagnostic code for moderate alprazolam use disorder, F13.20, reflects (--------->meta-devine)
the absence of a comorbid alprazolam-induced mental disorder. Because ICD-IO-CM (---------->metadeprives)
codes for substance-induced disorders indicate both the presence (or absence) and severity (--------->para-sarajbit)
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of the substance use disorder, ICD-IO-CM codes for substance use disorders can be used (--------->para-thunfors)
only in the absence of a substance-induced disorder. See the individual substance-specific (--------->meta-carrizales)
sections for additional coding information. (---------->meta-inadequacy)
Note that the word addiction is not applied as a diagnostic term in this classification, (---------->meta-csf)
although it is in common usage in many countries to describe severe problems related to (--------->meta-androgenic)
compulsive and habitual use of substances. The more neutral term substance use disorder is (--------->ortho-tricycle)
used to describe the wide range of the disorder, from a mild form to a severe state of chronically (--------->meta-rosario)
relapsing, compulsive drug taking. Some clinicians will choose to use the word addiction (--------->meta-spero)
to describe more extreme presentations, but the word is omitted from the official (---------->metanosological)
DSM-5 substance use disorder diagnostic terminology because of its uncertain definition (--------->meta-puzzled)
and its potentially negative connotation. (---------->ortho-paulsen)
Substance-Induced Disorders (---------->para-forgery)
The overall category of substance-induced disorders includes intoxication, withdrawal, (---------->orthoreba)
and other substance/medication-induced mental disorders (e.g., substance-induced psychotic (--------->para-constructions)
disorder, substance-induced depressive disorder). (---------->ortho-psychophysiological)
Substance Intoxication and Withdrawal (---------->meta-timidity)
Criteria for substance intoxication are included within the substance-specific sections of (---------->metaperturbations)
this chapter. The essential feature is the development of a reversible substance-specific (---------->paradepvessive)
syndrome due to the recent ingestion of a substance (Criterion A). The clinically significant (--------->meta-thyroxine)
problematic behavioral or psychological changes associated with intoxication (e.g., belligerence, (--------->meta-stabilizers)
mood lability, impaired judgment) are attributable to the physiological effects of (---------->metapremahire)
the substance on the central nervous system and develop during or shortly after use of the (--------->para-eyetracking)
substance (Criterion B). The symptoms are not attributable to another medical condition (--------->meta-activephase)
and are not better explained by another mental disorder (Criterion D). Substance intoxication (--------->para-aryn)
is common among those with a substance use disorder but also occurs frequently in (---------->metassion)
individuals without a substance use disorder. This category does not apply to tobacco. (---------->paraunexpectedly)
The most common changes in intoxication involve disturbances of perception, wakefulness, (--------->meta-cagigas)
attention, thinking, judgment, psychomotor behavior, and interpersonal behavior. (---------->paravarenicline)
Short-term, or "acute," intoxications may have different signs and symptoms than (---------->metaataxia)
sustained, or "chronic," intoxications. For example, moderate cocaine doses may initially (--------->meta-ncdlb)
produce gregariousness, but social withdrawal may develop if such doses are frequently (--------->meta-tetanus)
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repeated over days or weeks. (---------->meta-palilalia)
When used in the physiological sense, the term intoxication is broader than substance (---------->paraprecipitate)
intoxication as defined here. Many substances may produce physiological or psychological (--------->meta-nontolerant)
changes that are not necessarily problematic. For example, an individual with tachycardia (--------->para-gaskins)
from substance use has a physiological effect, but if this is the only symptom in the (---------->paraciiaracteristics)
absence of problematic behavior, the diagnosis of intoxication would not apply. Intoxication (--------->meta-neurasthenia)
may sometimes persist beyond the time when the substance is detectable in the body. (---------->metagenitally)
This may be due to enduring central nervous system effects, the recovery of which takes (--------->para-sadomasochism)
longer than the time for elimination of the substance. These longer-term effects of intoxication (--------->ortho-reus)
must be distinguished from withdrawal (i.e., symptoms initiated by a decline in (---------->paraprogressed)
blood or tissue concentrations of a substance). (---------->meta-salvatore)
Criteria for substance withdrawal are included within the substance-specific sections of (---------->orthodizziness)
this chapter. The essential feature is the development of a substance-specific problematic behavioral (--------->ortho-triglycerides)
change, with physiological and cognitive concomitants, that is due to the cessation of, (---------->orthoaugmented)
or reduction in, heavy and prolonged substance use (Criterion A). The substance-specific syndrome (--------->ortho-vith)
causes clinically significant distress or impairment in social, occupational, or other important (--------->ortho-incomprehensible)
areas of functioning (Criterion C). The symptoms are not due to another medical (---------->pararepercussions)
condition and are not better explained by another mental disorder (Criterion D). Withdrawal (--------->para-thc)
is usually, but not always, associated with a substance use disorder. Most individuals with (--------->meta-mikula)
withdrawal have an urge to re-administer the substance to reduce the symptoms. (---------->metaavenger)
Route of Administration and Speed of Substance Effects (---------->para-observes)
Routes of administration that produce more rapid and efficient absorption into the bloodstream (--------->para-resolves)
(e.g., intravenous, smoking, intranasal "snorting") tend to result in a more intense (---------->para-curt)
intoxication and an increased likelihood of an escalating pattern of substance use leading (--------->meta-reenactment)
to withdrawal. Similarly, rapidly acting substances are more likely than slower-acting (---------->orthothes)
substances to produce immediate intoxication. (---------->ortho-touchy)
Duration of Effects (---------->ortho-mathematic)
Within the same drug category, relatively short-acting substances tend to have a higher (---------->pararecklessness)
potential for the development of withdrawal than do those with a longer duration of action. (--------->para-raj)
However, longer-acting substances tend to have longer withdrawal duration. The (---------->parachromosomes)
half-life of the substance parallels aspects of withdrawal: the longer the duration of action, (--------->ortho-hyperactiveimpulsive)
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the longer the time between cessation and the onset of withdrawal symptoms and the longer (--------->meta-nonclinical)
the withdrawal duration. In general, the longer the acute withdrawal period, the less (---------->orthocausality)
intense the syndrome tends to be. (---------->para-empathie)
Use of iVluitipie Substances (---------->para-jeopardizing)
Substance intoxication and withdrawal often involve several substances used simultaneously (--------->meta-purging)
or sequentially. In these cases, each diagnosis should be recorded separately. (---------->meta-joines)
Associated Laboratory Findings (---------->ortho-butyl)
Laboratory analyses of blood and urine samples can help determine recent use and the specific (--------->para-repetitions)
substances involved. However, a positive laboratory test result does not by itself indicate that (--------->meta-remorse)
the individual has a pattern of substance use that meets criteria for a substance-induced or substance
(---------->meta-selena)
use disorder, and a negative test result does not by itself rule out a diagnosis. (---------->parahypnagogic)
Laboratory tests can be useful in identifying withdrawal. If the individual presents (---------->meta-rdoc)
with withdrawal from an unknown substance, laboratory tests may help identify the substance (--------->ortho-baum)
and may also be helpful in differentiating withdrawal from other mental disorders. (---------->metawalkup)
In addition, normal functioning in the presence of high blood levels of a substance suggests (--------->para-cranium)
considerakjle tolerance. (---------->para-lowstimulation)
Development and Course (---------->meta-aita)
Individuals ages 18-24 years have relatively high prevalence rates for the use of virtually (--------->ortho-frick)
every substance. Intoxication is usually the initial substance-related disorder and often begins (--------->para-antistreptolysin)
in the teens. Withdrawal can occur at any age as long as the relevant drug has been (---------->metamiriyala)
taken in sufficient doses over an extended period of time. (---------->para-delaney)
Recording Procedures for Intoxication and Withdrawal (---------->ortho-caressing)
The clinician should use the code that applies to the class of substances but record the (---------->metacaregiverchild)
name of the specific substance. For example, the clinician should record 292.0 (F13.239) secobarbital
(---------->ortho-stabilize)
withdrawal (rather than sedative, hypnotic, or anxiolytic withdrawal) or 292.89 (---------->meta-ivlarlcers)
(F15.129) methamphetamine intoxication (rather than stimulant intoxication). Note that (---------->ortholodger)
the appropriate ICD-IO-CM diagnostic code for intoxication depends on whether there is (--------->meta-methylphenidate)
a comorbid substance use disorder. In this case, the F15.129 code for methamphetamine indicates (--------->meta-hypersomnolence)
the presence of a comorbid mild methamphetamine use disorder. If there had been (---------->metaparaphilically)
no comorbid methamphetamine use disorder, the diagnostic code would have been (---------->orthogenitalia)
F15.929. ICD-IO-CM coding rules require that all withdrawal codes imply a comorbid (---------->metaakaka)
moderate to severe substance use disorder for that substance. In the above case, the code (--------->meta-zachary)
for secobarbital withdrawal (F13.239) indicates the comorbid presence of a moderate to severe (--------->ortho-rotting)
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secobarbital use disorder. See the coding note for the substance-specific intoxication (---------->orthopersists)
and withdrawal syndromes for the actual coding options. (---------->meta-tangentiality)
For substances that do not fit into any of the classes (e.g., anabolic steroids), the appropriate (--------->ortho-vocationally)
code for "other substance intoxication" should be used and the specific substance indicated (--------->para-chiefly)
(e.g., 292.89 [F19.929] anabolic steroid intoxication). If the substance taken by the individual is (--------->meta-subtests)
unknown, the code for the class "other (or unknown)" should be used (e.g., 292.89 [F19.929] (--------->meta-virilization)
unknown substance intoxication). If there are symptoms or problems associated with a particular (--------->ortho-uninformed)
substance but criteria are not met for any of the substance-specific disorders, the unspecified (--------->para-atropine)
category can be used (e.g., 292.9 [F12.99] unspecified cannabis-related disorder). (---------->paraworsens)
As noted above, the substance-related codes in ICD-IO-CM combine the substance use disorder (--------->ortho-tricamo)
aspect of the clinical picture and the substance-induced aspect into a single combined (---------->paraelaborated)
code. Thus, if both heroin withdrawal and moderate heroin use disorder are present, the single (--------->ortho-coined)
code FI 1.23 is given to cover both presentations. In ICD-9-CM, separate diagnostic codes (--------->ortho-overlie)
(292.0 and 304.00) are given to indicate withdrawal and a moderate heroin use disorder, respectively.
(---------->meta-ainslie)
See the individual substance-specific sections for additional coding information. (---------->metasclerosus)
Substance/Medication-Induced Mental Disorders (---------->ortho-highattention)
The substance/medication-induced mental disorders are potentially severe, usually temporary, (--------->para-hydroxysteroid)
but sometimes persisting central nervous system (CNS) syndromes that develop (---------->ortho-pilar)
in the context of the effects of substances of abuse, medications, or several toxins. They are (--------->meta-anticonvulsants)
distinguished from the substance use disorders, in which a cluster of cognitive, behavioral, (--------->para-inhale)
and physiological symptoms contribute to the continued use of a substance despite (---------->metaponder)
significant substance-related problems. The substance/medication-induced mental disorders (--------->para-aki)
may be induced by the 10 classes of substances that produce substance use disorders, (--------->ortho-mikula)
or by a great variety of other medications used in medical treatment. Each substanceinduced (--------->para-mareos)
mental disorder is described in the relevant chapter (e.g., "Depressive Disorders," (---------->orthocavendish)
Neurocognitive Disorders), and therefore, only a brief description is offered here. All (---------->orthoselfadministration)
substance/medication-induced disorders share common characteristics. It is important to (--------->meta-desists)
recognize these common features to aid in the detection of these disorders. These features (--------->para-neurologic)
are described as follows: (---------->para-fibrous)
A. The disorder represents a clinically significant symptomatic presentation of a relevant (---------->paraconcussions)
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mental disorder. (---------->para-diagnosing)
B. There is evidence from the history, physical examination, or laboratory findings of (---------->metabaum)
both of the follov^ing: (---------->para-enriches)
1. The disorder developed during or within 1 month of a substance intoxication or (---------->paraventricles)
v^ithdrawal or taking a medication; and (---------->para-maleckoff)
2. The involved substance/medication is capable of producing the mental disorder. (---------->orthomedicai)
C. The disorder is not better explained by an independent mental disorder (i.e., one that is (--------->meta-roblek)
not substance- or medication-induced). Such evidence of an independent mental disorder (--------->ortho-raffa)
could include the following: (---------->ortho-dizzy)
1. The disorder preceded the onset of severe intoxication or withdrawal or exposure (---------->orthooverconnection)
to the medication; or (---------->para-hochang)
2. The full mental disorder persisted for a substantial period of time (e.g., at least 1 month) (--------->meta-inflicts)
after the cessation of acute withdrawal or severe intoxication or taking the medication. (---------->orthoasphyxia)
This criterion does not apply to substance-induced neurocognitive disorders (---------->orthoadmixtures)
or hallucinogen persisting perception disorder, which persist beyond the cessation (---------->orthoparanoia)
of acute intoxication or withdrawal. (---------->ortho-fv)
D. The disorder does not occur exclusively during the course of a delirium. (---------->meta-mina)
E. The disorder causes clinically significant distress or impairment in social, occupational, (--------->meta-scrupulous)
or other important areas of functioning. (---------->para-unwillingness)
Features (---------->ortho-misused)
Some generalizations can be made regarding the categories of substances capable of producing (--------->ortho-sameness)
clinically relevant substance-induced mental disorders. In general, the more sedating (---------->metaandrogenic)
drugs (sedative, hypnotics, or anxiolytics, and alcohol) can produce prominent and clinically (--------->meta-nonnutritive)
significant depressive disorders during intoxication, while anxiety conditions are likely (---------->metaestrangement)
to be observed during withdrawal syndromes from these substances. Also, during intoxication, (--------->meta-pooled)
the more stimulating substances (e.g., amphetamines and cocaine) are likely to be associated (--------->ortho-ravi)
with substance-induced psychotic disorders and substance-induced anxiety (---------->meta-rustling)
disorders, with substance-induced major depressive episodes observed during withdrawal. (--------->meta-decidedly)
Both the more sedating and more stimulating drugs are likely to produce significant but (---------->metamildly)
temporary sleep and sexual disturbances. An overview of the relationship between specific (--------->ortho-dyslexia)
categories of substances and specific psychiatric syndromes is presented in Table 1. (---------->paraabnormai)
The medication-induced conditions include what are often idiosyncratic CNS reactions (---------->paraprosodic)
or relatively extreme examples of side effects for a wide range of medications taken (---------->metaevoke)
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for a variety of medical concerns. These include neurocognitive complications of anesthetics, (--------->meta-evoked)
antihistamines, antihypertensives, and a variety of other medications and toxins (e.g., (---------->paraundesirable)
organophosphates, insecticides, carbon monoxide), as described in the chapter on neurocognitive (--------->meta-suggestive)
disorders. Psychotic syndromes may be temporarily experienced in the context (---------->metabutterfield)
of anticholinergic, cardiovascular, and steroid drugs, as well as during use of stimulantlike (--------->ortho-rationalization)
and depressant-like prescription or over-the-counter drugs. Temporary but severe (---------->orthoerythrophobia)
mood disturbances can be observed with a wide range of medications, including steroids, (--------->meta-camilleri)
antihypertensives, disulfiram, and any prescription or over-the-counter depressant or (---------->orthochemotherapeutic)
stimulant-like substances. A similar range of medications can be associated with temporary (--------->meta-triciiotiiiomania)
anxiety syndromes, sexual dysfunctions, and conditions of disturbed sleep. (---------->ortho-obliquely)
In general, to be considered a substance/medication-induced mental disorder, there (---------->orthowambolt)
must be evidence that the disorder being observed is not likely to be better explained by an (--------->para-cures)
independent mental condition. The latter are most likely to be seen if the mental disorder (--------->ortho-heimberg)
was present before the severe intoxication or withdrawal or medication administration, or, (--------->para-chui)
with the exception of several substance-induced persisting disorders listed in Table 1, continued (--------->ortho-zippers)
more than 1 month after cessation of acute withdrawal, severe intoxication, or use (---------->orthomcglashan)
of the medications. When symptoms are only observed during a delirium (e.g., alcohol (---------->orthodysphagia)
withdrawal del|rium), the mental disorder should be diagnosed as a delirium, and the (---------->orthopooled)
psychiatric syndrome occurring during the delirium should not also be diagnosed separately, (--------->para-leibenluft)
as many symptoms (including disturbances in mood, anxiety, and reality testing) (---------->paramediators)
are commonly seen during agitated, conhised states. The features associated with each relevant (--------->ortho-hypomania)
major mental disorder are similar whether observed with independent or substance/ (---------->metadelaurentis)
medication-induced mental disorders. However, individuals with substance/ (---------->ortho-sedation)
medication-induced mental disorders are likely to also demonstrate the associated features (--------->para-conflicted)
seen with the specific category of substance or medication, as listed in other subsections (--------->ortho-congruent)
of this chapter. (---------->meta-contusion)
Development and Course (---------->para-obstruct)
Substance-induced mental disorders develop in the context of intoxication or withdrawal (---------->paraunl)
from substances of abuse, and medication-induced mental disorders are seen with prescribed (--------->para-relived)
or over-the-counter medications that are taken at the suggested doses. Both conditions (---------->orthoretraumatization)
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are usually temporary and likely to disappear within 1 month or so of cessation of acute (---------->orthointonation)
withdrawal, severe intoxication, or use of the medication. Exceptions to these generalizations (--------->ortho-beckner)
occur for certain long-duration substance-induced disorders: substance-associated (---------->paraundistorted)
neurocognitive disorders that relate to conditions such as alcohol-induced neurocognitive (--------->para-distractibihty)
disorder, inhalant-induced neurocognitive disorder, and sedative-, hypnotic-, or anxiolyticinduced (--------->ortho-misdiagnosing)
neurocognitive disorder; and hallucinogen persisting perception disorder ("flashbacks"; (---------->orthosubtypes)
see the section "Hallucinogen-Related Disorders" later in this chapter). However, (---------->metaconcussions)
most other substance/medication-induced mental disorders, regardless of the severity of (--------->para-flye)
the symptoms, are likely to improve relatively quickly with abstinence and unlikely to remain (--------->meta-unusable)
clinically relevant for more than 1 month after complete cessation of use. (---------->para-caste)
As is true of many consequences of heavy substance use, some individuals are more (---------->parakyphoscoliosis)
and others less prone toward specific substance-induced disorders. Similar types of predispositions (--------->ortho-bloodstream)
may make some individuals more likely to develop psychiatric side effects of (---------->meta-strives)
some types of medications, but not others. However, it is unclear whether individuals (---------->orthotaghizadeh)
with family histories or personal prior histories with independent psychiatric syndromes (---------->orthoatures)
are more likely to develop the induced syndrome once the consideration is made as to (---------->metapessimistic)
whether the quantity and frequency of the substance was sufficient to lead to the development (--------->meta-strangulating)
of a substance-induced syndrome. (---------->ortho-remorse)
There are indications that the intake of substances of abuse or some medications with (---------->orthononusers)
psychiatric side effects in the context of a preexisting mental disorder is likely to result in (--------->meta-ischemia)
an intensification of the preexisting independent syndrome. The risk for substance/medication- (--------->ortho-travails)
induced mental disorders is likely to increase with both the quantity and the frequency (---------->paraefavirenz)
of consumption of the relevant substance. (---------->para-misunderstand)
The symptom profiles for the substance/medication-induced mental disorders resemble (---------->orthosociocultural)
independent mental disorders. While the symptoms of substance/medication-induced (---------->orthocowardly)
mental disorders can be identical to those of independent mental disorders (e.g., (---------->orthoimoortant)
delusions, hallucinations, psychoses, major depressive episodes, anxiety syndromes), and (--------->para-phenocopy)
although they can have the same severe consequences (e.g., suicide), most induced mental (--------->ortho-mahesh)
disorders are likely to improve in a matter of days to weeks of abstinence. (---------->ortho-suman)
The substance/medication-induced mental disorders are an important part of the differential (--------->meta-choosy)
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diagnoses for the independent psychiatric conditions. The importance of recognizing (---------->metaprospectively)
an induced mental disorder is similar to the relevance of identifying the possible (---------->parashortchange)
role of some medical conditions and medication reactions before diagnosing an independent (--------->para-selfdoubts)
mental disorder. Symptoms of substance- and medication-induced mental disorders (---------->orthoccmd)
may be identical cross-sectionally to those of independent mental disorders but have different (--------->para-nonpartner)
treatments and prognoses from the independent condition. (---------->para-willoughby)
Functional Consequences of Substance/Medication- (---------->meta-stump)
Induced Mental Disorders (---------->ortho-disregarding)
The same consequences related to the relevant independent mental disorder (e.g., suicide (--------->ortho-erectiie)
attempts) are likely to apply to the substance/medication-induced mental disorders, but (---------->orthotriphasic)
these are likely to disappear within 1 month after abstinence. Similarly, the same functional (--------->para-predate)
consequences associated with the relevant substance use disorder are likely to be seen (--------->meta-cluff)
for the substance-induced mental disorders. (---------->ortho-morbidity)
Recording Procedures for Substance/Medicationinduced (---------->ortho-hyperparathyroidism)
Mental Disorders (---------->ortho-detrick)
Coding notes and separate recording procedures for ICD-9-CM and ICD-IO-CM codes for (--------->meta-pulmonale)
other specific substance/medication-induced mental disorders are provided in other (---------->metamythical)
chapters of the manual with disorders with which they share phenomenology (see the substance/ (--------->para-crohn)
medication-induced mental disorders in these chapters: '"Schizophrenia Spectrum (---------->metaripartum)
and Other Psychotic Disorders," "Bipolar and Related Disorders," "Depressive Disorders," (--------->para-burnout)
Anxiety Disorders, "Obsessive-Compulsive and Related Disorders," "Sleep- (---------->ortho-martyrdom)
Wake Disorders," "Sexual Dysfunctions," and "Neurocognitive Disorders"). Generally, (---------->parapropensities)
for ICD-9-CM, if a mental disorder is induced by a substance use disorder, a separate diagnostic (--------->ortho-nitrites)
code is given for the specific substance use disorder, in addition to the code for the (---------->orthononanmestic)
substance/medication-induced mental disorder. For ICD-IO-CM, a single code combines (--------->para-hauger)
the substance-induced mental disorder with the substance use disorder. A separate diagnosis (--------->meta-homicides)
of the comorbid substance use disorder is not given, although the name and severity (---------->orthoingmar)
of the specific substance use disorder (when present) are used when recording the substance/ (--------->ortho-tobe)
medication-induced mental disorder. ICD-IO-CM codes are also provided for situations (---------->orthoprematurity)
in which the substance/medication-induced mental disorder is not induced by a (---------->meta-manias)
substance use disorder (e.g., when a disorder is induced by one-time use of a substance or (--------->meta-vj)
medication). Additional information needed to record the diagnostic name of the substance/ (--------->ortho-substancerelated)
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medication-induced mental disorder is provided in the section "Recording Procedures" (---------->orthochromosomes)
for each substance/medication-induced mental disorder in its respective chapter. (---------->paraventromedial)
Alcohol-Related Disorders (---------->ortho-unpredictability)
Alcohol Use Disorder (---------->ortho-underlie)
Alcohol Intoxication (---------->ortho-stiffness)
Alcohol Withdrawal (---------->para-romero)
Other Alcohol-induced Disorders (---------->ortho-nontolerant)
Unspecified Alcohol-Related Disorder (---------->ortho-fusar)
Alcohol Use Disorder (---------->meta-imperfect)
Diagnostic Criteria (---------->para-replicate)
A. A problematic pattern of alcohol use leading to clinically significant impairment or distress, (--------->meta-pretentious)
as manifested by at least two of the following, occurring within a 12-month period: (---------->paratweedie)
1. Alcohol is often taken in larger amounts or over a longer period than was intended. (---------->metalakshmi)
2. There is a persistent desire or unsuccessful efforts to cut down or control alcohol use. (--------->meta-worthington)
3. A great deal of time is spent in activities necessary to obtain alcohol, use alcohol, (---------->metalieberman)
or recovôr from its effects. (---------->para-ild)
4. Craving, or a strong desire or urge to use alcohol. (---------->meta-borderline)
5. Recurrent alcohol use resulting in a failure to fulfill major role obligations at work, (---------->parasubjectively)
school, or home. (---------->para-nondestructive)
6. Continued alcohol use despite having persistent or recurrent social or interpersonal (---------->metaopalesky)
problems caused or exacerbated by the effects of alcohol. (---------->meta-recupero)
7. Important social, occupational, or recreational activities are given up or reduced because (--------->ortho-oropharyngeal)
of alcohol use. (---------->ortho-fetishes)
8. Recurrent alcohol use in situations in which it is physically hazardous. (---------->ortho-salbutamol)
9. Alcohol use is continued despite knowledge of having a persistent or recurrent (---------->orthopreferring)
physical or psychological problem that is likely to have been caused or exacerbated (---------->parajitteriness)
by alcohol. (---------->para-traumaand)
10. Tolerance, as defined by either of the following: (---------->para-assures)
a. A need for markedly increased amounts of alcohol to achieve intoxication or desired (---------->metaevading)
effect. (---------->ortho-bhang)
b. A markedly diminished effect with continued use of the same amount of alcohol. (---------->ortho-evi)
11. Withdrawal, as manifested by either of the following: (---------->ortho-incarceration)
a. The characteristic withdrawal syndrome for alcohol (refer to Criteria A and B of (---------->orthoothena)
the criteria set for alcohol withdrawal, pp. 499-500). (---------->ortho-schoolwork)
b. Alcohol (or a closely related substance, such as a benzodiazepine) is taken to (---------->metareticence)
relieve or avoid withdrawal symptoms. (---------->ortho-jacquie)
Specify if: (---------->ortho-genotype)
In early remission: After full criteria for alcohol use disorder were previously met, (---------->metaconfidants)
none of the criteria for alcohol use disorder have been met for at least 3 months but for (---------->paragoldbloom)
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less than 12 months (with the exception that Criterion A4, “Craving, or a strong desire (---------->parafeltrup)
or urge to use alcohol,” may be met). (---------->ortho-disruptive)
In sustained remission: After full criteria for alcohol use disorder were previously (---------->para-waslick)
met, none of the criteria for alcohol use disorder have been met at any time during a (---------->paralevenson)
period of 12 months or longer (with the exception that Criterion A4, “Craving, or a (---------->metaboudreau)
strong desire or urge to use alcohol,” may be met). (---------->ortho-restrained)
Specify if: (---------->ortho-predating)
In a controlled environment: This additional specifier is used if the individual is in an (---------->metaercoli)
environment where access to alcohol is restricted. (---------->ortho-depress)
Code based on current severity: Note for ICD-10-CM codes: If an alcohol intoxication, (---------->metaanticholinergic)
alcohol withdrawal, or another alcohol-induced mental disorder is also present, do not use (--------->ortho-hemoglobin)
the codes below for alcohol use disorder. Instead, the comorbid alcohol use disorder is (---------->metakyofusho)
indicated in the 4th character of the alcohol-induced disorder code (see the coding note (---------->parareexperiencing)
for alcohol intoxication, alcohol withdrawal, ora specific alcohol-induced mental disorder). (--------->para-overlooks)
For example, if there is comorbid alcohol intoxication and alcohol use disorder, only the (---------->parapuns)
alcohol intoxication code is given, with the 4th character indicating whether the comorbid (--------->para-gettingoutof)
alcohol use disorder is mild, moderate, or severe: F10.129 for mild alcohol use disorder (---------->parabarbiturate)
with alcohol intoxication or FI 0.229 for a moderate or severe alcohol use disorder with alcohol (--------->meta-tonsils)
intoxication. (---------->meta-ingratiation)
Specify current severity: (---------->ortho-unfaithful)
305.00 (FI 0.10) Mild: Presence of 2-3 symptoms. (---------->meta-conrmiunication)
303.90 (FI 0.20) Moderate: Presence of 4-5 symptoms. (---------->para-grogginess)
303.90 (FI 0.20) Severe: Presence of 6 or more symptoms. (---------->ortho-ambivalence)
Specifiers (---------->meta-thg)
In a controlled environment applies as a further specifier of remission if the individual is (---------->paraforeshadow)
both in remission and in a controlled environment (i.e., in early remission in a controlled (---------->metastepwise)
environment or in sustained remission in a controlled environment). Examples of these (---------->paraehvayne)
environments are closely supervised and substance-free jails, therapeutic communities, (--------->ortho-underestimation)
and locked hospital units. (---------->para-afterimages)
Severity of the disorder is based on the number of diagnostic criteria endorsed. For a (---------->paranonbarbiturate)
given individual, changes in severity of alcohol use disorder across time are also reflected (--------->ortho-polarity)
by reductions in the frequency (e.g., days of use per month) and/or dose (e.g., number of (--------->para-summing)
standard drinks consumed per day) of alcohol used, as assessed by the individual's selfreport, (--------->ortho-comeal)
report of knowledgeable others, clinician observations, and, when practical, biological (---------->metabuysse)
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testing (e.g., elevations in blood tests as described in the section "Diagnostic Markers" (---------->orthoyustis)
for this disorder). (---------->para-utterances)
Diagnostic Features (---------->meta-iterative)
Alcohol use disorder is defined by a cluster of behavioral and physical symptoms, which (--------->ortho-undetectable)
can include withdrawal, tolerance, and craving. Alcohol withdrawal is characterized by (---------->metaonerous)
withdrawal symptoms that develop approximately 4-12 hours after the reduction of intake (--------->para-fereidoon)
following prolonged, heavy alcohol ingestion. Because withdrawal from alcohol can (---------->orthoneuromuscular)
be unpleasant and intense, individuals may continue to consume alcohol despite adverse (--------->para-clinician)
consequences, often to avoid or to relieve withdrawal symptoms. Some withdrawal symptoms (--------->meta-caroff)
(e.g., sleep problems) can persist at lower intensities for months and can contribute to (---------->metadelusionai)
relapse. Once a pattern of repetitive and intense use develops, individuals with alcohol (---------->metainterictal)
use disorder may devote substantial periods of time to obtaining and consuming alcoholic (--------->meta-hoang)
beverages. (---------->meta-galia)
Craving for alcohol is indicated by a strong desire to drink that makes it difficult to (---------->metamodulating)
think of anything else and that often results in the onset of drinking. School and job performance (--------->meta-atter)
may also suffer either from the aftereffects of drinking or from actual intoxication (---------->parasafranek)
at school or on the job; child care or household responsibilities may be neglected; and (---------->paraexcruciatingly)
alcohol-related absences may occur from school or work. The individual may use alcohol (--------->ortho-enticing)
in physically hazardous circumstances (e.g., driving an automobile, swimming, operating (--------->meta-kreipe)
machinery while intoxicated). Finally, individuals with an alcohol use disorder may continue (--------->para-nondelusional)
to consume alcohol despite the knowledge that continued consumption poses significant (--------->para-kemal)
physical (e.g., blackouts, liver disease), psychological (e.g., depression), social, or (---------->para-civi)
interpersonal problems (e.g., violent arguments with spouse while intoxicated, child (---------->parahemorrhage)
abuse). (---------->meta-jeopardized)
Associated Features Supporting Diagnosis (---------->ortho-fidgetiness)
Alcohol use disorder is often associated with problems similar to those associated with (---------->metarcxser)
other substances (e.g., cannabis; cocaine; heroin; amphetamines; sedatives, hypnotics, or (--------->meta-irritable)
anxiolytics). Alcohol may be used to alleviate the unwanted effects of these other (---------->ortho-limbic)
substances or to substitute for them when they are not available. Symptoms of conduct (---------->orthoexpansive)
problems, depression, anxiety, and insomnia frequently accompany heavy drinking and (---------->orthononsocial)
sometimes precede it. (---------->ortho-titers)
Repeated intake of high doses of alcohol can affect nearly every organ system, especially (--------->para-dysreguiation)
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the gastrointestinal tract, cardiovascular system, and the central and peripheral nervous (--------->meta-cingulate)
systems. Gastrointestinal effects include gastritis, stomach or duodenal ulcers, and, (---------->metahematocrit)
in about 15% of individuals who use alcohol heavily, liver cirrhosis and/or pancreatitis. (---------->metaaffectivity)
There is also an increased rate of cancer of the esophagus, stomach, and other parts of the (--------->meta-hypokalemia)
gastrointestinal tract. One of the most commonly associated conditions is low-grade hypertension. (--------->para-cataloguing)
Cardiomyopathy and other myopathies are less common but occur at an increased (---------->metacutpoint)
rate among those who drink very heavily. These factors, along with marked (---------->para-breakup)
increases in levels of triglycerides and low-density lipoprotein cholesterol, contribute to (---------->metamcalpine)
an elevated risk of heart disease. Peripheral neuropathy may be evidenced by muscular (---------->parasubclinical)
weakness, paresthesias, and decreased peripheral sensation. More persistent central nervous (--------->ortho-occipital)
system effects include cognitive deficits, severe memory impairment, and degenerative (---------->paranonvegetative)
changes in the cerebellum. These effects are related to the direct effects of alcohol or (---------->metaatter)
of trauma and to vitamin deficiencies (particularly of the B vitamins, including thiamine). (---------->metaicd)
One devastating central nervous system effect is the relatively rare alcohol-induced persisting (--------->para-harbors)
amnestic disorder, or Wemicke-Korsakoff syndrome, in which the ability to encode (---------->orthosmothering)
new memory is severely impaired. This condition would now be described within the chapter (--------->para-extraordinarily)
Neurocognitive Disorders and would be termed a substance/medication-induced neurocognitive (--------->para-antipathy)
disorder. (---------->ortho-stimulant)
Alcohol use disorder is an important contributor to suicide risk during severe intoxication (--------->ortho-facade)
and in the context of a temporary alcohol-induced depressive and bipolar disorder. (---------->para-rollin)
There is an increased rate of suicidal behavior as well as of completed suicide among individuals (--------->meta-menninga)
with the disorder. (---------->meta-undgrst)
Prevalence (---------->para-hypoperfusion)
Alcohol use disorder is a common disorder. In the United States, the 12-month prevalence (--------->para-ejaculate)
of alcohol use disorder is estimated to be 4.6% among 12- to 17-year-olds and 8.5% among (--------->para-strikingly)
adults age 18 years and older in the United States. Rates of the disorder are greater among (--------->para-desaturation)
adult men (12.4%) than among adult women (4.9%). Twelve-month prevalence of alcohol (--------->ortho-disdain)
use disorder among adults decreases in middle age, being greatest among individuals 18- (--------->ortho-uncontrollable)
to 29-years-old (16.2%) and lowest among individuals age 65 years and older (1.5%). (---------->paramcclenahan)
Twelve-month prevalence varies markedly across race/ethnic subgroups of the U.S. (---------->orthocatania)
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population. For 12- to 17-year-olds, rates are greatest among Hispanics (6.0%) and Native (--------->ortho-befriend)
Americans and Alaska Natives (5.7%) relative to whites (5.0%), African Americans (1.8%), (--------->para-disomer)
and Asian Americans and Pacific Islanders (1.6%). In contrast, among adults, the 12-month (--------->meta-spitting)
prevalence of alcohol use disorder is clearly greater among Native Americans and Alaska (--------->meta-hemorrhoids)
Natives (12.1%) than among whites (8.9%), Hispanics (7.9%), African Americans (6.9%), (--------->para-latitudes)
and Asian Americans and Pacific Islanders (4.5%). (---------->para-unfilled)
Development and Course (---------->para-torry)
The first episode of alcohol intoxication is likely to occur during the mid-teens. Alcoholrelated (--------->meta-pulmonale)
problems that do not meet full criteria for a use disorder or isolated problems may (---------->metaneurotoxin)
occur prior to age 20 years, but the age at onset of an alcohol use disorder with two or more (--------->para-grunt)
of the criteria clustered together peaks in the late teens or early to mid 20s. The large majority (--------->ortho-innate)
of individuals who develop alcohol-related disorders do so by their late 30s. The first (---------->orthogunshot)
evidence of withdrawal is not likely to appear until after many other aspects of an alcohol (--------->para-telemetry)
use disorder have developed. An earlier onset of alcohol use disorder is observed in adolescents (--------->meta-cva)
with preexisting conduct problems and those with an earlier onset of intoxication. (---------->paraepidemiological)
Alcohol use disorder has a variable course that is characterized by periods of remission (---------->orthofivefold)
and relapse. A decision to stop drinking, often in response to a crisis, is likely to be followed (--------->meta-violeta)
by a period of weeks or more of abstinence, which is often followed by limited periods of (---------->paradyspnea)
controlled or nonproblematic drinking. However, once alcohol intake resumes, it is highly (--------->meta-interplay)
likely that consumption will rapidly escalate and that severe problems will once again (---------->paraderealizaton)
develop. (---------->ortho-lvledicationinduced)
Alcohol use disorder is often erroneously perceived as an intractable condition, perhaps (--------->meta-jheel)
based on the fact that individuals who present for treatment typically have a history (---------->metaorthopnea)
of many years of severe alcohol-related problems. However, these most severe cases represent (--------->ortho-antagonists)
only a small proportion of individuals with this disorder, and the typical individual (---------->orthoargumentativeness)
with the disorder has a much more promising prognosis. (---------->para-intal)
Among adolescents, conduct disorder and repeated antisocial behavior often co-occur (---------->orthopredicaments)
with alcohol- and w^ith other substance-related disorders. While most individuals v^ith alcohol (--------->para-detract)
use disorder develop the condition before age 40 years, perhaps 10% have later (---------->orthofolliculitis)
onset. Age-related physical changes in older individuals result in increased brain susceptibility (--------->para-sulci)
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to the depressant effects of alcohol; decreased rates of liver metabolism of a variety (---------->orthochir)
of substances, including alcohol; and decreased percentages of body water. These changes (--------->para-wakefulness)
can cause older people to develop more severe intoxication and subsequent problems at (--------->ortho-numbing)
lower levels of consumption. Alcohol-related problems in older people are also especially (--------->meta-diagnosisspecific)
likely to be associated with other medical complications. (---------->para-marlena)
Risk and Prognostic Factors (---------->meta-exogenous)
Environmental. Environmental risk and prognostic factors may include cultural attitudes (---------->paracontinence)
toward drinking and intoxication, the availability of alcohol (including price), (---------->ortho-ventricles)
acquired personal experiences with alcohol, and stress levels. Additional potential mediators (--------->meta-jobes)
of how alcohol problems develop in predisposed individuals include heavier peer (---------->para-xli)
substance use, exaggerated positive expectations of the effects of alcohol, and suboptimal (--------->para-anticholinergic)
ways of coping with stress. (---------->para-attentional)
Genetic and physiological. Alcohol use disorder runs in families, with 40%-60% of the (---------->parakarla)
variance of risk explained by genetic influences. The rate of this condition is three to four (--------->para-nonconsenting)
times higher in close relatives of individuals with alcohol use disorder, with values highest (--------->meta-joachim)
for individuals with a greater number of affected relatives, closer genetic relationships to (--------->meta-hookahs)
the affected person, and higher severity of the alcohol-related problems in those relatives. (--------->para-biases)
A significantly higher rate of alcohol use disorders exists in the monozygotic twin than in (--------->meta-aggravating)
the dizygotic twin of an individual with the condition. A three- to fourfold increase in risk (---------->paracompendium)
has been observed in children of individuals with alcohol use disorder, even when these (--------->ortho-dsivi)
children were given up for adoption at birth and raised by adoptive parents who did not (---------->metabariatric)
have the disorder. (---------->para-substsncg)
Recent advances in our understanding of genes that operate through intermediate (---------->orthorosario)
characteristics (or phenotypes) to affect the risk of alcohol use disorder can help to identify (--------->ortho-comprehensibility)
individuals who might be at particularly low or high risk for alcohol use disorder. Among (---------->orthogepirone)
the low-risk phenotypes are the acute alcohol-related skin flush (seen most prominently in (--------->para-malaspina)
Asians). High vulnerability is associated with preexisting schizophrenia or bipolar disorder, (--------->ortho-caroff)
as well as impulsivity (producing enhanced rates of all substance use disorders and (---------->orthothilly)
gambling disorder), and a high risk specifically for alcohol use disorder is associated with (--------->ortho-hypoalbuminemia)
a low level of response (low sensitivity) to alcohol. A number of gene variations may account (--------->para-maleckoff)
for low response to alcohol or modulate the dopamine reward systems; it is important (---------->orthoharassed)
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to note, however, that any one gene variation is likely to explain only l%-2% of the risk (---------->metaleff)
for these disorders. (---------->ortho-atypical)
Course modifiers. In general, high levels of impulsivity are associated with an earlier (---------->metasadistic)
onset and more severe alcohol use disorder. (---------->meta-assessrilbnt)
Culture-Related Diagnostic Issues (---------->meta-matin)
In most cultures, alcohol is the most frequently used intoxicating substance and contributes (--------->para-quantifiable)
to considerable morbidity and mortality. An estimated 3.8% of all global deaths and (---------->paraattenuate)
4.6% of global disability-adjusted life-years are attributable to alcohol. In the United States, (--------->meta-elapsing)
80% of adults (age 18 years and older) have consumed alcohol at some time in their lives, (--------->para-mcdonnell)
and 65% are current drinkers (last 12 months). An estimated 3.6% of the world population (--------->para-opportunistic)
(15-64 years old) has a current (12-month) alcohol use disorder, with a lower prevalence (--------->para-gastroesophageal)
(1.1%) found in the African region, a higher rate (5.2%) found in the American region (North, (--------->ortho-bahl)
South, and Central America and the Caribbean), and the highest rate (10.9%) found in the (--------->meta-ejected)
Eastern Europe region. (---------->para-hyperparathyroidism)
Polymorphisms of genes for the alcohol-metabolizing enzymes alcohol dehydrogenase (---------->metaundermining)
and aldehyde dehydrogenase are most often seen in Asians and affect the response to (---------->parasuijaku)
alcohol. When consuming alcohol, individuals with these gene variations can experience a (--------->ortho-hypophosphorylation)
flushed face and palpitations, reactions that can be so severe as to limit or preclude future (--------->ortho-binge)
alcohol consumption and diminish the risk for alcohol use disorder. These gene variations (--------->meta-aiociety)
are seen in as many as 40% of Japanese, Chinese, Korean, and related groups worldwide (--------->meta-speculative)
and are related to lower risks for the disorder. (---------->meta-urological)
Despite small variations regarding individual criterion items, the diagnostic criteria (---------->metacatecholamines)
perform equally well across most race/ethnicity groups. (---------->meta-sboo)
Gender-Related Diagnostic issues (---------->para-undisturbed)
Males have higher rates of drinking and related disorders than females. However, because (--------->para-empathy)
females generally weigh less than males, have more fat and less water in their bodies, and (--------->ortho-iviovement)
metabolize less alcohol in their esophagus and stomach, they are likely to develop higher (--------->meta-overactivity)
blood alcohol levels per drink than males. Females who drink heavily may also be more (---------->orthousages)
vulnerable than males to some of the physical consequences associated with alcohol, including (--------->para-nonmalignant)
liver disease. (---------->ortho-insensitive)
Diagnostic iViaricers (---------->meta-tonya)
Individuals whose heavier drinking places them at elevated risk for alcohol use disorder (---------->orthojheel)
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can be identified both through standardized questionnaires and by elevations in blood test (--------->ortho-differentiable)
results likely to be seen with regular heavier drinking. These measures do not establish a (--------->para-uninformative)
diagnosis of an alcohol-related disorder but can be useful in highlighting individuals for (---------->metakaur)
whom more information should be gathered. The most direct test available to measure alcohol (--------->para-ruben)
consumption cross-sectionally is blood alcohol concentration, which can also be used to (---------->paragearhart)
judge tolerance to alcohol. For example, an individual with a concentration of 150 mg of (---------->parathinness)
ethanol per deciliter (dL) of blood who does not show signs of intoxication can be presumed (--------->meta-neill)
to have acquired at least some degree of tolerance to alcohol. At 200 mg/dL, most (---------->orthonarratives)
nontolerant individuals demonstrate severe intoxication. (---------->ortho-smelling)
Regarding laboratory tests, one sensitive laboratory indicator of heavy drinking is a (---------->paramentation)
modest elevation or high-normal levels (>35 units) of gamma-glutamyltransferase (GGT). (--------->meta-discordance)
This may be the only laboratory finding. At least 70% of individuals with a high GGT level (--------->ortho-vaginoplasty)
are persistent heavy drinkers (i.e., consuming eight or more drinks daily on a regular basis). (--------->ortho-deteriorated)
A second test with comparable or even higher levels of sensitivity and specificity is carbohydrate- (--------->ortho-convene)
deficient transferrin (CDT), with levels of 20 units or higher useful in identifying individuals (--------->para-kimlee)
who regularly consume eight or more drinks daily. Since both GGT and CDT (---------->para-onslow)
levels return toward normal within days to weeks of stopping drinking, both state markers (--------->ortho-atter)
may be useful in monitoring abstinence, especially when the clinician observes increases, (--------->para-boastful)
rather than decreases, in these values over time—a finding indicating that the person is (---------->parametaphorical)
likely to have returned to heavy drinking. The combination of tests for CDT and GGT may (--------->meta-kupfer)
have even higher levels of sensitivity and specificity than either test used alone. Additional (--------->meta-nonergot)
useful tests include the mean corpuscular volume (MCV), which may be elevated to highnormal (--------->ortho-incompetence)
values in individuals who drink heavily—a change that is due to the direct toxic effects (---------->orthodysfunctions)
of alcohol on erythropoiesis. Although the MCV can be used to help identify those who (---------->paratropulsion)
drink heavily, it is a poor method of monitoring abstinence because of the long half-life of (--------->meta-mokhtar)
red blood cells. Liver function tests (e.g., alanine aminotransferase [ALT] and alkaline phosphatase) (--------->para-etiologies)
can reveal liver injury that is a consequence of heavy drinking. Other potential (---------->metaantecedent)
markers of heavy drinking that are more nonspecific for alcohol but can help the clinician (--------->para-harmandayan)
think of the possible effects of alcohol include elevations in blood levels or lipids (e.g., triglycerides (--------->meta-rhyming)
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and high-density lipoprotein cholesterol) and high-normal levels of uric acid. (---------->ortho-radiograph)
Additional diagnostic markers relate to signs and symptoms that reflect the consequences (--------->ortho-persisjence)
often associated with persistent heavy drinking. For example, dyspepsia, nausea, and bloating (--------->para-pus)
can accompany gastritis, and hepatomegaly, esophageal varices, and hemorrhoids may (--------->ortho-vasudeo)
reflect alcohol-induced changes in the liver. Other physical signs of heavy drinking include (--------->para-snoring)
tremor, unsteady gait, insomnia, and erectile dysfunction. Males with chronic alcohol use disorder (--------->ortho-apparentiy)
may exhibit decreased testicular size and feminizing effects associated with reduced (---------->metabruising)
testosterone levels. Repeated heavy drinking in females is associated with menstrual irregularities (--------->ortho-directedness)
and, during pregnancy, spontaneous abortion and fetal alcohol syndrome. Individuals (---------->parapsen)
with preexisting histories of epilepsy or severe head trauma are more likely to develop (---------->orthodenney)
alcohol-related seizures. Alcohol withdrawal may be associated with nausea, vomiting, gastritis, (--------->meta-depressant)
hematemesis, dry mouth, puffy blotchy complexion, and mild peripheral edema. (---------->meta-accuse)
Functional Consequences of Alcohol Use Disorder (---------->ortho-misarticulation)
The diagnostic features of alcohol use disorder highlight major areas of life functioning (---------->parakhy)
likely to be impaired. These include driving and operating machinery, school and work, (---------->parajeanine)
interpersonal relationships and communication, and health. Alcohol-related disorders (---------->paraconfabulatory)
contribute to absenteeism from work, job-related accidents, and low employee productivity. (--------->ortho-snobbish)
Rates are elevated in homeless individuals, perhaps reflecting a downward spiral in (---------->orthoshona)
social and occupational functioning, although most individuals with alcohol use disorder (---------->metastrategically)
continue to live with their families and function within their jobs. (---------->meta-alcoliol)
Alcohol use disorder is associated with a significant increase in the risk of accidents, violence, (--------->meta-lodgers)
and suicide. It is estimated that one in five intensive care unit admissions in some (---------->metadistrust)
urban hospitals is related to alcohol and that 40% of individuals in the United States experience (--------->para-cols)
an alcohol-related adverse event at some time in their lives, with alcohol accounting (---------->metaoccupationali)
for up to 55% of fatal driving events. Severe alcohol use disorder, especially in (---------->paracoincided)
individuals with antisocial personality disorder, is associated with the commission of (---------->metasequela)
criminal acts, including homicide. Severe problematic alcohol use also contributes to disinhibition (--------->ortho-hartlage)
and feelings of sadness and irritability, which contribute to suicide attempts and (---------->para-pilar)
completed suicides. (---------->para-aki)
Unanticipated alcohol withdrawal in hospitalized individuals for whom a diagnosis of (---------->orthonondaily)
alcohol use disorder has been overlooked can add to the risks and costs of hospitalization (--------->meta-yusko)
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and to time spent in the hospital. (---------->ortho-pathognomonic)
Differential Diagnosis (---------->para-antecedent)
Nonpathological use of alcohol. The key element of alcohol use disorder is the use of (---------->paraspontaneously)
heavy doses of alcohol with resulting repeated and significant distress or impaired functioning. (--------->para-chalmers)
While most drinkers sometimes consume enough alcohol to feel intoxicated, only (---------->para-singly)
a minority (less than 20%) ever develop alcohol use disorder. Therefore, drinking, even (---------->metapolysomnogram)
daily, in low doses and occasional intoxication do not by themselves make this diagnosis. (--------->para-trismus)
Sedative, hypnotic, or anxiolytic use disorder. The signs and symptoms of alcohol use (---------->metanevado)
disorder are similar to those seen in sedative, hypnotic, or anxiolytic use disorder. The two (--------->ortho-kun)
must be distinguished, however, because the course may be different, especially in relation (--------->ortho-maj)
to medical problems. (---------->ortho-disinhibited)
Conduct disorder in childhood and adult antisocial personality disorder. Alcohol use (---------->orthokopakin)
disorder, along with other substance use disorders, is seen in the majority of individuals (---------->parapersonified)
with antisocial personality and preexisting conduct disorder. Because these diagnoses are (--------->meta-transvestism)
associated with an early onset of alcohol use disorder as well as a worse prognosis, it is important (--------->meta-sonmolence)
to establish both conditions. (---------->para-selfmutilation)
Comorbidity (---------->meta-medulla)
Bipolar disorders, schizophrenia, and antisocial personality disorder are associated with a (--------->para-nondependent)
markedly increased rate of alcohol use disorder, and several anxiety and depressive disorders (--------->ortho-harmonize)
may relate to alcohol use disorder as well. At least a part of the reported association between (--------->ortho-betrayed)
depression and i^oderate to severe alcohol use disorder may be attributable to temporary, alcohol- (--------->meta-complicate)
induced comorbid depressive symptoms resulting from the acute effects of intoxication (---------->metaundetectable)
or withdrawal. Severe, repeated alcohol intoxication may also suppress immune mechanisms (--------->para-inconveniences)
and predispose individuals to infections and increase the risk for cancers. (---------->para-cannabinoid)
Alcohol Intoxication (---------->meta-monosyllabic)
Diagnostic Criteria (---------->meta-terminating)
A. Recent ingestion of alcohol. (---------->para-intercultural)
B. Clinically significant problematic beliavioral or psychological changes (e.g., inappropriate (--------->ortho-unconventional)
sexual or aggressive behavior, mood lability, impaired judgment) that developed (---------->orthodeshpande)
during, or shortly after, alcohol ingestion. (---------->para-coincided)
C. One (or more) of the following signs or symptoms developing during, or shortly after, (---------->metasubtypes)
alcohol use: (---------->para-outsider)
1. Slurred speech. (---------->para-precipitously)
2. Incoordination. (---------->meta-temperament)
3. Unsteady gait. (---------->ortho-memel)
4. Nystagmus. (---------->para-nunez)
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5. Impairment in attention or memory. (---------->ortho-moodcongruent)
6. Stupor or coma. (---------->para-diuretic)
D. The signs or symptoms are not attributable to another medical condition and are not better (--------->meta-vellus)
explained by another mental disorder, including intoxication with another substance. (---------->orthopoking)
Coding note: The ICD-9-CM code is 303.00. The ICD-10-CM code depends on whether (---------->orthoinadvertent)
there is a comorbid alcohol use disorder. If a mild alcohol use disorder is comorbid, the (---------->orthophrasing)
ICD-10-CM code is FI 0.129, and if a moderate or severe alcohol use disorder is comorbid, (--------->para-incompleteness)
the ICD-10-CM code is FI 0.229. If there is no comorbid alcohol use disorder, then the (---------->parafanton)
ICD-10-CM code is F10.929._______________________________________________ (--------->meta-augusto)
Diagnostic Features (---------->ortho-chewing)
The essential feature of alcohol intoxication is the presence of clinically significant problematic (--------->meta-skewed)
behavioral or psychological changes (e.g., inappropriate sexual or aggressive behavior, mood (--------->para-florentini)
lability, impaired judgment, impaired social or occupational functioning) that develop during, (--------->meta-winstead)
or shortly after, alcohol ingestion (Criterion B). These changes are accompanied by evidence of (--------->ortho-entailed)
impaired functioning and judgment and, if intoxication is intense, can result in a life-threatening (--------->ortho-inpatients)
coma. The symptoms must not be attributable to another medical condition (e.g., diabetic (--------->ortho-tearful)
ketoacidosis), are not a reflection of conditions such as delirium, and are not related to intoxication (--------->para-addimedical)
with other depressant drugs (e.g., benzodiazepines) (Criterion D). The levels of incoordination (--------->ortho-allyson)
can interfere with driving abilities and performance of usual activities to the point of (---------->orthosolanto)
causing accidents. Evidence of alcohol use can be obtained by smelling alcohol on the individual's (--------->para-unwarranted)
breath, eliciting a history from the individual or another observer, and, when needed, (---------->metapacing)
having the individual provide breath, blood, or urine samples for toxicology analyses. (---------->paramalinda)
Associated Features Supporting Diagnosis (---------->para-dyssomnias)
Alcohol intoxication is sometimes associated with amnesia for the events that occurred (---------->orthogottumakkla)
during the course of the intoxication ("blackouts"). This phenomenon may be related to (---------->metafrailty)
the presence of a high blood alcohol level and, perhaps, to the rapidity with which this (---------->parafrustes)
level is reached. During even mild alcohol intoxication, different symptoms are likely to be (--------->ortho-promethazine)
observed at different time points. Evidence of mild intoxication with alcohol can be seen in (--------->para-moth)
most individuals after approximately two drinks (each standard drink is approximately (---------->orthoresembling)
10-12 grams of ethanol and raises the blood alcohol concentration approximately 20 mg/ (--------->para-coughing)
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dL). Early in the drinking period, when blood alcohol levels are rising, symptoms often (---------->metahyperarousal)
include talkativeness, a sensation of well-being, and a bright, expansive mood. Later, especially (--------->para-flamboyant)
when blood alcohol levels are falling, the individual is likely to become progressively (---------->paramyrna)
more depressed, withdrawn, and cognitively impaired. At very high blood alcohol (---------->orthooveraroused)
levels (e.g., 200-300 mg/dL), an individual who has not developed tolerance for alcohol is (--------->para-stuttering)
likely to fall asleep and enter a first stage of anesthesia. Higher blood alcohol levels (e.g., in (--------->meta-belongings)
excess of 300-400 mg/dL) can cause inhibition of respiration and pulse and even death in (--------->para-dyssomnias)
nontolerant individuals. The duration of intoxication depends on how much alcohol was (---------->orthothome)
consumed over what period of time. In general, the body is able to metabolize approximately (--------->meta-discouraged)
one drink per hour, so that the blood alcohol level generally decreases at a rate of (---------->orthoinconspicuously)
15-20 mg/dL per hour. Signs and symptoms of intoxication are likely to be more intense (---------->orthorheena)
when the blood alcohol level is rising than when it is falling. (---------->ortho-slowwave)
Alcohol intoxication is an important contributor to suicidal behavior. There appears to (---------->orthomazarin)
be an increased rate of suicidal behavior, as well as of completed suicide, among persons (--------->ortho-confabulatory)
intoxicated by alcohol. (---------->ortho-hyperresponsibility)
Prevalence (---------->ortho-disinhibmon)
The large majority of alcohol consumers are likely to have been intoxicated to some degree at (--------->ortho-interns)
some point in their lives. For example, in 2010,44% of 12th-grade students admitted to having (--------->ortho-distension)
been "drunk in the past year," with more than 70% of college students reporting the same. (--------->ortho-darcy)
Development and Course (---------->meta-blunted)
Intoxication usually occurs as an episode usually developing over minutes to hours and typically (--------->ortho-kamaldeep)
lasting several hours. In the United States, the average age at first intoxication is approximately (--------->meta-intersex)
15 years, with the highest prevalence at approximately 18-25 years. Frequency and (---------->orthoeviction)
intensity usually decrease with further advancing age. The earlier the onset of regular intoxication, (--------->para-golding)
the greater the likelihood the individual wiU go on to develop alcohol use disorder. (---------->metaobsgssivg)
Risk and Prognostic Factors (---------->para-selfloathing)
Temperamental. Episodes of alcohol intoxication increase with personality characteristics (--------->meta-slurred)
of sensation seeking and impulsivity. (---------->para-deafness)
Environmental. Episodes of alcohol intoxication increase with a heavy drinking environment. (--------->meta-sabine)
Culture-Related Diagnostic issues (---------->meta-refractory)
The major issues parallel the cultural differences regarding the use of alcohol overall. (---------->orthounfocused)
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Thus, college fraternities and sororities may encourage alcohol intoxication. This condition (--------->ortho-psychosocially)
is also frequent on certain dates of cultural significance (e.g.. New Year's Eve) and, for (---------->paragrau)
some subgroups, during specific events (e.g., wakes following funerals). Other subgroups (--------->meta-wiener)
encourage drinking at religious celebrations (e.g., Jewish and Catholic holidays), while (---------->parasjnnptom)
still others strongly discourage all drinking or intoxication (e.g., some religious groups, (---------->metapathophysiological)
such as Mormons, fundamentalist Christians, and Muslims). (---------->para-heddle)
Gender-Related Diagnostic Issues (---------->meta-nontolerant)
Historically, in many Western societies, acceptance of drinking and drunkenness is more (--------->para-alcoholinduced)
tolerated for males, but such gender differences may be much less prominent in recent (---------->paraalmashat)
years, especially during adolescence and young adulthoocj. (---------->para-shalev)
Diagnostic iVlaricers (---------->meta-accomplishing)
Intoxication is usually established by observing an individual's behavior and smelling alcohol (--------->ortho-unmarried)
on the breath. The degree of intoxication increases with an individual's blood or breath alcohol (--------->ortho-demoralization)
level and with the ingestion of other substances, especially those with sedating effects. (---------->parasubstitutions)
Functional Consequences of Alcoliol intoxication (---------->ortho-hematocrit)
Alcohol intoxication contributes to the more than 30,000 alcohol-related drinking deaths in (--------->ortho-dsivi)
the United States each year. In addition, intoxication with this drug contributes to huge (---------->orthomoodiness)
costs associated with drunk driving, lost time from school or work, as well as interpersonal (--------->para-jobes)
arguments and physical fights. (---------->para-coincidentally)
Differential Diagnosis (---------->para-whipple)
Other medical conditions. Several medical (e.g., diabetic acidosis) and neurological conditions (--------->ortho-queried)
(e.g., cerebellar ataxia, multiple sclerosis) can temporarily resemble alcohol intoxication. (---------->parasastry)
Sedative, hypnotic, or anxiolytic intoxication. Intoxication with sedative, hypnotic, or (---------->metadysmorphophobia)
anxiolytic drugs or with other sedating substances (e.g., antihistamines, anticholinergic (---------->orthohypnagogic)
drugs) can be mistaken for alcohol intoxication. The differential requires observing alcohol (--------->para-snoring)
on the breath, measuring blood or breath alcohol levels, ordering a medical workup, (---------->orthoregurgitated)
and gathering a good history. The signs and symptoms of sedative-hypnotic intoxication (--------->ortho-lutz)
are very similar to those observed with alcohol and include similar problematic behavioral (--------->meta-abstinent)
or psychological changes. These changes are accompanied by evidence of impaired functioning (--------->ortho-caffeinerelated)
and judgment—which, if intense, can result in a life-threatening coma—and levels (---------->orthoaroused)
of incoordination that can interfere with driving abilities and with performing usual (---------->metaroblems)
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activities. However, there is no smell as there is with alcohol, but there is likely to be evidence (--------->para-mustafa)
of misuse of the depressant drug in the blood or urine toxicology analyses. (---------->pararesemblance)
Comorbidity (---------->para-premenopausal)
Alcohol intoxication may occur comorbidly with other substance intoxication, especially (---------->metairritable)
in individuals with conduct disorder or antisocial personality disorder. (---------->ortho-kun)
Alcohol Withdrawal (---------->ortho-condon)
Diagnostic Criteria (---------->ortho-malcoun)
A. Cessation of (or reduction in) alcohol use that has been heavy and prolonged. (---------->orthopreempt)
B. Two (or more) of the following, developing within several hours to a few days after the (--------->para-stoppel)
cessation of (or reduction in) alcohol use described in Criterion A: (---------->para-isoenzyme)
1. Autonomic hyperactivity (e.g., sweating or pulse rate greater than 100 bpm). (---------->ortho-prion)
2. Increased hand tremor. (---------->para-wiih)
3. Insomnia. (---------->para-suspiciousness)
4. Nausea or vomiting. (---------->meta-apneas)
5. Transient visual, tactile, or auditory hallucinations or illusions. (---------->para-talkable)
6. Psychomotor agitation. (---------->meta-racketeers)
7. Anxiety. (---------->ortho-bearlyn)
8. Generalized tonic-clonic seizures. (---------->meta-rapoport)
C. The signs or symptoms in Criterion B cause clinically significant distress or impairment (--------->meta-kyofusho)
in social, occupational, or other important areas of functioning. (---------->meta-neurotoxicity)
D. The signs or symptoms are not attributable to another medical condition and are not (---------->orthocutpoint)
better explained by another mental disorder, including intoxication or withdrawal from (---------->orthooverseeing)
another substance. (---------->para-iviovement)
Specify if: (---------->para-fidgeting)
With perceptual disturbances: This specifier applies in the rare instance when hallucinations (--------->para-shuairuo)
(usually visual or tactile) occur with intact reality testing, or auditory, visual, (---------->para-stiffening)
or tactile illusions occur in the absence of a delirium. (---------->ortho-mohamed)
Coding note: The ICD-9-CM code is 291.81. The ICD-10-CM code for alcohol withdrawal (--------->ortho-undesirable)
without perceptual disturbances is FI 0.239, and the ICD-10-CM code for alcohol withdrawal (--------->ortho-sannar)
with perceptual disturbances is FI 0.232. Note that the ICD-10-CM code indicates the comorbid (--------->meta-shinkei)
presence of a moderate or severe alcohol use disorder, reflecting the fact that alcohol withdrawal (--------->para-prematurely)
can only occur in the presence of a moderate or severe alcohol use disorder. It is not (---------->orthobuprenorphine)
permissible to code a comorbid mild alcohol use disorder with alcohol withdrawal. (---------->ortho-quilty)
Specifiers (---------->meta-jillian)
When hallucinations occur in the absence of delirium (i.e., in a clear sensorium), a diagnosis (--------->meta-neuroplasticity)
of substance/medication-induced psychotic disorder should be considered. (---------->para-collectivistic)
Diagnostic Features (---------->ortho-synesthesias)
The essential feature of alcohol withdrawal is the presence of a characteristic withdrawal (--------->ortho-hinman)
syndrome that develops within several hours to a few days after the cessation of (or reduction (--------->ortho-coercive)
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in) heavy and prolonged alcohol use (Criteria A and B). The withdrawal syndrome (---------->orthomaglio)
includes two or more of the symptoms reflecting autonomic hyperactivity and (---------->ortho-normative)
anxiety listed in Criterion B, along with gastrointestinal symptoms. (---------->meta-insonrmia)
Withdrawal symptoms cause clinically significant distress or impairment in social, occupational, (--------->para-grogginess)
or other important areas of functioning (Criterion C). The symptoms must not (---------->meta-familial)
be attributable to another medical condition and are not better explained by another mental (--------->para-unipolar)
disorder (e.g., generalized anxiety disorder), including intoxication or withdrawal (---------->orthomotsinger)
from another substance (e.g., sedative, hypnotic, or anxiolytic withdrawal) (Criterion D). (---------->orthoonehalf)
Symptoms can be relieved by administering alcohol or benzodiazepines (e.g., diazepam). (--------->ortho-livesley)
The withdrawal symptoms typically begin when blood concentrations of alcohol decline (---------->orthohypochondriasis)
sharply (i.e., within 4-12 hours) after alcohol use has been stopped or reduced. Reflecting the (--------->meta-withdrawing)
relatively fast metabolism of alcohol, symptoms of alcohol withdrawal usually peak in intensity (--------->ortho-stratigos)
during the second day of abstinence and are likely to improve markedly by the fourth or (---------->metabinik)
fifth day. Following acute withdrawal, however, symptoms of anxiety, insomnia, and autonomic (--------->meta-malinger)
dysfunction may persist for up to 3-6 months at lower levels of intensity. (---------->para-lancing)
Fewer than 10% of individuals who develop alcohol withdrawal will ever develop dramatic (--------->meta-rosenstock)
symptoms (e.g., severe autonomic hyperactivity, tremors, alcohol withdrawal delirium). (---------->orthodevaluation)
Tonic-clonic seizures occur in fewer than 3% of individuals. (---------->para-psychosexual)
Associated Features Supporting Diagnosis (---------->meta-stanek)
Although confusion and changes in consciousness are not core criteria for alcohol withdrawal, (--------->meta-pitts)
alcohol withdrawal delirium (see "Delirium" in the chapter "Neurocognitive Disorders") (---------->paragenerational)
may occur in the context of withdrawal. As is true for any agitated, confused state, (---------->orthonervosa)
regardless of the cause, in addition to a disturbance of consciousness and cognition, withdrawal (--------->para-wliat)
delirium can include visual, tactile, or (rarely) auditory hallucinations (delirium tremens). (---------->parasommer)
When alcohol withdrawal delirium develops, it is likely that a clinically relevant (---------->orthodrunkenness)
medical condition may be present (e.g., liver failure, pneumonia, gastrointestinal bleeding, (--------->ortho-scalco)
sequelae of head trauma, hypoglycemia, an electrolyte imbalance, postoperative status). (--------->para-fimctioning)
Prevalence (---------->ortho-aggravates)
It is estimated that approximately 50% of middle-class, highly functional individuals with (---------->metaneuropsychiatric)
alcohol use disorder have ever experienced a full alcohol withdrawal syndrome. Among (---------->parabinges)
individuals with alcohol use disorder who are hospitalized or homeless, the rate of alcohol (--------->meta-masochistic)
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withdrawal may be greater than 80%. Less than 10% of individuals in withdrawal (---------->orthobehjavioral)
ever demonstrate alcohol withdrawal delirium or withdrawal seizures. (---------->para-illintent)
Development and Course (---------->meta-selfmutilation)
Acute alcohol withdrawal occurs as an episode usually lasting 4-5 days and only after (---------->parauncharacteristic)
extended periods of heavy drinking. Withdrawal is relatively rare in individuals younger (---------->metaimpulsivity)
than 30 years, and the risk and severity increase with increasing age. (---------->meta-follov)
Risk and Prognostic Factors (---------->para-overdoses)
Environmental. The probability of developing alcohol withdrawal increases with the (---------->paraovervalued)
quantity and frequency of alcohol consumption. Most individuals with this condition are (---------->parapostconcussive)
drinking daily, consuming large amounts (approximately more than eight drinks per day) (---------->pararanting)
for multiple days. However, there are large inter-individual differences, with enhanced (---------->orthoraynaud)
risks for individuals with concurrent medical conditions, those with family histories of alcohol (--------->para-sedatives)
withdrawal (i.e., a genetic component), those with prior withdrawals, and individuals (---------->orthogullibility)
who consume sedative, hypnotic, or anxiolytic drugs. (---------->meta-ciccone)
Diagnostic Markers (---------->meta-alonzo)
Autonomic hyperactivity in the context of moderately high but falling blood alcohol levels (---------->paradiuresis)
and a history of prolonged heavy drinking indicate a likelihood of alcohol withdrawal. (---------->orthoholcomb)
Functional Consequences of Alcohol Withdrawal (---------->meta-nonproblematically)
Symptoms of withdrawal may serve to perpetuate drinking behaviors and contribute to (---------->paraescalation)
relapse, resulting in persistently impaired social and occupational functioning. Symptoms (--------->meta-impulsivity)
requiring medically supervised detoxification result in hospital utilization and loss of (---------->parairrational)
work productivity. Overall, the presence of withdrawal is associated with greater functional (--------->ortho-lipids)
impairment and poor prognosis. (---------->meta-impairments)
Differential Diagnosis (---------->meta-endometriosis)
Other medical conditions. The symptoms of alcohol withdrawal can also be mimicked (---------->orthoinflate)
by some medical conditions (e.g., hypoglycemia and diabetic ketoacidosis). Essential (---------->orthoprecluded)
tremor, a disorder that frequently runs in families, may erroneously suggest the tremulousness (--------->meta-diffidence)
associated with alcohol withdrawal. (---------->ortho-caporale)
Sedative, hypnotic, or anxiolytic withdrawal. Sedative, hypnotic, or anxiolytic withdrawal (---------->metafunnels)
produces a syndrome very similar to that of alcohol withdrawal. (---------->ortho-feigned)
Comorbidity (---------->para-hypersoninolence)
Withdrawal is more likely to occur with heavier alcohol intake, and that might be most often (--------->meta-acquaintances)
observed in individuals with conduct disorder and antisocial personality disorder. (---------->paracyclothymia)
Withdrawal states are also more severe in older individuals, individuals who are also dependent (--------->para-overweening)
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on other depressant drugs (sedative-hypnotics), and individuals who have had (---------->ortho-reis)
more alcohol withdrawal experiences in the past. (---------->para-subjectively)
Other Alcohol-Induced Disorders (---------->para-oses)
The following alcohol-induced disorders are described in other chapters of the manual with (--------->para-abandonment)
disorders with which they share phenomenology (see the substance/medication-induced (--------->meta-piled)
mental disorders in these chapters): alcohol-induced psychotic disorder (''Schizophrenia Spectrum (--------->para-hampered)
and Other Psychotic Disorders"); alcohol-induced bipolar disorder ("Bipolar and (---------->orthovanderlip)
Related Disorders"); alcohol-induced depressive disorder ("Depressive Disorders"); alcoholinduced (--------->meta-ganja)
anxiety disorder ("Anxiety Disorders"); alcohol-induced sleep disorder ("Sleep- (---------->metaapparentiy)
Wake Disorders"); alcohol-induced sexual dysfunction ("Sexual Dysfunctions"); and alcoholinduced (--------->ortho-craddock)
major or mild neurocognitive disorder ("Neurocognitive Disorders"). For alcohol (---------->para-jeffries)
intoxication delirium and alcohol withdrawal delirium, see the criteria and discussion of delirium (--------->meta-parkinsonian)
in the chapter "Neurocognitive Disorders." These alcohol-induced disorders are diagnosed (--------->ortho-lias)
instead of alcohol intoxication or alcohol withdrawal only when the symptoms are (---------->orthobarbaree)
sufficiently severe to warrant independent clinical attention. (---------->para-muttering)
Features (---------->ortho-kirmayer)
The symptom profiles for an alcohol-induced condition resemble independent mental disorders (--------->ortho-klonsky)
as described elsewhere in DSM-5. However, the alcohol-induced disorder is temporary (---------->metaelectrophysiological)
and observed after severe intoxication with and/or withdrawal from alcohol. While the symptoms (--------->meta-volimtary)
can be identical to those of independent mental disorders (e.g., psychoses, major depressive (--------->ortho-seeman)
disorder), and while they can have the same severe consequences (e.g., suicide attempts), (--------->para-endogenous)
alcohol-induced conditions are likely to improve without formal treatment in a matter of days (--------->para-amct)
to weeks after cessation of severe intoxication and/or withdrawal. (---------->ortho-dissociaton)
Each alcohol-induced mental disorder is listed in the relevant diagnostic section and therefore (--------->ortho-kidnapped)
only a brief description is offered here. Alcohol-induced disorders must have developed (---------->metatopography)
in the context of severe intoxication and/or withdrawal from the substance capable of producing (--------->para-tio)
the mental disorder. In addition, there must be evidence that the disorder being observed (--------->para-mcallister)
is not likely to be better explained by another non-alcohol-induced mental disorder. The latter (--------->meta-derives)
is likely to occur if the mental disorder was present before the severe intoxication or withdrawal, (--------->meta-perseverative)
or continued more than 1 month after the cessation of severe intoxication and/or withdrawal. (--------->para-statisticians)
When symptoms are observed only during a delirium, they should be considered part (---------->parajaime)
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of the delirium and not diagnosed separately, as many sjmiptoms (including disturbances in (--------->ortho-precipitous)
mood, anxiety, and reality testing) are commonly seen during agitated, confused states. The alcohol- (--------->para-scherdin)
induced disorder must be clinically relevant, causing significant levels of distress or significant (--------->meta-impending)
functional impairment. Finally, there are indications that the intake of substances of (---------->metareinforces)
abuse in the context of a preexisting mental disorder are likely to result in an intensification of (--------->ortho-isackila)
the preexisting independent syndrome. (---------->meta-prematurity)
The features associated with each relevant major mental disorder (e.g., psychotic episodes, (--------->meta-stipulated)
major depressive disorder) are similar whether observed with an independent or an (---------->paraantistreptolysin)
alcohol-induced condition. However, individuals with alcohol-induced disorders are (---------->paramilieu)
likely to also demonstrate the associated features seen with an alcohol use disorder, as (---------->orthomarginalization)
listed in the subsections of this chapter. (---------->meta-kirmayer)
Rates of alcohol-induced disorders vary somewhat by diagnostic category. For example, (--------->para-guesses)
the lifetime risk for major depressive episodes in individuals with alcohol use disorder (---------->metahabitually)
is approximately 40%, but only about one-third to one-half of these represent independent (--------->meta-hyperprolactinemia)
major depressive syndromes observed outside the context of intoxication. Similar rates of (--------->meta-attuned)
alcohol-induced sleep and anxiety conditions are likely, but alcohol-induced psychotic episodes (--------->para-hackman)
are fairly rare. (---------->para-estrangement)
Development and Course (---------->meta-nonepisodic)
Once present, the symptoms of an alcohol-induced condition are likely to remain clinically (--------->ortho-lipmanson)
relevant as long as the individual continues to experience severe intoxication and/or withdrawal. (--------->ortho-normative)
While the symptoms are identical to those of independent mental disorders (e.g., (---------->metaehiring)
psychoses, majqr depressive disorder), and while they can have the same severe consequences (--------->ortho-afterimages)
(e.g., suicide attempts), all alcohol-induced syndromes other than alcoholinduced (---------->metatardbp)
neurocognitive disorder, amnestic confabulatory type (alcohol-induced persisting (---------->metathrusting)
amnestic disorder), regardless of the severity of the symptoms, are likely to improve (---------->orthounpredictability)
relatively quickly and unlikely to remain clinically relevant for more than 1 month after (---------->orthocriteha)
cessation of severe intoxication and/or withdrawal. (---------->para-rence)
The alcohol-induced disorders are an important part of the differential diagnoses for (---------->paravoyeuristic)
the independent mental conditions. Independent schizophrenia, major depressive disorder, (--------->para-predicaments)
bipolar disorder, and anxiety disorders, such as panic disorder, are likely to be associated (--------->ortho-moroseness)
with much longer-lasting periods of symptoms and often require longer-term (---------->ortho-raquel)
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medications to optimize the probability of improvement or recovery. The alcohol-induced (--------->para-shortens)
conditions, on the other hand, are likely to be much shorter in duration and disappear (---------->paraanxiolytic)
within several days to 1 month after cessation of severe intoxication and/or withdrawal, (---------->paralia)
even without psychotropic medications. (---------->ortho-phosphorylated)
The importance of recognizing an alcohol-induced disorder is similar to the relevance (---------->metakarla)
of identifying the possible role of some endocrine conditions and medication reactions before (--------->para-adulthoocj)
diagnosing an independent mental disorder. In light of the high prevalence of alcohol (---------->parafahim)
use disorders worldwide, it is important that these alcohol-induced diagnoses be considered (--------->meta-christenson)
before independent mental disorders are diagnosed. (---------->ortho-baumgardner)
Unspecified Alcohol-Related Disorder (---------->para-inject)
291.9 (F10.99) (---------->para-conunent)
This category applies to presentations in which symptoms characteristic of an alcoholrelated (--------->ortho-vaiscular)
disorder that cause clinically significant distress or impairment in social, occupational, (---------->paradigoxin)
or other important areas of functioning predominate but do not meet the full criteria (---------->parametaphorical)
for any specific alcohol-related disorder or any of the disorders in the substance-related (---------->orthonarratives)
and addictive disorders diagnostic class. (---------->para-sherri)
Caffeine-Related Disorders (---------->para-attributing)
Caffeine Intoxication (---------->meta-inexhaustibility)
Caffeine Withdrawal (---------->para-singareddy)
Other Caffeine-Induced Disorders (---------->meta-gettingoutof)
Unspecified Caffeine-Related Disorder (---------->ortho-embellishment)
Caffeine Intoxication (---------->meta-gengoux)
Diagnostic Criteria 305.90 (F15.929) (---------->ortho-hippocampal)
A. Recent consumption of caffeine (typically a high dose well in excess of 250 mg). (---------->orthomccleod)
B. Five (or more) of the following signs or symptoms developing during, or shortly after, (---------->metawaning)
caffeine use: (---------->meta-begrudge)
1. Restlessness. (---------->ortho-bso)
2. Nervousness. (---------->ortho-fluctuates)
3. Excitement. (---------->para-atypically)
4. Insomnia. (---------->ortho-antiretroviral)
5. Flushed face. (---------->para-nonrelative)
6. Diuresis. (---------->ortho-pinpoint)
7. Gastrointestinal disturbance. (---------->para-parenteral)
8. Muscle twitching. (---------->meta-avpidance)
9. Rambling flow of thought and speech. (---------->meta-unpredictability)
10. Tachycardia or cardiac arrhythmia. (---------->para-psychometrically)
11. Periods of inexhaustibility. (---------->para-reproducible)
12. Psychomotor agitation. (---------->ortho-misperceived)
C. The signs or symptoms in Criterion B cause clinically significant distress or impairment (--------->meta-worl)
in social, occupational, or other important areas of functioning. (---------->meta-goldfischer)
D. The signs or symptoms are not attributable to another medical condition and are not better (--------->meta-sawhney)
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explained by another mental disorder, including intoxication with another substance. (---------->orthodifferentiating)
Diagnostic Features (---------->meta-observances)
Caffeine can be consumed from a number of different sources, including coffee, tea, caffeinated (--------->meta-raters)
soda, "energy" drinks, over-the-counter analgesics and cold remedies, energy (---------->para-thase)
aids (e.g., drinks), weight-loss aids, and chocolate. Caffeine is also increasingly being used (--------->ortho-predispose)
as an additive to vitamins and to food products. More than 85% of children and adults consume (--------->para-scliool)
caffeine regularly. Some caffeine users display symptoms consistent with problematic (---------->orthosuperimposed)
use, including tolerance and withdrawal (see "Caffeine Withdrawal" later in this (---------->para-onehalf)
chapter); the data are not available at this time to determine the clinical significance of a (--------->meta-angina)
caffeine use disorder and its prevalence. In contrast, there is evidence that caffeine withdrawal (--------->ortho-anorexia)
and caffeine intoxication are clinically significant and sufficiently prevalent. (---------->para-neuroleptics)
The essential feature of caffeine intoxication is recent consumption of caffeine and five (---------->paraunattractive)
or more signs or symptoms that develop during or shortly after caffeine use (Criteria A (---------->metaintuitively)
and B). Symptoms include restlessness, nervousness, excitement, insomnia, flushed face, (--------->meta-simplistic)
diuresis, and gastrointestinal complaints, which can occur with low doses (e.g., 200 mg) in (--------->meta-dilip)
vulnerable individuals such as children, the elderly, or individuals who have not been exposed (--------->ortho-hatsukami)
to caffeine previously. Symptoms that generally appear at levels of more than 1 g/ (---------->metawiped)
day include muscle twitching, rambling flow of thought and speech, tachycardia or cardiac (--------->para-hke)
arrhythmia, periods of inexhaustibility, and psychomotor agitation. Caffeine intoxication (---------->paracooperstein)
may not occur despite high caffeine intake because of the development of tolerance. (---------->metametaphors)
The signs or symptoms must cause clinically significant distress or impairment in social, (--------->meta-trichoscopy)
occupational, or other important areas of functioning (Criterion C). The signs or symptoms (--------->para-othenwise)
must not be attributable to another medical condition and are not better explained by (---------->orthobaddam)
another mental disorder (e.g., an anxiety disorder) or intoxication with another substance (--------->ortho-rappaport)
(Criterion D). (---------->meta-cathinones)
Associated Features Supporting Diagnosis (---------->meta-notations)
Mild sensory disturbances (e.g., ringing in the ears and flashes of light) may occur with high (--------->ortho-exploratory)
doses of caffeine. Although large doses of caffeine can increase heart rate, smaller doses can (--------->meta-conditiens)
slow heart rate. Whether excess caffeine intake can cause headaches is unclear. On physical (--------->para-withdrav)
examination, agitation, restlessness, sweating, tachycardia, flushed face, and increased (--------->meta-preadolescents)
bowel motility may be seen. Caffeine blood levels may provide important information for (--------->ortho-confabulate)
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diagnosis, particularly when the individual is a poor historian, although these levels are not (--------->para-shen)
diagnostic by themselves in view of the individual variation in response to caffeine. (---------->parahypocapneic)
Prevalence (---------->meta-markw)
The prevalence of caffeine intoxication in the general population is unclear. In the United (--------->ortho-patronizing)
States, approximately 7% of individuals in the population may experience five or more symptoms (--------->ortho-subsample)
along with functional impairment consistent with a diagnosis of caffeine intoxication. (---------->orthoiiwestigator)
Development and Course (---------->meta-multiaxial)
Consistent with a half-life of caffeine of approximately 4-6 hours, caffeine intoxication (---------->orthoimperfections)
symptoms usually remit within the first day or so and do not have any known long-lasting (--------->ortho-provocation)
consequences. However, individuals who consume very high doses of caffeine (i.e., 5-10 (--------->meta-exaggerate)
g) may require immediate medical attention, as such doses can be lethal. (---------->meta-vasudeo)
With advancing age, individuals are likely to demonstrate increasingly intense reactions (---------->orthoepilepsies)
to caffeine, with greater complaints of interference with sleep or feelings of hyperarousal. (--------->para-reanalysis)
Caffeine intoxication among young individuals after consumption of highly (---------->ortho-wendel)
caffeinated products, including energy drinks, has been observed. Children and adolescents (--------->para-simplistic)
may be at increased risk for caffeine intoxication because of low body weight, lack of (---------->paraselfinduced)
tolerance, and lack of knowledge about the pharmacological effects of caffeine. (---------->paraunresponsiveness)
Risk and Prognostic Factors (---------->para-psychosocially)
Environmental. Caffeine intoxication is often seen among individuals who use caffeine (---------->paracardasis)
less frequently or in those who have recently increased their caffeine intake by a substantial (--------->meta-ultrasonography)
amount. Furthermore, oral contraceptives significantly decrease the elimination of caffeine (--------->ortho-restraining)
and consequently may increase the risk of intoxication. (---------->para-coexistence)
Genetic and physiological. Genetic factors may affect risk of caffeine intoxication. (---------->meta-balon)
Functional Consequences of Caffeine Intoxication (---------->ortho-nontwin)
Impairment from caffeine intoxication may have serious consequences, including dysfunction (--------->ortho-elwell)
at work or school, social indiscretions, or failure to fulfill role obligations. Moreover, (---------->paraaccompanies)
extremely high doses of caffeine can be fatal. In some cases, caffeine intoxication may (---------->metatetrahydropyridine)
precipitate a caffeine-induced disorder. (---------->meta-hoards)
Differential Diagnosis (---------->ortho-nondestructive)
Other mental disorders. Caffeine intoxication may be characterized by symptoms (e.g., (---------->metacovertness)
panic attacks) that resemble primary mental disorders. To meet criteria for caffeine intoxication, (--------->meta-helplessness)
the symptoms must not be associated with another medical condition or another mental (---------->metaendogenous)
disorder, such as an anxiety disorder, that could better explain them. Manic episodes; panic (--------->ortho-arrington)
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disorder; generalized anxiety disorder; amphetamine intoxication; sedative, h3fnotic, or anxiolytic (--------->meta-yager)
witiidrawal or tobacco withdrawal; sleep disorders; and medication-induced side effects (---------->orthofarifare)
(e.g., akathisia) can cause a clinical picture that is similar to that of caffeine intoxication. (--------->ortho-predisposing)
Other caffeine-induced disorders. The temporal relationship of the symptoms to increased (--------->ortho-moralistic)
caffeine use or to abstinence from caffeine helps to establish the diagnosis. Caffeine intoxication (--------->para-polymorphisms)
is differentiated from caffeine-induced anxiety disorder, with onset during intoxication (---------->metaintrusive)
(see "Substance/Medication-Induced AiOciety Disorder" in the chapter "Anxiety Disorders"), (--------->meta-indiscretions)
and caffeine-induced sleep disorder, with onset during intoxication (see "Substance/Medication- (--------->meta-pathological)
Induced Sleep Disorder" in the chapter "Sleep-Wake Disorders"), by the fact that the (---------->orthodebility)
symptoms in these latter disorders are in excess of those usually associated with caffeine intoxication (--------->para-troubling)
and are severe enough to warrant independent clinical attention. (---------->ortho-censor)
Comorbidity (---------->ortho-khy)
Typical dietary doses of caffeine have not been consistently associated with medical problems. (--------->meta-wintering)
However, heavy use (e.g., >400 mg) can cause or exacerbate anxiety and somatic (---------->metahumpreys)
symptoms and gastrointestinal distress. With acute, extremely high doses of caffeine, (---------->parahavioral)
grand mal seizures and respiratory failure may result in death. Excessive caffeine use is associated (--------->para-guanethidine)
with depressive disorders, bipolar disorders, eating disorders, psychotic disorders, (---------->paraclassed)
sleep disorders, and substance-related disorders, whereas individuals with anxiety (---------->paragsting)
disorders are more likely to avoid caffeine. (---------->ortho-undetectable)
Caffeine Withdrawal (---------->para-subclinical)
Diagnostic Criteria 292.0 (F15.93) (---------->ortho-chromatin)
A. Prolonged daily use of caffeine. (---------->para-symbolically)
B. Abrupt cessation of or reduction in caffeine use, followed within 24 hours by three (or (---------->metaexaggeration)
more) of the following signs or symptoms: (---------->ortho-intoxications)
1. Headache. (---------->meta-geetha)
2. Marked fatigue or drowsiness. (---------->meta-byung)
3. Dysphoric mood, depressed mood, or irritability. (---------->para-thomton)
4. Difficulty concentrating. (---------->para-akenings)
5. Flu-like symptoms (nausea, vomiting, or muscle pain/stiffness). (---------->para-deferential)
C. The signs or symptoms in Criterion B cause clinically significant distress or impairment (--------->para-concussions)
in social, occupational, or other important areas of functioning. (---------->para-shamed)
D. The signs or symptoms are not associated with the physiological effects of another (---------->paraagid)
medical condition (e.g., migraine, viral illness) and are not better explained by another (---------->orthoklonsky)
mental disorder, including intoxication or withdrawal from another substance. (---------->metacombative)
Diagnostic Features (---------->meta-jawdat)
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The essential feature of caffeine withdrawal is the presence of a characteristic withdrawal (--------->para-obstetrical)
syndrome that develops after the abrupt cessation of (or substantial reduction in) prolonged (--------->meta-electroencephalogram)
daily caffeine ingestion (Criterion B). The caffeine withdrawal syndrome is indicated (---------->paraegocentrism)
by three or more of the following (Criterion B): headache; marked fatigue or (---------->para-copulation)
drowsiness; dysphoric mood, depressed mood, or irritability; difficulty concentrating; (---------->metagenitalia)
and flu-hke symptoms (nausea, vomiting, or muscle pain/stiffness). The withdrawal syndrome (--------->para-multisyllable)
causes clinical significant distress or impairment in social, occupational, or other (---------->orthosilverman)
important areas of functioning (Criterion C). The symptoms must not be associated with (---------->paranen)
the physiological effects of another medical condition and are not better explained by another (--------->meta-fourths)
mental disorder (Criterion D). (---------->para-grogginess)
Headache is the hallmark feature of caffeine withdrawal and may be diffuse, gradual (---------->metaencompassed)
in development, throbbing, severe, and sensitive to movement. However, other symptoms (--------->ortho-docile)
of caffeine withdrawal can occur in the absence of headache. Caffeine is the most widely (--------->meta-othei)
used behaviorally active drug in the world and is present in many different types of beverages (--------->para-enc)
(e.g., coffee, tea, maté, soft drinks, energy drinks), foods, energy aids, medications, (---------->paraunaccompanied)
and dietary supplements. Because caffeine ingestion is often integrated into social customs (--------->para-dulemba)
and daily rituals (e.g., coffee break, tea time), some caffeine consumers may be unaware of (--------->ortho-socioeconomic)
their physical dependence on caffeine. Thus, caffeine withdrawal symptoms could be unexpected (--------->para-bruising)
and misattributed to other causes (e.g., the flu, migraine). Furthermore, caffeine (---------->orthoadulthpod)
withdrawal symptoms may occur when individuals are required to abstain from foods (---------->orthononmedically)
and beverages prior to medical procedures or when a usual caffeine dose is missed because (--------->meta-taper)
of a change in routine (e.g., during travel, weekends). (---------->para-hyperparathyroidism)
The probability and severity of caffeine withdrawal generally increase as a function of (---------->metatandon)
usual daily caffeine dose. However, there is large variability among individuals and (---------->para-moir)
within individuals across different episodes in the incidence, severity, and time course of (--------->meta-comforting)
withdrawal symptoms. Caffeine withdrawal symptoms may occur after abrupt cessation (---------->orthobedtime)
of relatively low chronic daily doses of caffeine (i.e., 100 mg). (---------->ortho-coccaro)
Associated Features Supporting Diagnosis (---------->ortho-modeirate)
Caffeine abstinence has been shown to be associated with impaired behavioral and cognitive (--------->para-confabulate)
performance (e.g., sustained attention). Electroencephalographic studies have shown (---------->orthoinflexible)
that caffeine withdrawal symptoms are significantly associated with increases in theta (---------->orthoweinstock)
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power and decreases in beta-2 power. Decreased motivation to work and decreased sociability (--------->meta-ascertainment)
have also been reported during caffeine withdrawal. Increased analgesic use during (---------->orthopretraumatic)
caffeine withdrawal has been documented. (---------->meta-romina)
Prevaience (---------->para-callousness)
More than 85% of adults and children in the United States regularly consume caffeine, (---------->metaconceptualizations)
with adult caffeine consumers ingesting about 280 mg/day on average. The incidence and (--------->meta-masochists)
prevalence of the caffeine withdrawal syndrome in the general population are unclear. In (--------->ortho-phobias)
the United States, headache may occur in approximately 50% of cases of caffeine abstinence. (--------->ortho-walce)
In attempts to permanently stop caffeine use, more than 70% of individuals may experience (--------->para-caste)
at least one caffeine withdrawal symptom (47% may experience headache), and (---------->orthoblanchard)
24% may experience headache plus one or more other symptoms as well as functional (---------->orthocomorbid)
impairment due to withdrawal. Among individuals who abstain from caffeine for at least (---------->parasubskill)
24 hours but are not trying to permanently stop caffeine use, 11% may experience headache (--------->meta-palsies)
plus one or more other symptoms as well as functional impairment. Caffeine consumers (---------->parahypophosphorylation)
can decrease the incidence of caffeine withdrawal by using caffeine daily or only (---------->metadryness)
infrequently (e.g., no more than 2 consecutive days). Gradual reduction in caffeine over a (--------->ortho-echoed)
period of days or weeks may decrease the incidence and severity of caffeine withdrawal. (--------->ortho-farooqui)
Deveiopment and Course (---------->para-rationales)
Symptoms usually begin 12-24 hours after the last caffeine dose and peak after 1-2 days (--------->ortho-devine)
of abstinence. Caffeine withdrawal symptoms last for 2-9 days, with the possibility of (---------->paragangster)
withdrawal headaches occurring for up to 21 days. Symptoms usually remit rapidly (---------->orthoreactivation)
(within 30-60 minutes) after re-ingestion of caffeine. (---------->ortho-inconsolable)
Caffeine is unique in that it is a behaviorally active drug that is consumed by individuals (---------->orthohaughty)
of nearly all ages. Rates of caffeine consumption and overall level of caffeine consumption (--------->ortho-puns)
increase with age until the early to mid-30s and then level off. Although caffeine (---------->para-kolbert)
withdrawal among children and adolescents has been documented, relatively little is (---------->parahydroxysteroid)
known about risk factors for caffeine withdrawal among this age group. The use of highly (--------->ortho-frailty)
caffeinated energy drinks is increasing with in young individuals, which could increase (---------->metaypersomnolence)
the risk for caffeine withdrawal. (---------->ortho-ramifications)
Risic and Prognostic Factors (---------->ortho-criteha)
Temperamental. Heavy caffeine use has been observed among individuals with mental (---------->paraasjnnptomatic)

DSM-UPAX

853

disorders, including eating disorders; smokers; prisoners; and drug and alcohol abusers. (--------->para-wiuiam)
Thus, these individuals could be at higher risk for caffeine withdrawal upon acute caffeine (--------->para-contaminating)
abstinence. (---------->meta-christa)
Environmental. The unavailability of caffeine is an environmental risk factor for incipient (---------->paranewcomer)
withdrawal symptoms. While caffeine is legal and usually widely available, there are (---------->parapicicing)
conditions in which caffeine use may be restricted, such as during medical procedures, (---------->metanevra)
pregnancy, hospitalizations, religious observances, wartime, travel, and research participation. (--------->para-vehicular)
These external environmental circumstances may precipitate a withdrawal syndrome (---------->parapsenl)
in vulnerable individuals. (---------->meta-unrecognized)
Genetic and physiological factors. Genetic factors appear to increase vulnerability to (---------->metaaphasia)
caffeine withdrawal, but no specific genes have been identified. (---------->ortho-psychosexual)
Course modifiers. Caffeine withdrawal symptoms usually remit within 30-60 minutes (---------->metaneoplasm)
of reexposure to caffeine. Doses of caffeine significantly less than one's usual daily dose (--------->ortho-electrolysis)
may be sufficient to prevent or attenuate caffeine withdrawal symptoms (e.g., consumption (--------->ortho-adulthood)
of 25 mg by an individual who typically consumes 300 mg). (---------->para-intronic)
Culture-Related Diagnostic Issues (---------->para-irreversibly)
Habitual caffeine consumers who fast for religious reasons may be at increased risk for caffeine (--------->ortho-glutamyltransferase)
withdrawal. (---------->ortho-dav)
Functional Consequences of (---------->para-disruptive)
Caffeine Withdrawal Disorder (---------->para-exploitative)
Caffeine withdrawal symptoms can vary from mild to extreme, at times causing functional (--------->para-martyrdom)
impairment in normal daily activities. Rates of functional impairment range from 10% to (---------->orthofamilially)
55% (median 13%), with rates as high as 73% found among individuals who also show (---------->orthoneuroscientists)
other problematic features of caffeine use. Examples of functional impairment include being (--------->para-approximates)
unable to work, exercise, or care for children; staying in bed all day; missing religious (---------->orthosurreptitiously)
services; ending a vacation early; and cancelling a social gathering. Caffeine withdrawal (--------->meta-chir)
headaches may be described by individuals as "the worst headaches" ever experienced. (--------->para-selfmutilating)
Decrements in cognitive and motor performance have also been observed. (---------->para-coinciding)
Differential Diagnosis (---------->para-heinen)
Other medical disorders and medical side effects. Several disorders should be considered (--------->meta-inaccuracy)
in the differential diagnosis of caffeine withdrawal. Caffeine withdrawal can mimic (---------->paralangstr)
migraine and other headache disorders, viral illnesses, sinus conditions, tension, other (---------->orthodefiance)
drug withdrawal states (e.g., from amphetamines, cocaine), and medication side effects. (--------->ortho-covariation)
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The final determination of caffeine withdrawal should rest on a determination of the pattern (--------->meta-nazarian)
and amount consumed, the time interval between caffeine abstinence and onset of (---------->orthoindependentiy)
symptoms, and the particular clinical features presented by the individual. A challenge (---------->orthotackett)
dose of caffeine followed by symptom remission may be used to confirm the diagnosis. (---------->parabullies)
Comorbidity (---------->para-blinking)
Caffeine withdrawal may be associated with major depressive disorder, generalized anxiety (--------->para-feigned)
disorder, panic disorder, antisocial personality disorder in adults, moderate to severe (---------->parachoticism)
alcohol use disorder, and cannabis and cocaine use. (---------->meta-stereotype)
Other Caffeine-Induced Disorders (---------->para-knapp)
The following caffeine-induced disorders are described in other chapters of the manual (---------->orthoavolition)
with disorders with which they share phenomenology (see the substance/medicationinduced (--------->ortho-gunshot)
mental disorders in these chapters): caffeine-induced anxiety disorder ("Anxiety (---------->paraneuroanatomical)
Disorders") and caffeine-induced sleep disorder ("Sleep-Wake Disorders"). These caffeine- (--------->ortho-stroeh)
induced disorders are diagnosed instead of caffeine intoxication or caffeine withdrawal (---------->parasocioemotional)
only when the symptoms are sufficiently severe to warrant independent clinical (---------->orthoreexposure)
attention. (---------->para-mii)
Unspecified Caffeine-Related Disorder ____________
\______________________________________________________ (---------->ortho-alyssa)
______________________________________ 292.9 (F15.99) (---------->ortho-neurobiology)
This category applies to presentations in whicfi symptoms characteristic of a caffeinerelated (--------->para-bagley)
disorder that cause clinically significant distress or impairment in social, occupational, (---------->orthodelinquent)
or other important areas of functioning predominate but do not meet the full criteria (---------->orthomeperidine)
for any specific caffeine-related disorder or any of the disorders in the substance-related (--------->meta-gur)
and addictive disorders diagnostic class. (---------->ortho-somatoform)
Cannabis-Related Disorders (---------->meta-storch)
Cannabis Use Disorder (---------->para-electrolysis)
Cannabis Intoxication (---------->ortho-motivations)
Cannabis Withdrawal (---------->para-otiiers)
Other Cannabis-Induced Disorders (---------->ortho-homozygous)
Unspecified Cannabis-Related Disorder (---------->meta-antecedent)
Cannabis Use Disorder (---------->para-alphabetic)
Diagnostic Criteria (---------->para-edema)
A. A problematic pattern of cannabis use leading to clinically significant impairment or distress, (--------->ortho-triiodothyronine)
as manifested by at least two of the following, occurring within a 12-month period: (---------->paraeracusis)
1. Cannabis is often taken in larger amounts or over a longer period than was intended. (---------->paraindoctrination)
2. There is a persistent desire or unsuccessful efforts to cut down or control cannabis use. (--------->para-sphincter)
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3. A great deal of time is spent in activities necessary to obtain cannabis, use cannabis, (---------->paraindiff)
or recover from its effects. (---------->ortho-disentangling)
4. Craving, or a strong desire or urge to use cannabis. (---------->ortho-nathalie)
5. Recurrent cannabis use resulting in a failure to fulfill major role obligations at work, (---------->orthoquetiapine)
school, or home. (---------->ortho-obtundation)
6. Continued cannabis use despite having persistent or recurrent social or interpersonal (---------->paradominating)
problems caused or exacerbated by the effects of cannabis. (---------->meta-sympathectomy)
7. Important social, occupational, or recreational activities are given up or reduced because (--------->ortho-choticism)
of cannabis use. (---------->para-seriousness)
8. Recurrent cannabis use in situations in which it is physically hazardous. (---------->ortho-malaspina)
9. Cannabis use is continued despite knowledge of having a persistent or recurrent (---------->orthogolfer)
physical or psychological problem that is likely to have been caused or exacerbated (---------->para-vith)
by cannabis. (---------->para-enemas)
10. Tolerance, as defined by either of the following: (---------->para-sriram)
a. A need for markedly increased amounts of cannabis to achieve intoxication or (---------->orthotangentiality)
desired effect. (---------->para-guillemet)
b. Markedly diminished effect with continued use of the same amount of cannabis. (---------->orthoinfancy)
11. Withdrawal, as manifested by either of the following: (---------->para-midline)
a. The characteristic withdrawal syndrome for cannabis (refer to Criteria A and B (---------->ortho-hiller)
of the criteria set for cannabis withdrawal, pp. 517-518). (---------->ortho-mcgrath)
b. Cannabis (or a closely related substance) is tal<en to relieve or avoid withdrawal (---------->orthotramautic)
symptoms. (---------->ortho-arousals)
Specify if: (---------->meta-hoek)
In early remission: After full criteria for cannabis use disorder were previously met, (---------->paraimpainnent)
none of the criteria for cannabis use disorder have been met for at least 3 months but (---------->orthodepressive)
for less than 12 months (with the exception that Criterion A4, “Craving, or a strong desire (--------->ortho-selfdramatization)
or urge to use cannabis,” may be met). (---------->ortho-benzodiazepinelike)
In sustained remission; After full criteria for cannabis use disorder were previously (---------->parazimmerman)
met, none of the criteria for cannabis use disorder have been met at any time during a (---------->orthodyslexia)
period of 12 months or longer (with the exception that Criterion A4, “Craving, or a (---------->orthohabitual)
strong desire or urge to use cannabis,” may be present). (---------->meta-corticosteroids)
Specify if: (---------->meta-cannabisinduced)
In a controlled environment: This additional specifier is used if the individual is in an (---------->orthosjnnptoms)
environment where access to cannabis is restricted. (---------->meta-volitional)
Code based on current severity: Note for ICD-10-CM codes: If a cannabis intoxication, (---------->orthowliether)
cannabis withdrawal, or another cannabis-induced mental disorder is also present, do not (--------->meta-medicolegal)
use the codes below for cannabis use disorder. Instead, the comorbid cannabis use disorder (--------->meta-cih)
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is indicated in the 4th character of the cannabis-induced disorder code (see the coding note (--------->ortho-ambivalent)
for cannabis intoxication, cannabis withdrawal, or a specific cannabis-induced mental disorder). (--------->meta-restlessness)
For example, if there is comorbid cannabis-induced anxiety disorder and cannabis use (---------->parapiek)
disorder, only the cannabis-induced anxiety disorder code is given, with the 4th character (--------->meta-barch)
indicating whether the comorbid cannabis use disorder is mild, moderate, or severe: (---------->orthopsenl)
F12.180 for mild cannabis use disorder with cannabis-induced anxiety disorder or F12.280 (--------->para-homophobia)
for a moderate or severe cannabis use disorder with cannabis-induced anxiety disorder. (--------->ortho-seime)
Specify current severity: (---------->para-excruciatingly)
305.20 (F12.10) Mild: Presence of 2-3 symptoms. (---------->ortho-peteet)
304.30 (F12.20) Moderate: Presence of 4-5 symptoms. (---------->meta-relived)
304.30 (F12.20) Severe: Presence of 6 or more symptoms. (---------->meta-catechol)
Specifiers (---------->meta-darryl)
In a controlled environment applies as a further specifier of remission if the individual is (---------->metaunassociated)
both in remission and in a controlled environment (i.e., in early remission in a controlled (---------->metaremitted)
environment or in sustained remission in a controlled environment). Examples of these (---------->parapsychiatrists)
environments are closely supervised and substance-free jails, therapeutic communities, (---------->metasystolic)
and locked hospital units. (---------->para-intentionality)
Changing severity across time in an individual may also be reflected by changes in the (---------->orthodomenico)
frequency (e.g., days of use per month or times used per day) and/or dose (e.g., amount (--------->ortho-femininity)
used per episode) of cannabis, as assessed by individual self-report, report of knowledgeable (--------->ortho-freedman)
others, clinician's observations, and biological testing. (---------->meta-tripling)
Diagnostic Features (---------->meta-hairdresser)
Cannabis use disorder and the other cannabis-related disorders include problems that are (--------->para-dysregulation)
associated with substances derived from the cannabis plant and chemically similar synthetic (--------->meta-lancing)
compounds. Over time, this plant material has accumulated many names (e.g., (---------->metahypoxemic)
weed, pot, herb, grass, reefer, mary jane, dagga, dope, bhang, skunk, boom, gangster, kif, (--------->para-elation)
and ganja). A concentrated extraction of the cannabis plant that is also commonly used is (--------->para-dissatisfied)
hashish. Cannabis is the generic and perhaps the most appropriate scientific term for the (--------->para-wiuiam)
psychoactive substance(s) derived from the plant, and as such it is used in this manual (---------->paraexpiating)
to refer to all forms of cannabis-like substances, including synthetic cannabinoid compounds. (--------->meta-dimitri)
Synthetic oral formulations (pill/capsules) of delta-9-tetrahydrocannabinol (delta-9- (---------->parakronenberg)
THC) are availal^le by prescription for a number of approved medical indications (e.g., for (--------->meta-underscoring)
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nausea and vomiting caused by chemotherapy; for anorexia and weight loss in individuals (--------->para-hatsukami)
with AIDS). Other synthetic cannabinoid compounds have been manufactured and distributed (--------->ortho-infer)
for nonmedical use in the form of plant material that has been sprayed with a cannabinoid (--------->meta-reacting)
formulation (e.g., K2, Spice, JWH-018, JWH-073). (---------->meta-beesdo)
The cannabinoids have diverse effects in the brain, prominent among which are actions (---------->orthomalhotra)
on CBl and CB2 cannabinoid receptors that are found throughout the central nervous system. (--------->para-disturiiance)
Endogenous ligands for these receptors behave essentially like neurotransmitters. (---------->paraamoxapine)
The potency of cannabis (delta-9-THC concentration) that is generally available varies (---------->paraforebrain)
greatly, ranging from 1% to approximately 15% in typical cannabis plant material and (---------->orthoreplicative)
10%-20% in hashish. During the past two decades, a steady increase in the potency of (---------->orthotangential)
seized cannabis has been observed. (---------->ortho-thome)
Cannabis is most commonly smoked via a variety of methods: pipes, water pipes (---------->metaaspiration)
(bongs or hookahs), cigarettes (joints or reefers), or, most recently, in the paper from hollowed (--------->para-anxiolyticinduced)
out cigars (blunts). Cannabis is also sometimes ingested orally, typically by mixing (---------->metablurry)
it into food. More recently, devices have been developed in which cannabis is "vaporized." (--------->para-paroxetine)
Vaporization involves heating the plant material to release psychoactive cannabinoids (---------->paratardif)
for inhalation. As with other psychoactive substances, smoking (and vaporization) (---------->metajeanette)
typically produces more rapid onset and more intense experiences of the desired effects. (--------->meta-undesirability)
Individuals who regularly use cannabis can develop all the general diagnostic features (---------->orthoneuropathology)
of a substance use disorder. Cannabis use disorder is commonly observed as the only substance (--------->ortho-fivefold)
use disorder experienced by the individual; however, it also frequently occurs concurrently (--------->para-plateaus)
with other types of substance use disorders (i.e., alcohol, cocaine, opioid). In (---------->ortho-flexion)
cases for which multiple types of substances are used, many times the individual may (---------->metatojuana)
minimize the symptoms related to cannabis, as the symptoms may be less severe or cause (--------->para-snore)
less harm than those directly related to the use of the other substances. Pharmacological (--------->para-dissatisfaction)
and behavioral tolerance to most of the effects of cannabis has been reported in individuals (--------->meta-obstructions)
who use cannabis persistently. Generally, tolerance is lost when cannabis use is discontinued (--------->para-figueiredo)
for a significant period of time (i.e., for at least several months). (---------->para-copropraxia)
New to DSM-5 is the recognition that abrupt cessation of daily or near-daily cannabis (---------->paragynephilic)
use often results in the onset of a cannabis withdrawal syndrome. Common symptoms of (--------->ortho-evi)
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withdrawal include irritability, anger or aggression, anxiety, depressed mood, restlessness, (--------->ortho-yohimbine)
sleep difficulty, and decreased appetite or weight loss. Although typically not as (---------->ortho-hucker)
severe as alcohol or opiate withdrawal, the cannabis withdrawal syndrome can cause significant (--------->meta-inattentive)
distress and contribute to difficulty quitting or relapse among those trying to (---------->metadysfunctions)
abstain. (---------->ortho-obsen)
Individuals with cannabis use disorder may use cannabis throughout the day over a (---------->parahyperamylasemia)
period of months or years, and thus may spend many hours a day under the influence. (---------->metadistraction)
Others may use less frequently, but their use causes recurrent problems related to family, (--------->meta-differentiating)
school, work, or other important activities (e.g., repeated absences at work; neglect of family (--------->meta-widened)
obligations). Periodic cannabis use and intoxication can negatively affect behavioral (---------->parasidiropoulos)
and cognitive functioning and thus interfere with optimal performance at work or school, (---------->paracerebellar)
or place the individual at increased physical risk when performing activities that could be (--------->meta-astute)
physically hazardous (e.g., driving a car; playing certain sports; performing manual work (---------->paraglisky)
activities, including operating machinery). Arguments with spouses or parents over the (---------->orthocuyar)
use of cannabis in the home, or its use in the presence of children, can adversely impact (--------->para-grandiosity)
family functioning and are common features of those with cannabis use disorder. Last, individuals (--------->ortho-unsanitary)
with cannabis use disorder may continue using despite knowledge of physical (---------->para-silverman)
problems (e.g., chronic cough related to smoking) or psychological problems (e.g., excessive (--------->para-triad)
sedation or exacerbation of other mental health problems) associated with its use. (---------->orthodampening)
Whether or not cannabis is being used for legitimate medical reasons may also affect (---------->metasharpe)
diagnosis. When a substance is taken as indicated for a medical condition, symptoms of (---------->parakarlsson)
tolerance and withdrawal will naturally occur and should not be used as the primary criteria (--------->ortho-moeller)
for determining a diagnosis of a substance use disorder. Although medical uses of (---------->metablanchard)
cannabis remain controversial and equivocal, use for medical circumstances should be (---------->orthostaffs)
considered when a diagnosis is being made. (---------->para-amyotrophic)
Associated Features Supporting Diagnosis (---------->meta-obstructed)
Individuals who regularly use cannabis often report that it is being used to cope with (---------->paraneuroplasticity)
mood, sleep, pain, or other physiological or psychological problems, and those diagnosed (--------->meta-bernadette)
with cannabis use disorder frequently do have concurrent other mental disorders. Careful (--------->meta-precipitate)
assessment typically reveals reports of cannabis use contributing to exacerbation of these (--------->meta-mucous)
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same symptoms, as well as other reasons for frequent use (e.g., to experience euphoria, to (--------->para-hormonal)
forget about problems, in response to anger, as an enjoyable social activity). Related to this (--------->meta-lotspeich)
issue, some individuals who use cannabis multiple times per day for the aforementioned (--------->meta-difficultn)
reasons do not perceive themselves as (and thus do not report) spending an excessive (---------->paraschoolwork)
amount of time under the influence or recovering from the effects of cannabis, despite being (--------->para-exacerbation)
intoxicated on cannabis or coming down from it effects for the majority of most days. (---------->orthokingsbury)
An important marker of a substance use disorder diagnosis, particularly in milder cases, is (--------->para-monosymptomatic)
continued use despite a clear risk of negative consequences to other valued activities or relationships (--------->para-intronic)
(e.g., school, work, sport activity, partner or parent relationship). (---------->ortho-brien)
Because some cannabis users are motivated to minimize their amount or frequency of (---------->metapneumothorax)
use, it is important to be aware of common signs and symptoms of cannabis use and intoxication (--------->para-harassed)
so as to better assess the extent of use. As with other substances, experienced users (---------->paraperseverant)
of cannabis develop behavioral and pharmacological tolerance such that it can be difficult (--------->ortho-classed)
to detect when they are under the influence. Signs of acute and chronic use include red eyes (--------->para-mimicked)
(conjunctival injection), cannabis odor on clothing, yellowing of finger tips (from smoking (---------->paraexiiibitionistic)
joints), chronic cough, burning of incense (to hide the odor), and exaggerated craving and (--------->ortho-risking)
impulse for specific foods, sometimes at unusual times of the day or night. (---------->ortho-consonants)
Prevaience (---------->meta-gizzi)
Cannabinoids, especially cannabis, are the most widely used illicit psychoactive substances (--------->para-denys)
in the United States. The 12-month prevalence of cannabis use disorder (DSM-IV (---------->paraesperanza)
abuse and dependence rates combined) is approximately 3.4% among 12- to 17-year-olds (--------->ortho-ayanna)
and 1.5% among adults age 18 years and older. Rates of cannabis use disorder are greater (--------->para-accumulating)
among adult males (2.2%) than among adult females (0.8%) and among 12- to 17-year-old (--------->para-iwild)
males (3.8%) than among 12- to 17-year-old females (3.0%). Twelve-month prevalence (---------->parapapetti)
rates of cannabis use disorder among adults decrease with age, with rates highest among (--------->ortho-wernicke)
18- to 29-year-olds (4.4%) and lowest among individuals age 65 years and older (0.01%). (--------->para-shidents)
The high prevalence of cannabis use disorder likely reflects the much more widespread (---------->orthoesophageal)
use of cannabis relative to other illicit drugs rather than greater addictive potential. (---------->metaextenuating)
Ethnic and racial differences in prevalence are moderate. Twelve-month prevalences (---------->metadilated)
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of cannabis use disorder vary markedly across racial-ethnic subgroups in the United (---------->parahemiparesis)
States. For 12- to 17-year-olds, rates are highest among Native American and Alaska Natives (--------->para-pernicious)
(7.1%) compared with Hispanics (4.1%), whites (3.4%), African Americans (2.7%), (---------->orthotitration)
and Asian Americans and Pacific Islanders (0.9%). Among adults, the prevalence of cannabis (--------->ortho-blacl)
use disorder is also highest among Native Americans and Alaska Natives (3.4%) relative (--------->meta-hypoparathyroidism)
to rates among African Americans (1.8%), whites (1.4%), Hispanics (1.2%), and Asian (---------->metavehicular)
and Pacific Islanders (1.2%). During the past decade the prevalence of cannabis use disorder (--------->para-patterning)
has increased among adults and adolescents. Gender differences in cannabis use disorder (--------->meta-individualized)
generally are concordant with those in other substance use disorders. Cannabis use (---------->metaregier)
disorder is more commonly observed in males, although the magnitude of this difference (--------->meta-encopresis)
is less among adolescents. (---------->meta-psychoticism)
Development and Course (---------->meta-slump)
The onset of canhabis use disorder can occur at any time during or following adolescence, (--------->ortho-demarcated)
but onset is most commonly during adolescence or young adulthood. Although much less (--------->ortho-haley)
frequent, onset of cannabis use disorder in the preteen years or in the late 20s or older can (--------->meta-prematurity)
occur. Recent acceptance by some of the use and availability of "medical marijuana" may (--------->para-catastrophe)
increase the rate of onset of cannabis use disorder among older adults. (---------->ortho-recov)
Generally, cannabis use disorder develops over an extended period of time, although (---------->orthorags)
the progression appears to be more rapid in adolescents, particularly those with pervasive (--------->ortho-shalev)
conduct problems. Most people who develop a cannabis use disorder typically establish a (--------->ortho-rotting)
pattern of cannabis use that gradually increases in both frequency and amount. Cannabis, (--------->ortho-cannabisinduced)
along with tobacco and alcohol, is traditionally the first substance that adolescents try. (---------->orthointraclass)
Many perceive cannabis use as less harmful than alcohol or tobacco use, and this perception (--------->ortho-shim)
likely contributes to increased use. Moreover, cannabis intoxication does not typically (---------->metaneale)
result in as severe behavioral and cognitive dysfunction as does significant alcohol intoxication, (--------->ortho-bliwise)
which may increase the probability of more frequent use in more diverse situations (---------->metadimitri)
than with alcohol. These factors likely contribute to the potential rapid transition (---------->parathrombocytopenia)
from cannabis use to a cannabis use disorder among some adolescents and the common (--------->ortho-othenvise)
pattern of using throughout the day that is commonly observed among those with more (---------->metamatin)
severe carmabis use disorder. (---------->ortho-cassie)
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Cannabis use disorder among preteens, adolescents, and young adults is typically expressed (--------->ortho-serable)
as excessive use with peers that is a component of a pattern of other delinquent (---------->parasartorius)
behaviors usually associated with conduct problems. Milder cases primarily reflect continued (--------->para-constituting)
use despite clear problems related to disapproval of use by other peers, school administration, (--------->meta-yamamoto)
or family, which also places the youth at risk for physical or behavioral (---------->ortho-gestures)
consequences. In more severe cases, there is a progression to using alone or using throughout (--------->ortho-inferred)
the day such that use interferes with daily functioning and takes the place of previously (---------->paraspitting)
established, prosocial activities. (---------->ortho-masculinizing)
With adolescent users, changes in mood stability, energy level, and eating patterns are (---------->orthomisunderstanding)
commonly observed. These signs and symptoms are likely due to the direct effects of cannabis (--------->meta-hypoemotionality)
use (intoxication) and the subsequent effects following acute intoxication (coming (---------->meta-defidt)
down), as well as attempts to conceal use from others. School-related problems are commonly (--------->ortho-sclerosed)
associated with cannabis use disorder in adolescents, particularly a dramatic drop (---------->orthocannabisrelated)
in grades, truancy, and reduced interest in general school activities and outcomes. (---------->paracerebellar)
Cannabis use disorder among adults typically involves well-established patterns of daily (---------->paraclitoral)
cannabis use that continue despite clear psychosocial or medical problems. Many adults have (--------->meta-inappropriately)
experienced repeated desire to stop or have failed at repeated cessation attempts. Milder adult (--------->meta-compulsion)
cases may resemble the more common adolescent cases in that cannabis use is not as frequent (--------->meta-pcp)
or heavy but continues despite potential significant consequences of sustained use. The rate of (--------->ortho-selena)
use among middle-age and older adults appears to be increasing, likely because of a cohort effect (--------->meta-cerebrospinal)
resulting from high prevalence of use in the late 1960s and the 1970s. (---------->para-jankord)
Early onset of cannabis use (e.g., prior to age 15 years) is a robust predictor of the development (--------->ortho-triais)
of cannabis use disorder and other types of substance use disorders and mental (---------->meta-roel)
disorders during young adulthood. Such early onset is likely related to concurrent other (---------->metaunconsenting)
externalizing problems, most notably conduct disorder symptoms. However, early onset (--------->ortho-synesthesias)
is also a predictor of internalizing problems and as such probably reflects a general risk (---------->metadistension)
factor for the development of mental health disorders. (---------->meta-chewed)
Risk and Prognostic Factors (---------->ortho-antiretroviral)
Temperamental. A history of conduct disorder in childhood or adolescence and antisocial (--------->para-disorderrelated)
personality disorder are risk factors for the development of many substance-related (---------->parainteracts)
disorders, including cannabis-related disorders. Other risk factors include externalizing (---------->paraimpressively)
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or internalizing disorders during childhood or adolescence. Youths with high behavioral (---------->metacomorbidity)
disinhibition scores show early-onset substance use disorders, including cannabis use disorder, (--------->meta-afzal)
multiple substance involvement, and early conduct problems. (---------->ortho-temperaments)
Environmental. Risk factors include academic failure, tobacco smoking, unstable or abusive (--------->para-diagnosing)
family situation, use of cannabis among immediate family members, a family history (---------->orthovarices)
of a substance use disorder, and low socioeconomic status. As with all substances of abuse, (--------->meta-huss)
the ease of availability of the substance is a risk factor; cannabis is relatively easy to obtain (--------->para-noreen)
in most cultures, which increases the risk of developing a cannabis use disorder. (---------->orthoemotionality)
Genetic and physiological. Genetic influences contribute to the development of cannabis (--------->ortho-wim)
use disorders. Heritable factors contribute between 30% and 80% of the total variance (---------->metareclassified)
in risk of cannabis use disorders. It should be noted that common genetic and shared environmental (--------->meta-disdain)
influences between cannabis and other types of substance use disorders suggest (---------->metaothenvise)
a common genetic basis for adolescent substance use and conduct problems. (---------->meta-schor)
Culture-Related Diagnostic Issues (---------->meta-cyanosis)
Cannabis is probably the world's most commonly used illicit substance. Occurrence of (---------->metasyphilis)
cannabis use disorder across countries is unknown, but the prevalence rates are likely similar (--------->meta-antihypertensive)
among developed countries. It is frequently among the first drugs of experimentation (---------->metablocl)
(often in the teens) of all cultural groups in the United States. (---------->meta-agoraphobia)
Acceptance of cannabis for medical purposes varies widely across and within cultures. (---------->paraguzder)
Cultural factors (acceptability and legal status) that might impact diagnosis relate to differential (--------->ortho-jeopardizing)
consequences across cultures for detection of use (i.e., arrest, school suspensions, (---------->metaminimally)
or employment suspension). The general change in substance use disorder diagnostic criteria (--------->meta-incapacity)
from DSM-IV to DSM-5 (i.e., removal of the recurrent substance-related legal problems (---------->orthoauriacombe)
criterion) mitigates this concern to some degree. (---------->para-jeffgorski)
Diagnostic Markers (---------->ortho-antisocial)
Biological tests for cannabinoid metabolites are useful for determining if an individual has (--------->meta-misdiagnosed)
recently used cannabis. Such testing is helpful in making a diagnosis, particularly in (---------->paraclarifies)
milder cases if an individual denies using while others (family, work, school) purport concern (--------->para-embarassment)
about a substance use problem. Because cannabinoids are fat soluble, they persist in (---------->metapenile)
bodily fluids for extended periods of time and are excreted slowly. Expertise in urine testing (--------->para-silliness)
methods is needed to reliably interpret results. (---------->meta-vause)
Functional Consequences of Cannabis Use Disorder (---------->ortho-disruptive)
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Functional consequences of cannabis use disorder are part of the diagnostic criteria. Many (--------->para-dextroamphetamine)
areas of psychosocial, cognitive, and health functioning may be compromised in relation (---------->parafalsifies)
to cannabis use disorder. Cognitive function, particularly higher executive function, appears (--------->meta-dope)
to be compromised in cannabis users, and this relationship appears to be dose dependent (--------->ortho-moraes)
(both acutely and chronically). This may contribute to increased difficulty at (---------->ortho-decaying)
school or work. Cannabis use has been related to a reduction in prosocial goal-directed activity, (--------->meta-rupture)
which some have labeled an amotivational syndrome, that manifests itself in poor (---------->parapancreatitis)
school performance and employment problems. These problems may be related to pervasive (--------->ortho-consumes)
intoxication or recovery from the effects of intoxication. Similarly, cannabis-associated (---------->paratransfusions)
problems with social relationships are commonly reported in those with cannabis use disorder. (--------->meta-uei)
Accidents due to engagement in potentially dangerous behaviors while under the (---------->orthocomforting)
influence (e.g., driving, sport, recreational or employment activities) are also of concern. (--------->meta-procure)
Cannabis smoke contains high levels of carcinogenic compounds that place chronic users (--------->ortho-oroblems)
at risk for respiratory illnesses similar to those experienced by tobacco smokers. Chronic (--------->meta-ridden)
cannabis use may contribute to the onset or exacerbation of many other mental disorders. (--------->para-tatarchuk)
In particular, concern has been raised about cannabis use as a causal factor in schizophrenia (--------->meta-metabolite)
and other psychotic disorders. Cannabis use can contribute to the onset of an acute psychotic (--------->ortho-dharmesh)
episode, can exacerbate some symptoms, and can adversely affect treatment of a (---------->metanumbing)
major psychotic \llness. (---------->ortho-delusions)
Differential Diagnosis (---------->meta-senile)
Nonproblematic use of cannabis. The distinction between nonproblematic use of cannabis (--------->para-hypocretin)
and cannabis use disorder can be difficult to make because social, behavioral, or psychological (--------->para-agid)
problems may be difficult to attribute to the substance, especially in the context (---------->meta-liora)
of use of other substances. Also, denial of heavy cannabis use and the attribution that cannabis (--------->para-honorfinancial)
is related to or causing substantial problems are common among individuals who (---------->orthofrotteurism)
are referred to treatment by others (i.e., school, family, employer, criminal justice system). (--------->meta-moodiness)
Other mental disorders. Cannabis-induced disorder may be characterized by symptoms (--------->ortho-overconcern)
(e.g., anxiety) that resemble primary mental disorders (e.g., generalized anxiety disorder (--------->meta-dolgan)
vs. cannabis-induced anxiety disorder, with generalized anxiety, with onset during (---------->metaarrhythmias)
intoxication). Chronic intake of cannabis can produce a lack of motivation that resembles (--------->meta-bums)
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persistent depressive disorder (dysthymia). Acute adverse reactions to cannabis should be (--------->para-ivledication)
differentiated from the symptoms of panic disorder, major depressive disorder, delusional (--------->para-monique)
disorder, bipolar disorder, or schizophrenia, paranoid type. Physical examination will (---------->orthointrusiveness)
usually show an increased pulse and conjunctival injection. Urine toxicological testing can (--------->meta-maples)
be helpful in making a diagnosis. (---------->para-supersede)
Comorbidity (---------->para-metabolizing)
Cannabis has been commonly thought of as a "gateway" drug because individuals who (---------->orthopredominate)
frequently use cannabis have a much greater lifetime probability than nonusers of using (---------->paraadaptable)
what are commonly considered more dangerous substances, like opioids or cocaine. Cannabis (--------->meta-mckay)
use and cannabis use disorder are highly comorbid with other substance use disorders. (---------->paracrohn)
Co-occurring mental conditions are common in cannabis use disorder. Cannabis use (---------->metainexplicable)
has been associated with poorer life satisfaction; increased mental health treatment and (---------->paracatatonic)
hospitalization; and higher rates of depression, anxiety disorders, suicide attempts, and (---------->orthodarnall)
conduct disorder. Individuals with past-year or lifetime cannabis use disorder have high (---------->paraquilty)
rates of alcohol use disorder (greater than 50%) and tobacco use disorder (53%). Rates of (--------->para-tardive)
other substance use disorders are also likely to be high among individuals with cannabis (--------->para-failings)
use disorder. Among those seeking treatment for a cannabis use disorder, 74% report (---------->orthowalkup)
problematic use of a secondary or tertiary substance: alcohol (40%), cocaine (12%), methamphetamine
(---------->meta-mcmain)
(6%), and heroin or other opiates (2%). Among those younger than 18 years, (---------->orthoperforated)
61% reported problematic use of a secondary substance: alcohol (48%), cocaine (4%),
methamphetamine (---------->para-coincident)
(2%), and heroin or other opiates (2%). Cannabis use disorder is also often (---------->para-lacunar)
observed as a secondary problem among those with a primary diagnosis of other substance (--------->para-bahlburg)
use disorders, with approximately 25%-80% of those in treatment for another substance (--------->ortho-nunez)
use disorder reporting use of cannabis. (---------->para-clostridium)
Individuals with past-year or lifetime diagnoses of cannabis use disorder also have (---------->orthoimplying)
high rates of concurrent mental disorders other than substance use disorders. Major depressive (--------->ortho-unreceptive)
disorder (11%), any anxiety disorder (24%), and bipolar I disorder (13%) are quite (---------->paraextinguish)
common among individuals with a past-year diagnosis of a cannabis use disorder, as are (--------->para-decalvans)
antisocial (30%), obsessive-compulsive, (19%), and paranoid (18%) personality disorders. (--------->meta-appraise)
Approximately 33% of adolescents with cannabis use disorder have internalizing disorders (--------->meta-morin)
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(e.g., anxiety, depression, posttraumatic stress disorder), and 60% have externalizing (---------->parasubmentalis)
disorders (e.g., conduct disorder, attention-deficit/hyperactivity disorder). (---------->meta-ulrich)
Although cannabis use can impact multiple aspects of normal human functioning, including (--------->ortho-emasculinization)
the cardiovascular, immune, neuromuscular, ocular, reproductive, and respiratory (---------->metandetei)
systems, as well as appetite and cognition/perception, there are few clear medical (---------->paraceleste)
conditions that commonly co-occur with cannabis use disorder. The most significant health (--------->ortho-nasopharynx)
effects of cannabis involve the respiratory system, and chronic cannabis smokers exhibit (--------->para-salbutamol)
high rates of respiratory symptoms of bronchitis, sputum production, shortness of breath, (--------->ortho-wartime)
and wheezing. (---------->meta-exhibitionistic)
Cannabis Intoxication (---------->para-crescendodecrescendo)
Diagnostic Criteria (---------->para-recov)
A. Recent use of cannabis. (---------->meta-flammable)
B. Clinically significant problematic behavioral or psychological changes (e.g., impaired (---------->paraintrude)
motor coordination, euphoria, anxiety, sensation of slowed time, impaired judgment, (---------->ortholaxative)
social withdrawal) that developed during, or shortly after, cannabis use. (---------->ortho-qent)
C. Two (or more) of the following signs or symptoms developing within 2 hours of cannabis (--------->meta-dodoo)
use: (---------->ortho-touchy)
1. Conjunctival injection. (---------->ortho-budney)
2. Increased appetite. (---------->ortho-supplicant)
3. Dry mouth. (---------->para-glib)
4. Tachycardia. (---------->meta-succinctly)
D. The signs or symptoms are not attributable to another medical condition and are not better (--------->meta-mcintyre)
explained by another mental disorder, including intoxication with another substance. (---------->metaalleles)
Specify if: (---------->meta-bedtime)
With perceptual disturbances: Hallucinations with intact reality testing or auditory, visual, (--------->ortho-ndez)
or tactile illusions occur in the absence of a delirium. (---------->para-anecdotally)
Coding note: The ICD-9-CM code is 292.89. The ICD-10-CM code depends on whether (---------->parabuckner)
or not there is a comorbid cannabis use disorder and whether or not there are perceptual (--------->ortho-hypocapnia)
disturbances. (---------->para-tbis)
For cannabis intoxication, without perceptual disturbances: If a mild cannabis use (---------->parasharlene)
disorder is comorbid, the ICD-10-CM code is F12.129, and if a moderate or severe (---------->orthokrausz)
cannabis use disorder is comorbid, the ICD-10-CM code is F12.229. If there is no comorbid (--------->para-egregious)
cannabis use disorder, then the ICD-10-CM code is F12.929. (---------->para-outburst)
For cannabis intoxication, with perceptual disturbances: If a mild cannabis use (---------->metamultisensory)
disorder is comorbid, the ICD-10-CM code is FI 2.122, and if a moderate or severe (---------->metanystagm)
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cannabis use disorder is comorbid, the ICD-10-CM code is FI 2.222. If there is no comorbid (--------->ortho-preponderance)
cannabis use disorder, then the ICD-10-CM code is FI 2.922. (---------->meta-appelbaum)
Specifiers (---------->ortho-astonished)
When hallucinations occur in the absence of intact reality testing, a diagnosis of substance/ (--------->meta-grandiosity)
medication-induced psychotic disorder should be considered. (---------->meta-deveiopment)
Diagnostic Features (---------->meta-stroup)
The essential feature of cannabis intoxication is the presence of clinically significant problematic (--------->meta-abnormally)
behavioral or psychological changes that develop during, or shortly after, cannabis (---------->paradisorganized)
use (Criterion B). Intoxication typically begins with a ''high" feeling followed by (---------->orthoeyelothymia)
symptoms that include euphoria with inappropriate laughter and grandiosity, sedation, (---------->paradiscontinue)
lethargy, impairment in short-term memory, difficulty carrying out complex mental processes, (--------->ortho-eyetracking)
impaired judgment, distorted sensory perceptions, impaired motor performance, (---------->orthovalence)
and the sensation that time is passing slowly. Occasionally, anxiety (which can be severe), (--------->ortho-prosody)
dysphoria, or social withdrawal occurs. These psychoactive effects are accompanied by (---------->paraattentiondeficit)
two or more of the following signs, developing within 2 hours of cannabis use: conjunctival (--------->ortho-impractical)
injection, increased appetite, dry mouth, and tachycardia (Criterion C). (---------->para-simonds)
Intoxication develops within minutes if the cannabis is smoked but may take a few (---------->orthofunctionally)
hours to develop if the cannabis is ingested orally. The effects usually last 3-4 hours, with (--------->para-radiograph)
the duration being somewhat longer when the substance is ingested orally. The magnitude (--------->ortho-llfilll)
of the behavioral and physiological changes depends on the dose, the method of administration, (--------->para-hypersomnias)
and the characteristics of the individual using the substance, such as rate of absorption, (---------->paraantipsychotics)
tolerance, and sensitivity to the effects of the substance. Because most cannabinoids, (---------->metaemmett)
including delta-9-tetrahydrocannabinol (delta-9-THC), are fat soluble, the effects of cannabis (--------->para-exaggeration)
or hashish may occasionally persist or reoccur for 12-24 hours because of the slow release (--------->para-expiated)
of psychoactive substances from fatty tissue or to enterohepatic circulation. (---------->para-valsalva)
Prevalence (---------->para-precludes)
The prevalence of actual episodes of cannabis intoxication in the general population is unknown. (--------->para-necrophilia)
However, it is probable that most cannabis users would at some time meet criteria (---------->paratonya)
for cannabis intoxication. Given this, the prevalence of cannabis users and the prevalence (--------->ortho-saxena)
of individuals experiencing cannabis intoxication are likely similar. (---------->para-phosphorylated)
Functional Consequences of Cannabis Intoxication (---------->ortho-hypothalamic)
Impairment from cannabis intoxication may have serious consequences, including dysfunction (--------->para-depressivity)
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at work or school, social indiscretions, failure to fulfill role obligations, traffic accidents, (---------->parawaid)
and having unprotected sex. In rare cases, cannabis intoxication may precipitate a (---------->paratelemetric)
psychosis that may vary in duration. (---------->para-trisha)
Differential Diagnosis (---------->ortho-multipurpose)
Note that if the clinical presentation includes hallucinations in the absence of intact reality (--------->para-thome)
testing, a diagnosis of substance/medication-induced psychotic disorder should be considered. (--------->para-exploitative)
Other substance intoxication. Cannabis intoxication may resemble intoxication with (---------->metanonliteral)
other types of substances. However, in contrast to carmabis intoxication, alcohol intoxication (--------->ortho-impulsecontrol)
and sedative, hypnotic, or anxiolytic intoxication frequently decrease appetite, increase (---------->paraidealizing)
aggressive behavior, and produce nystagmus or ataxia. Hallucinogens in low doses (---------->orthonickola)
may cause a clinical picture that resembles cannabis intoxication. Phencyclidine, like cannabis, (--------->ortho-guedet)
can be smoked and also causes perceptual changes, but phencyclidine intoxication (---------->orthoyonkers)
is much more likely to cause ataxia and aggressive behavior. (---------->ortho-throbbing)
Other cannabis-induced disorders. Cannabis intoxication is distinguished from the other (---------->metastratigos)
cannabis-induced disorders (e.g., cannabis-induced anxiety disorder, with onset during (---------->orthoabnormality)
intoxication) because the symptoms in these latter disorders predominate the clinical presentation (--------->ortho-synucleinopathies)
and are severe enough to warrant independent clinical attention. (---------->ortho-ozonoff)
Cannabis Withdrawal (---------->para-klehm)
Diagnostic Criteria 292.0 (F12.288) (---------->ortho-moriarty)
A. Cessation of cannabis use tliat lias been heavy and prolonged (i.e., usually daily or (---------->paraundistorted)
almost daily use over a period of at least a few months). (---------->para-regressive)
B. Three (or more) of the following signs and symptoms develop within approximately 1 week (--------->para-forgetful)
after Criterion A: (---------->meta-scotten)
1. Irritability, anger, or aggression. (---------->para-nonmood)
2. Nervousness or anxiety. (---------->meta-uj)
3. Sleep difficulty (e.g., insomnia, disturbing dreams). (---------->para-snacking)
4. Decreased appetite or weight loss. (---------->ortho-spasms)
5. Restlessness. (---------->meta-caveat)
6. Depressed mood. (---------->para-iviarkers)
7. At least one of the following physical symptoms causing significant discomfort: abdominal (--------->ortho-neuromotor)
pain, shakiness/tremors, sweating, fever, chills, or headache. (---------->ortho-wealcness)
C. The signs or symptoms in Criterion B cause clinically significant distress or impairment (--------->para-wend)
in social, occupational, or other important areas of functioning. (---------->para-kinne)
D. The signs or symptoms are not attributable to another medical condition and are not (---------->paradimitri)
better explained by another mental disorder, including intoxication or withdrawal from (---------->parahanau)
another substance. (---------->para-overestimation)
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Coding note: The ICD-9-CM code is 292.0. The ICD-10-CM code for cannabis withdrawal (--------->meta-predisposed)
is F12.288. Note that the ICD-10-CM code indicates the comorbid presence of a moderate (--------->para-cautionary)
or severe cannabis use disorder, reflecting the fact that cannabis withdrawal can only occur (--------->para-furlan)
in the presence of a moderate or severe cannabis use disorder. It is not permissible to (---------->orthoinfrequency)
code a comorbid mild cannabis use disorder with cannabis withdrawal. (---------->ortho-propensity)
Diagnostic Features (---------->ortho-squeezing)
The essential feature of cannabis withdrawal is the presence of a characteristic withdrawal (--------->para-cooccurs)
syndrome that develops after the cessation of or substantial reduction in heavy and prolonged (--------->para-recounted)
cannabis use. In addition to the symptoms in Criterion B, the following may also be (---------->para-rolin)
observed postabstinence: fatigue, yawning, difficulty concentrating, and rebound periods (--------->ortho-pathognomonic)
of increased appetite and hypersomnia that follow initial periods of loss of appetite and insomnia. (--------->meta-repetitious)
For the diagnosis, withdrawal symptoms must cause clinically significant distress (---------->metainterrogating)
or impairment in social, occupational, or other important areas of functioning (Criterion (---------->parachipped)
C). Many cannabis users report smoking cannabis or taking other substances to help relieve (--------->ortho-domanico)
withdrawal symptoms, and many report that withdrawal symptoms make quitting (---------->meta-fallon)
difficult or have contributed to relapse. The symptoms typically are not of sufficient severity (--------->meta-dsms)
to require medical attention, but medication or behavioral strategies may help alleviate (---------->metaclostridium)
symptoms and improve prognosis in those trying to quit using cannabis. (---------->ortho-mumbling)
Cannabis withdrawal is commonly observed in individuals seeking treatment for cannabis (--------->ortho-smokeless)
use as well as in heavy cannabis users who are not seeking treatment. Among individuals (--------->ortho-dishinhibited)
who have used cannabis regularly during some period of their lifetime, up to onethird (---------->metaelectrocardiographic)
report having experienced cannabis withdrawal. Among adults and adolescents enrolled (---------->parasor)
in treatment or heavy cannabis users, 50%-95% report cannabis withdrawal. These (---------->paraholter)
findings indicate that cannabis withdrawal occurs among a substantial subset of regular (---------->metaexpiated)
cannabis users who try to quit. (---------->meta-impoverished)
Development and Course (---------->para-myoclonic)
The amount, duration, and frequency of cannabis smoking that is required to produce an (--------->ortho-hypogonadal)
associated withdrawal disorder during a quit attempt are unknown. Most symptoms have (--------->para-toxicants)
their onset within the first 24-72 hours of cessation, peak within the first week, and last (---------->metameisl)
approximately 1-2 weeks. Sleep difficulties may last more than 30 days. Cannabis withdrawal (--------->ortho-janey)
has been documented among adolescents and adults. Withdrawal tends to be more (---------->metaaltman)
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common and severe among adults, most likely related to the more persistent and greater (--------->meta-meir)
frequency and quantity of use among adults. (---------->para-cru)
Risk and Prognostic Factors (---------->para-dysfluency)
\ Environmental. Most likely, the prevalence and severity of cannabis withdrawal are (---------->paradiminishing)
greater among heavier cannabis users, and particularly among those seeking treatment for (--------->para-jos)
cannabis use disorders. Withdrawal severity also appears to be positively related to the severity (--------->meta-pauses)
of comorbid symptoms of mental disorders. (---------->meta-hypersomnia)
Functional Consequences of Cannabis Withdrawal (---------->ortho-scabs)
Cannabis users report using cannabis to relieve withdrawal symptoms, suggesting that (---------->parasomstic)
withdrawal might contribute to ongoing expression of cannabis use disorder. Worse outcomes (--------->para-mimicking)
may be associated with greater withdrawal. A substantial proportion of adults and (---------->orthoboyhood)
adolescents in treatment for moderate to severe cannabis use disorder acknowledge moderate (--------->para-darting)
to severe withdrawal symptoms, and many complain that these symptoms make cessation (--------->ortho-unintelligent)
more difficult. Cannabis users report having relapsed to cannabis use or initiating (---------->parabickford)
use of other drugs (e.g., tranquilizers) to provide relief from cannabis withdrawal symptoms. (--------->ortho-smilowitz)
Last, individuals living with cannabis users observe significant withdrawal effects, (---------->metaacromegaly)
suggesting that such symptoms are disruptive to daily living. (---------->meta-consequent)
Differential Diagnosis (---------->ortho-hematoma)
Because many of the symptoms of cannabis withdrawal are also symptoms of other substance (--------->para-subsets)
withdrawal syndromes or of depressive or bipolar disorders, careful evaluation (---------->metapathophysiological)
should focus on ensuring that the symptoms are not better explained by cessation from another (--------->para-pai)
substance (e.g., tobacco or alcohol withdrawal), another mental disorder (generalized (---------->orthogalasko)
anxiety disorder, major depressive disorder), or another medical condition. (---------->para-autonomic)
Other Cannabis-Induced Disorders (---------->meta-worsened)
The following cannabis-induced disorders are described in other chapters of the manual with (--------->meta-gratification)
disorders with which they share phenomenology (see the substance/medication-induced (--------->ortho-reification)
mental disorders in these chapters): cannabis-induced psychotic disorder ("Schizophrenia (--------->ortho-cinapter)
Spectrum and Other Psychotic Disorders"); cannabis-induced anxiety disorder (''Anxiety (--------->meta-characterizes)
Disorders"); and cannabis-induced sleep disorder ("Sleep-Wake Disorders"). For cannabis (--------->ortho-stambaugh)
intoxication delirium, see the criteria and discussion of delirium in the chapter "Neurocognitive (--------->para-precede)
Disorders." These cannabis-induced disorders are diagnosed instead of cannabis intoxication (--------->meta-opiate)
or cannabis withdrawal when the symptoms are sufficiently severe to warrant (---------->ortho-impeded)
independent clinical attention. (---------->ortho-obsessing)
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Unspecified Cannabis-Related Disorder (---------->para-cannabinoid)
292.9 (F12.99) (---------->meta-salient)
This category applies to presentations in whicii symptoms characteristic of a cannabisrelated (--------->ortho-maleto)
disorder that cause clinically significant distress or impairment in social, occupational, (---------->orthoselfdramatization)
or other important areas of functioning predominate but do not meet the full criteria (---------->metaserotonin)
for any specific cannabis-related disorder or any of the disorders in the substance-related (--------->para-coello)
and addictive disorders diagnostic class. (---------->para-moenssens)
Hallucinogen-Related Disorders (---------->para-conmiunity)
Phencyclidine Use Disorder (---------->meta-uncaring)
Other Hallucinogen Use Disorder (---------->ortho-misdiagnosis)
Phencyclidine Intoxication (---------->ortho-erotomanic)
Other Hallucinogen Intoxication (---------->ortho-attenhon)
Hallucinogen Persisting Perception Disorder (---------->meta-deceive)
Other Phencyclidine-induced Disorders (---------->meta-semistructured)
Other Hallucinogen-induced Disorders (---------->ortho-impressing)
Unspecified Phencyclidine-Related Disorder (---------->meta-perpetuate)
Unspecified Hallucinogen-Related Disorder (---------->para-greenhill)
Phencyclidine Use Disorder (---------->ortho-touchy)
Diagnostic Criteria (---------->ortho-reivi)
A. A pattern of phencyclidine (or a pharmacologically similar substance) use leading to (---------->orthouncommonly)
clinically significant impairment or distress, as manifested by at least two of the following, (--------->para-cyanosis)
occurring within a 12-month period: (---------->meta-tuberous)
1. Phencyclidine is often taken in larger amounts or over a longer period than was intended. (--------->meta-lumbar)
2. There is a persistent desire or unsuccessful efforts to cut down or control phencyclidine (--------->ortho-blot)
use. (---------->ortho-bloating)
3. A great deal of time is spent in activities necessary to obtain phencyclidine, use the (---------->parasubstarice)
phencyclidine, or recover from its effects. (---------->para-dyskinesia)
4. Craving, or a strong desire or urge to use phencyclidine. (---------->meta-kolbert)
5. Recurrent phencyclidine use resulting in a failure to fulfill major role obligations at (---------->metaforgetting)
work, school, or home (e.g., repeated absences from work or poor work performance (---------->metaregrouping)
related to phencyclidine use; phencyclidine-related absences, suspensions, or expulsions (--------->para-gestures)
from school; neglect of children or household). (---------->meta-industrialized)
6. Continued phencyclidine use despite having persistent or recurrent social or interpersonal (--------->para-cataplectic)
problems caused or exacerbated by the effects of the phencyclidine (e.g., (---------->meta-aminal)
arguments with a spouse about consequences of intoxication; physical fights). (---------->orthomcelhose)
7. Important social, occupational, or recreational activities are given up or reduced because (--------->para-lactation)
of phencyclidine use. (---------->meta-cfi)
8. Recurrent phencyclidine use in situations in which it is physically hazardous (e.g., (---------->orthoreticent)
driving an automobile or operating a machine when impaired by a phencyclidine). (---------->orthoanosognosia)
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9. Phencyclidine use is continued despite knowledge of having a persistent or recurrent (---------->ortholorazepam)
physical or psychological problem that is likely to have been caused or exacerbated (---------->ortholohr)
by the phencyclidine. (---------->meta-characterizes)
10. Tolerance, as defined by either of the following: (---------->meta-rearing)
a. A need for markedly increased amounts of the phencyclidine to achieve intoxication (---------->orthostriatal)
or desired effect. (---------->ortho-synuclein)
b. A markedly diminished effect with continued use of the same amount of the (---------->para-apphes)
phencyclidine. (---------->para-rarity)
Note: Withdrawal symptoms and signs are not established for phencyclidines, and so this (--------->meta-evokes)
criterion does not apply. (Withdrawal from phencyclidines has been reported in animals (---------->parainflict)
but not documented in human users.) (---------->para-resentful)
Specify if: (---------->para-salvia)
In early remission: After full criteria for phencyclidine use disorder were previously (---------->metapremenstruum)
met, none of the criteria for phencyclidine use disorder have been met for at least (---------->orthohypomania)
3 months but for less than 12 months (with the exception that Criterion A4, “Craving, (---------->para-icd)
or a strong desire or urge to use the phencyclidine,” may be met). (---------->meta-heideman)
In sustained remission: After full criteria for phencyclidine use disorder were previously (---------->metareiationship)
met, none of the criteria for phencyclidine use disorder have been met at any time (---------->parasuspecting)
during a period of 12 months or longer (with the exception that Criterion A4, “Craving, (---------->ortholethargy)
or a strong desire or urge to use the phencyclidine,” may be met). (---------->para-pancreatitis)
Specify if: (---------->ortho-tjoa)
In a controlled environment: This additional specifier is used if the individual is in an (---------->metanutritionally)
environment where access to phencyclidines is restricted. (---------->para-anosognosia)
Coding based on current severity: Note for ICD-10-CM codes: If a phencyclidine intoxication (--------->ortho-iwild)
or another phencyclidine-induced mental disorder is also present, do not use the codes (---------->metaexcreted)
below for phencyclidine use disorder. Instead, the comorbid phencyclidine use disorder is indicated (--------->para-kapur)
in the 4th character of the phencyclidine-induced disorder code (see the coding note (---------->paraprogressed)
for phencyclidine intoxication or a specific phencyclidine-induced mental disorder). For example, (--------->para-playmates)
if there is comorbid phencyclidine-induced psychotic disorder, only the phencyclidineinduced (--------->ortho-kassimir)
psychotic disorder code is given, with the 4th character indicating whether the comorbid (--------->ortho-extensor)
phencyclidine use disorder is mild, moderate, or severe: F16.159 for mild phencyclidine (---------->metanunes)
use disorder with phencyclidine-induced psychotic disorder or F16.259 for a moderate (---------->parasubserving)
or severe phencyclidine use disorder with phencyclidine-induced psychotic disorder. (---------->parareichmuth)
Specify current severity: (---------->para-markon)
305.90 (F I6.10) Mild: Presence of 2-3 symptoms. (---------->para-chessick)

DSM-UPAX

872

304.60 (FI 6.20) Moderate: Presence of 4-5 symptoms. (---------->para-skariah)
304.60 (F16.20) Severe: Presence of 6 or more symptoms. (---------->para-linnea)
Specifiers (---------->meta-scapegoating)
In a controlled environment applies as a further specifier of remission if the individual is (---------->paramonosyllabic)
both in remission and in a controlled environment (i.e., in early remission in a controlled (---------->orthoverheul)
environment or in sustained remission in a controlled environment). Examples of these (---------->orthointuitively)
environments are closely supervised and substance-free jails, therapeutic communities, (--------->ortho-beal)
and locked hospital units. (---------->para-disappoint)
Diagnostic Features (---------->ortho-reinforces)
The phencyclidines (or phencyclidine-like substances) include phencyclidine (e.g., PCP, (---------->paramisunderstanding)
angel dust) and less potent but similarly acting compounds such as ketamine, cyclohexamine, (--------->meta-opisthotonus)
and dizocilpine. These substances were first developed as dissociative anesthetics (---------->orthofatness)
in the 1950s and became street drugs in the 1960s. They produce feelings of separation (--------->ortho-unappreciated)
from mind and body (hence "dissociative") in low doses, and at high doses, stupor and (---------->metagizzi)
coma can result. These substances are most commonly smoked or taken orally, but they (--------->ortho-inflexible)
may also be snorted or injected. Although the primary psychoactive effects of PCP last for (--------->ortho-aruciety)
a few hours, the total elimination rate of this drug from the body typically extends 8 days (--------->meta-syndromes)
or longer. The hallucinogenic effects in vulnerable individuals may last for weeks and may (--------->meta-syndromal)
precipitate a persistent psychotic episode resembling schizophrenia. Ketamine has been (--------->meta-menstruation)
observed to have utility in the treatment of major depressive disorder. Withdrawal symptoms (--------->meta-secretions)
have not been clearly established in humans, and therefore the withdraw^al criterion (---------->metasavin)
is not included in the diagnosis of phencyclidine use disorder. (---------->meta-withdrawing)
Associated Features Supporting Diagnosis (---------->meta-armety)
Phencyclidine may be detected in urine for up to 8 days or even longer at very high doses. In (--------->ortho-ndez)
addition to laboratory tests to detect its presence, characteristic symptoms resulting from (--------->para-impairments)
intoxication v^ith phencyclidine or related substances may aid in its diagnosis. Phencyclidine (--------->meta-theatricality)
is likely to produce dissociative symptoms, analgesia, nystagmus, and hypertension, (---------->metawealcness)
with risk of hypotension and shock. Violent behavior can also occur with phencyclidine (---------->metapropensities)
use, as intoxicated persons may believe that they are being attacked. Residual symptoms (--------->ortho-withdrawals)
following use may resemble schizophrenia. (---------->meta-pseudocataplexy)
Prevalence (---------->meta-zarate)
The prevalence of phencyclidine use disorder is unknown. Approximately 2.5% of the population (--------->meta-keane)
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reports having ever used phencyclidine. The proportion of users increases with (---------->metaantithetical)
age, from 0.3% of 12- to 17-year-olds, to 1.3% of 18- to 25-year-olds, to 2.9% of those age 26 (--------->meta-nontransient)
years and older reporting ever using phencyclidine. There appears to have been an increase (--------->para-vego)
among 12th graders in both ever used (to 2.3% from 1.8%) and past-year use (to 1.3% (---------->parapsycliotic)
from 1.0%) of phencyclidine. Past-year use of ketamine appears relatively stable among (---------->parahydrochloride)
12th graders (1.6%-1.7% over the past 3 years). (---------->para-hiller)
Risic and Prognostic Factors (---------->ortho-sniffer)
There is little information about risk factors for phencyclidine use disorder. Among individuals (--------->para-worthington)
admitted to substance abuse treatment, those for whom phencyclidine was the (---------->metaincipient)
primary substance were younger than those admitted for other substance use, had lower (--------->para-myelopathy)
educational levels, and were more likely to be located in the West and Northeast regions of (--------->para-unwitting)
the United States, compared with other admissions. (---------->meta-onsets)
Cuiture-Reiated Diagnostic issues (---------->para-anabolicandrogenic)
Ketamine use in youths ages 16-23 years has been reported to be more common among (--------->para-immaturities)
whites (0.5%) than among other ethnic groups (range 0%-0.3%). Among individuals admitted (--------->ortho-spontaneously)
to substance abuse treatment, those for whom phencyclidine was the primary substance (--------->ortho-overwork)
were predominantly black (49%) or Hispanic (29%). (---------->meta-depleted)
Gender-Reiated Diagnostic issues (---------->meta-awan)
Males make up about three-quarters of those with phencyclidine-related emergency room (--------->ortho-confronts)
visits. (---------->ortho-disorganized)
Diagnostic iViaricers (---------->ortho-clozapine)
Laboratory testing may be useful, as phencyclidine is present in the urine in intoxicated individuals (--------->ortho-seduction)
up to 8 days after ingestion. The individual's history, along with certain physical (---------->orthoayahuasca)
signs, such as nystagmus, analgesia and prominent hypertension, may aid in distinguishing (--------->meta-diethylamide)
the phencyclidine clinical picture from that of other hallucinogens. (---------->ortho-snoring)
Functional Consequences of Pliencyclidine Use Disorder (---------->para-hesitantly)
In individuals with phencyclidine use disorder, there may be physical evidence of injuries (--------->ortho-vindictive)
from accidents, fights, and falls. Chronic use of phencyclidine may lead to deficits in memory, (--------->para-ruff)
speech, and cognition that may last for months. Cardiovascular and neurological toxicities (--------->ortho-structurally)
(e.g., seizures, dystonias, dyskinesias, catalepsy, hypothermia or hyperthermia) (---------->orthoineptitude)
may result from intoxication with phencyclidine. Other consequences include intracranial (--------->ortho-alternation)
hemorrhage, rhabdomyolysis, respiratory problems, and (occasionally) cardiac arrest. (---------->orthocryptococcosis)
Differential Diagnosis (---------->meta-korff)
\ (---------->para-unwitting)
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Other substance use disorders. Distinguishing the effects of phencychdine from those (---------->metabruising)
of other substances is important, since it may be a common additive to other substances (--------->meta-cih)
(e.g., cannabis, cocaine). (---------->para-neiman)
Schizophrenia and other mental disorders. Some of the effects of phencychdine and (---------->paramendelsohn)
related substance use may resemble symptoms of other psychiatric disorders, such as psychosis (--------->meta-substitutions)
(schizophrenia), low mood (major depressive disorder), violent aggressive behaviors (---------->orthoterrence)
(conduct disorder, antisocial personality disorder). Discerning whether these (---------->para-karam)
behaviors occurred before the intake of the drug is important in the differentiation of acute (--------->meta-thiethylperazine)
drug effects from preexisting mental disorder. Phencyclidine-induced psychotic disorder (---------->parafarzana)
should be considered when there is impaired reality testing in individuals experiencing (---------->metapurpura)
disturbances in perception resulting from ingestion of phencyclidine. (---------->meta-nonfatal)
Other Hallucinogen Use Disorder (---------->para-kreipe)
Diagnostic Criteria (---------->meta-achy)
A. A problematic pattern of hallucinogen (other than phencyclidine) use leading to clinically (--------->ortho-arteritis)
significant impairment or distress, as manifested by at least two of the following, (---------->paraplethysmography)
occurring within a 12-month period: (---------->ortho-yekaterina)
1. The hallucinogen is often taken in larger amounts or over a longer period than was (---------->orthoobstetrical)
intended. (---------->meta-anxiolytk)
2. There is a persistent desire or unsuccessful efforts to cut down or control hallucinogen (--------->ortho-menstruate)
use. (---------->para-caregiverchild)
3. A great deal of time is spent in activities necessary to obtain the hallucinogen, use (---------->parascotten)
the hallucinogen, or recover from its effects. (---------->meta-guillemet)
4. Craving, or a strong desire or urge to use the hallucinogen. (---------->ortho-variously)
5. Recurrent hallucinogen use resulting in a failure to fulfill major role obligations at (---------->parasociai)
work, school, or home (e.g., repeated absences from work or poor work performance (---------->metafragmentary)
related to hallucinogen use; hallucinogen-related absences, suspensions, (---------->meta-intrusions)
or expulsions from school; neglect of children or household). (---------->meta-nonrelative)
6. Continued hallucinogen use despite having persistent or recurrent social or interpersonal (--------->ortho-facto)
problems caused or exacerbated by the effects of the hallucinogen (e.g., (---------->ortho-anatomic)
arguments with a spouse about consequences of intoxication; physical fights). (---------->metacowardly)
7. Important social, occupational, or recreational activities are given up or reduced because (--------->ortho-kieval)
of hallucinogen use. (---------->meta-vermin)
8. Recurrent hallucinogen use in situations in which it is physically hazardous (e.g., (---------->paraconununities)
driving an automobile or operating a machine when impaired by the hallucinogen). (---------->pararelapse)
9. Hallucinogen use is continued despite knowledge of having a persistent or recurrent (---------->orthocavendish)
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physical or psychological problem that is likely to have been caused or exacerbated (---------->orthokarimi)
by the hallucinogen. (---------->ortho-jeanine)
10. Tolerance, as defined by either of the following: (---------->meta-strikingly)
a. A need for markedly increased amounts of the hallucinogen to achieve intoxication (---------->paraiess)
or desired effect. (---------->meta-rasmussen)
b. A markedly diminished effect with continued use of the same amount of the hallucinogen. (--------->meta-touchstone)
Note: Withdrawal symptoms and signs are not established for hallucinogens, and so this (--------->ortho-substsncg)
criterion does not apply. (---------->ortho-nonpartner)
Specify the particular hallucinogen. (---------->meta-recency)
Specify if: (---------->para-iviaricers)
In early remission: After full criteria for other hallucinogen use disorder were previously (---------->orthodeceit)
met, none of the criteria for other hallucinogen use disorder have been met for (---------->para-troemel)
at least 3 months but for less than 12 months (with the exception that Criterion A4, (---------->parasuperstitious)
“Craving, or a strong desire or urge to use the hallucinogen,” may be met). (---------->meta-furr)
In sustained remission: After full criteria for other hallucinogen use disorder were (---------->paraagranulocytosis)
previously met, none of the criteria for other hallucinogen use disorder have been met (---------->metaivlay)
at any time during a period of 12 months or longer (with the exception that Criterion A4, (---------->parafads)
“Craving, or a strong desire or urge to use the hallucinogen,” may be met). (---------->ortho-diurnal)
Specify if: (---------->ortho-manasse)
In a controlled environment: This additional specifier is used if the individual is in an (---------->parabidirectional)
environment where access to hallucinogens is restricted. (---------->meta-plms)
Coding based on current severity: Note for ICD-10-CM codes: If a hallucinogen intoxication (--------->para-encephalopathy)
or another hallucinogen-induced mental disorder is also present, do not use the codes below (--------->para-intruding)
for hallucinogen use disorder. Instead, the comorbid hallucinogen use disorder is indicated in (--------->para-mhielm)
the 4th character of the hallucinogen-induced disorder code (see the coding note for hallucinogen (--------->para-sinusitis)
intoxication or specific hallucinogen-induced mental disorder). For example, if there is (---------->paratelemetric)
comorbid hallucinogen-induced psychotic disorder and hallucinogen use disorder, only the (--------->para-pessin)
hallucinogen-induced psychotic disorder code is given, with the 4th character indicating whether (--------->meta-karlsson)
the comorbid hallucinogen use disorder is mild, moderate, or severe: F16.159 for mild hallucinogen (--------->meta-moraes)
use disorder with hallucinogen-induced psychotic disorder or F16.259 for a (---------->meta-liss)
moderate or severe hallucinogen use disorder with hallucinogen-induced psychotic disorder. (--------->meta-mahowald)
Specify current severity: (---------->ortho-narrate)
305.30 (FI 6.10) IWild: Presence of 2-3 symptoms. (---------->ortho-festivities)
304.50 (F16.20) Moderate: Presence of 4-5 symptoms. (---------->ortho-tightening)
304.50 (F16.20) Severe: Presence of 6 or more symptoms. (---------->ortho-tonsillar)
Specifiers (---------->para-leamed)
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In a controlled environment applies as a further specifier of remission if the individual is (---------->pararegrouping)
both in remission and in a controlled environment (i.e., in early remission in a controlled (---------->orthoindignation)
environment or in sustained remission in a controlled environment). Examples of these (---------->orthopostictal)
environments are closely supervised and substance-free jails, therapeutic communities, (---------->paraencopresis)
and locked hospital units. (---------->ortho-hypoactive)
Diagnostic Features (---------->para-stump)
Hallucinogens comprise a diverse group of substances that, despite having different chemical (--------->para-suspiciousness)
structures and possibly involving different molecular mechanisms, produce similar (---------->metasomatizing)
alterations of perception, mood, and cognition in users. Hallucinogens included are phenylalkylamines
(---------->meta-nervousness)
(e.g., mescaline, DOM [2,5-dimethoxy-4-methylamphetamine], and MDMA (---------->ortho-fossum)
[3,4-methylenedioxymethamphetamine; also called "ecstasy"]); the indoleamines, including (--------->meta-occhiu)
psilocybin (i.e., psilocin) and dimethyltryptamine (DMT); and the ergolines, such as LSD (--------->meta-addimedical)
(lysergic acid diethylamide) and morning glory seeds. In addition, miscellaneous other (---------->orthotlu)
ethnobotanical compounds are classified as "hallucinogens," of which Salvia divinorum and (--------->meta-hydrocarbons)
jimsonweed are two examples. Excluded from the hallucinogen group are cannabis and its (--------->para-eliciting)
active compound, delta-9-tetrahydrocannabinol (THC) (see the section "Cannabis-Related (--------->meta-peristent)
Disorders"). These substances can have hallucinogenic effects but are diagnosed separately (--------->ortho-sensitivities)
because of significant differences in their psychological and behavioral effects. (---------->metanonresponse)
Hallucinogens are usually taken orally, although some forms are smoked (e.g., DMT, (---------->metajeanette)
salvia) or (rarely) taken intranasally or by injection (e.g., ecstasy). Duration of effects varies (--------->meta-apparentiy)
across types of hallucinogens. Some of these substances (i.e., LSD, MDMA) have a long (--------->ortho-ameliorate)
half-life and extended duration such that users may spend hours to days using and/or recovering (--------->ortho-jawdat)
from the effects of these drugs. However, other hallucinogenic drugs (e.g., DMT, (---------->paragrandparent)
salvia) are short acting. Tolerance to hallucinogens develops with repeated use and has (---------->parariecher)
been reported to have both autonomic and psychological effects. Cross-tolerance exists between (--------->meta-comotbid)
LSD and other hallucinogens (e.g., psilocybin, mescaline) but does not extend to (---------->metaemboli)
other drug categories such as amphetamines and cannabis. (---------->para-scientifically)
MDMA/ecstasy as a hallucinogen may have distinctive effects attributable to both its hallucinogenic (--------->para-confronts)
and its stimulant properties. Among heavy ecstasy users, continued use despite (---------->ortho-nevra)
physical or psychological problems, tolerance, hazardous use, and spending a great deal of (--------->meta-cirrhosis)
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time obtaining the substance are the most commonly reported criteria—over 50% in adults (--------->para-cyclical)
and over 30% in a younger sample, while legal problems related to substance use and persistent (--------->meta-blanchard)
desire/inability to quit are rarely reported. As found for other substances, diagnostic criteria (--------->meta-denner)
for other hallucinogen use disorder are arrayed along a single continuum of severity. (---------->metahyperintensities)
One of the generic criteria for substance use disorders, a clinically significant withdrawal (--------->ortho-reinstituted)
syndrome, has not been consistently documented in humans, and therefore the diagnosis (--------->ortho-crossdressed)
of hallucinogen withdrawal syndrome is not included in DSM-5. However, there (---------->ortho-hsu)
is evidence of withdrawal from MDMA, with endorsement of two or more withdrawal (---------->paradepersonalization)
symptoms observed in 59%-98% in selected samples of ecstasy users. Both psychological (--------->meta-trinucleotide)
and physical problems have been commonly reported as withdrawal problems. (---------->paraattentiondeficit)
Associated Features Supporting Diagnosis (---------->ortho-selfderogatory)
The characteristic symptom features of some of the hallucinogens can aid in diagnosis if (--------->meta-sarcastic)
urine or blood toxicology results are not available. For example, individuals who use LSD (--------->ortho-coincident)
tend to experience visual hallucinations that can be frightening. Individuals intoxicated (---------->metaimmunosuppression)
with hallucinogens may exhibit a temporary increase in suicidality. (---------->para-ledical)
Prevalence (---------->meta-obstetric)
Of all substance use disorders, other hallucinogen use disorder is one of the rarest. The (--------->ortho-jacobson)
12-month prevalence is estimated to be 0.5% among 12- to 17-year-olds and 0.1% among (--------->para-hookahs)
adults age 18 and older in the United States. Rates are higher in adult males (0.2%) compared (--------->meta-renewing)
with females (0.1%), but the opposite is observed in adolescent samples ages 12-17, in which (--------->meta-alphanumeric)
the 12-month rate is slightly higher in females (0.6%) than in males (0.4%). Rates are highest in (--------->meta-defiant)
individuals younger than 30 years, with the peak occurring in individuals ages 18-29 years (--------->ortho-inhaling)
(0.6%) and decreasing to virtually 0.0% among individuals age 45 and older. (---------->orthocreutzfeldt)
There are marked ethnic differences in 12-month prevalence of other hallucinogen use (---------->metapersonahty)
disorder. Among youths ages 12-17 years, 12-month prevalence is higher among Native (--------->para-antipsycho)
Americans and Alaska Natives (1.2%) than among Hispanics (0.6%), whites (0.6%), African (--------->para-psychosocially)
Americans (0.2%), and Asian Americans and Pacific Islanders (0.2%). Among adults, (---------->orthoclinician)
12-month prevalence of other hallucinogen use disorder is similar for Native Americans (---------->metaoxazepam)
and Alaska Natives, whites, and Hispanics (all 0.2%) but somewhat lower for Asian Americans (--------->para-unselected)
and Pacific Islanders (0.07%) and African Americans (0.03%). Past-year prevalence is (---------->metameandering)
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higher in clinical samples (e.g., 19% in adolescents in treatment). Among individuals currently (--------->meta-supersede)
using hallucinogens in the general population, 7.8% (adult) to 17% (adolescent) had (---------->orthoproneness)
a problematic pattern of use that met criteria for past-year other hallucinogen use disorder. (--------->para-autopsy)
Among select groups of individuals who use hallucinogens (e.g., recent heavy ecstasy (---------->metaamygdala)
use), 73.5% of adults and 77% of adolescents have a problematic pattern of use that may (--------->para-somatic)
meet other hallucinogen use disorder criteria. (---------->ortho-gonzaga)
Development and Course (---------->ortho-estrogens)
Unlike most substances where an early age at onset is associated with elevations in risk for (--------->meta-misinterpretations)
the corresponding use disorder, it is unclear whether there is an association of an early age (--------->para-cirona)
at onset with elevations in risk for other hallucinogen use disorder. However, patterns of (---------->paraholcomb)
drug consumption have been found to differ by age at onset, with early-onset ecstasy users (--------->para-poking)
more likely to be polydrug users than their later-onset counterparts. There may be a disproportionate (--------->ortho-lauriello)
influence of use of specific hallucinogens on risk of developing other hallucinogen (---------->paraguillermo)
use disorder, with use of ecstasy/MDMA increasing the risk of the disorder (---------->ortho-rollin)
relative to use of other hallucinogens. (---------->ortho-husseini)
Little is knovm regarding the course of other hallucinogen use disorder, but it is generally (--------->meta-neurotic)
thought to have low incidence, low persistence, and high rates of recovery. Adolescents are especially
(---------->para-selfdramatization)
at risk for using these drugs, and it is estimated that 2.7% of youths ages 12-17 years (---------->orthospasm)
have used one or more of these drugs in the past 12 months, with 44% having used ecstasy/ (--------->ortho-feigning)
MDMA. Other hallucinogen use disorder is a disorder observed primarily in individuals (---------->paraandriy)
younger than 30 years, with rates vanishingly rare among older adults. (---------->meta-precipitant)
Risk and Prognostic Factors (---------->para-arching)
Temperamental. In adolescents but not consistently in adults, MDMA use is associated with (--------->ortho-leneigh)
an elevated rate of other hallucinogen use disorder. Other substance use disorders, particularly (--------->ortho-poisoned)
alcohol, tobacco, and cannabis, and major depressive disorder are associated with elevated (--------->para-psg)
rates of other hallucinogen use disorder. Antisocial personality disorder may be (---------->meta-shubu)
elevated among individuals who use more than two other drugs in addition to hallucinogens, (--------->para-sedatives)
compared with their counterparts with less extensive use history. The influence of adult antisocial (--------->ortho-flawless)
behaviors—^but not conduct disorder or antisocial personality disorder—on other hallucinogen (--------->meta-terrors)
use disorder may be stronger in females than in males. Use of specific hallucinogens (---------->paraweakening)
(e.g., salvia) is prominent among individuals ages 18-25 years with other risk-taking behaviors (--------->para-intravenously)

DSM-UPAX

879

and illegal activities. Cannabis use has also been implicated as a precursor to initiation of use of (--------->para-showering)
hallucinogens (e.g., ecstasy), along with early use of alcohol and tobacco. Higher drug use by (--------->meta-crave)
peers and high sensation seeking have also been associated with elevated rates of ecstasy use. (--------->meta-aneita)
MDMA/ecstasy use appears to signify a more severe group of hallucinogen users. (---------->metarepress)
Genetic and physiological. Among male twins, total variance due to additive genetics (---------->parasjmnptoms)
has been estimated to range from 26% to 79%, with inconsistent evidence for shared environmental (--------->ortho-pearlstein)
influences. (---------->ortho-bongs)
Culture-Related Diagnostic issues (---------->para-grossi)
Historically, hallucinogens have been used as part of established religious practices, such (--------->ortho-misshapen)
as the use of peyote in the Native American Church and in Mexico. Ritual use by indigenous (--------->meta-pflugardt)
populations of psilocybin obtained from certain types of mushrooms has occurred in (---------->metaerotomanic)
South America, Mexico, and some areas in the United States, or of ayahuasca in the Santo (--------->meta-hov)
Daime and Uniäo de Vegetal sects. Regular use of peyote as part of religious rituals is not (--------->para-heterogeneity)
linked to neuropsychological or psychological deficits. For adults, no race or ethnicity differences (--------->ortho-withdrawai)
for the full criteria or for any individual criterion are apparent at this time. (---------->meta-launer)
Gender-Related Diagnostic Issues (---------->para-isu)
In adolescents, females may be less likely than males to endorse ''hazardous use," and female (--------->ortho-shemo)
gender may be associated with increased odds of other hallucinogen use disorder. (---------->ortho-cille)
Diagnostic Markers (---------->ortho-bassiri)
Laboratory testing can be useful in distinguishing among the different hallucinogens. (---------->orthoreminiscing)
However, because some agents (e.g., LSD) are so potent that as little as 75 micrograms can (--------->ortho-dysrinction)
produce severe reactions, typical toxicological examination will not always reveal which (---------->orthopenectomy)
substance has been used. (---------->ortho-maleto)
Functional Consequences of (---------->ortho-unwitting)
Other Hallucinogen Use Disorder (---------->meta-papadakis)
There is evidence for long-term neuro toxic effects of MDMA/ecstasy use, including impairments (--------->ortho-teratogen)
in memory, psychological function, and neuroendocrine function; serotonin (---------->orthonondisordered)
system dysfunction; and sleep disturbance; as well as adverse effects on brain microvasculature, (--------->meta-redcap)
white matter maturation, and damage to axons. Use of MDMA/ecstasy may diminish (---------->orthoreis)
functional connectivity among brain regions. (---------->para-stoppel)
Differential Diagnosis (---------->para-neuroleptic)
Other substance use disorders. The effects of hallucinogens must be distinguished from (--------->ortho-sparing)
those of other substances (e.g., amphetamines), especially because contamination of the (--------->ortho-prh)
hallucinogens with other drugs is relatively common. (---------->ortho-designations)
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Schizophrenia. Schizophrenia also must be ruled out, as some affected individuals (e.g., (--------->meta-clozapine)
individuals with schizophrenia who exhibit paranoia) may falsely attribute their symptoms (--------->meta-precipitously)
to use of hallucinogens. (---------->para-lubrication)
Other mental disorders or medical conditions. Other potential disorders or conditions (---------->paraventuring)
to consider include panic disorder, depressive and bipolar disorders, alcohol or sedative (--------->meta-stereotyping)
withdrawal, hypoglycemia and other metabolic conditions, seizure disorder, stroke, ophthalmological (--------->para-hypersoninolence)
disorder, and central nervous system tumors. Careful history of drug taking, (---------->meta-lotspeich)
collateral reports from family and friends (if possible), age, clinical history, physical (---------->paraneurocognitive)
examination, and toxicology reports should be useful in arriving at the final diagnostic decision. (--------->para-cecile)
Comorbidity (---------->meta-cytology)
Adolescents who use MDMA/ecstasy and other hallucinogens, as well as adults who have (--------->meta-zartman)
recently used ecstasy, have a higher prevalence of other substance use disorders compared (--------->para-ingested)
with nonhallucinogen substance users. Individuals who use hallucinogens exhibit elevations (--------->ortho-adriana)
of nonsubstance mental disorders (especially anxiety, depressive, and bipolar disorders), (--------->meta-predate)
particularly with use of ecstasy and salvia. Rates of antisocial personality disorder (but (---------->orthosyndronne)
not conduct disorder) are significantly elevated among individuals with other hallucinogen (--------->meta-incomprehensible)
use disorder, as are rates of adult antisocial behavior. However, it is unclear whether the (--------->ortho-accompaniments)
mental illnesses may be precursors to rather than consequences of other hallucinogen use (--------->ortho-cicatricial)
disorder (see the section "Risk and Prognostic Factors" for this disorder). Both adults and (--------->para-kost)
adolescents who use ecstasy are more likely than other drug users to be polydrug users and (--------->ortho-plattner)
to have other drug use disorders. (---------->meta-postponement)
Phencyclidine Intoxication (---------->para-lieberman)
Diagnostic Criteria (---------->para-cardiopulmonary)
A. Recent use of phencyclidine (or a pharmacologically similar substance). (---------->orthoconcomitants)
B. Clinically significant problematic behavioral changes (e.g., belligerence, assaultiveness, (--------->para-inexhaustibility)
impulsiveness, unpredictability, psychomotor agitation, impaired judgment) that (---------->parahookahs)
developed during, or shortly after, phencyclidine use. (---------->meta-enterohepatic)
C. Within 1 hour, two (or more) of the following signs or symptoms: (---------->ortho-hundt)
Note: When the drug is smoked, “snorted,” or used intravenously, the onset may be (---------->orthochui)
particularly rapid. (---------->ortho-pathogenic)
1. Vertical or horizontal nystagmus. (---------->ortho-hepatomegaly)
2. Hypertension or tachycardia. (---------->para-chrzanowski)
3. Numbness or diminished responsiveness to pain. (---------->meta-precipitating)
4. Ataxia. (---------->para-deprives)
5. Dysarthria. (---------->para-coincident)
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6. Muscle rigidity. (---------->para-noninjurious)
7. Seizures or coma. (---------->para-stereotypy)
8. Hyperacusis. (---------->meta-freebase)
D. The signs or symptoms are not attributable to another medical condition and are not better (--------->para-forearm)
explained by another mental disorder, including Intoxication with another substance. (---------->orthogodehard)
Coding note: The ICD-9-CM code is 292.89. The ICD-10-CM code depends on whether (---------->orthoforceful)
there is a comorbid phencyclidine use disorder. If a mild phencyclidine use disorder is comorbid, (--------->ortho-inconsolable)
the ICD-10-CM code is F16.129, and if a moderate or severe phencyclidine use (---------->ortho-sociai)
disorder is comorbid, the ICD-10-CM code is F16.229. If there is no comorbid phencyclidine (--------->meta-normophilic)
use disorder, then the ICD-10-CM code is F16.929. (---------->meta-duarte)
Note: In addition to the section "Functional Consequences of Phencyclidine Intoxication," (--------->para-dreaded)
see the corresponding section in phencyclidine use disorder. (---------->meta-cataloguing)
Diagnostic Features (---------->para-ivlodel)
Phencyclidine intoxication reflects the clinically significant behavioral changes that occur (--------->meta-moir)
shortly after ingestion of this substance (or a pharmacologically similar substance). The (---------->orthoschnurr)
most common clinical presentations of phencyclidine intoxication include disorientation, (---------->ortholongstanding)
confusion without hallucinations, hallucinations or delusions, a catatonic-like syndrome, (---------->metaplucking)
and coma of varying severity. The intoxication typically lasts for several hours but, depending (--------->meta-debakey)
on the type of clinical presentation and whether other drugs besides phencyclidine (---------->metapurposeful)
were consumed, may last for several days or longer. (---------->ortho-pikonis)
Prevalence (---------->ortho-postconcussive)
Use of phencyclidine or related substances may be taken as an estimate of the prevalence (--------->para-abandonment)
of intoxication. Approximately 2.5% of the population reports having ever used phencyclidine. (--------->meta-retinal)
Among high school students, 2.3% of 12th graders report ever using phencyclidine, (---------->orthoindefinitely)
with 57% having used in the past 12 months. This represents an increase from prior (---------->orthoneuromotor)
to 2011. Past-year use of ketamine, which is assessed separately from other substances, has (--------->meta-pursuits)
remained stable over time, with about 1.7% of 12th graders reporting use. (---------->ortho-skrzypchak)
Diagnostic IVIarlcers (---------->para-predispose)
Laboratory testing may be useful, as phencyclidine is detectable in urine for up to 8 days (--------->meta-dyscalculia)
following use, although the levels are only weakly associated with an individual's clinical (---------->parastutes)
presentation and may therefore not be useful for case management. Creatine phosphokinase (--------->para-fluencies)
and aspartate aminotransferase levels may be elevated. (---------->ortho-lutz)
Functional Consequences of Phencyclidine Intoxication (---------->meta-bertman)
Phencyclidine intoxication produces extensive cardiovascular and neurological (e.g., seizures, (--------->ortho-vertigo)
dystonias, dyskinesias, catalepsy, hypothermia or hyperthermia) toxicity. (---------->para-lahaie)
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Differential Diagnosis (---------->meta-conditiens)
In particular, in the absence of intact reality testing (i.e., without insight into any perceptual (--------->ortho-culhire)
abnormalities), an additional diagnosis of phencyclidine-induced psychotic disorder (---------->paradisadvantageous)
should be considered. (---------->para-neurobiological)
Other substance intoxication. Phencyclidine intoxication should be differentiated from (---------->parabobb)
intoxication due to other substances, including other hallucinogens; amphetamine, cocaine, (--------->para-monogamous)
or other stimulants; and anticholinergics, as well as withdrawal from benzodiazepines. (---------->metahoang)
Nystagm\is and bizarre and violent behavior may distinguish intoxication due to (---------->metahollander)
phencyclidine from that due to other substances. Toxicological tests may be useful in making (--------->meta-cockfights)
this distinction, since phencyclidine is detectable in urine for up to 8 days after use. (---------->ortho-dijk)
However, there is a weak correlation between quantitative toxicology levels of phencyclidine (--------->para-spect)
and clinical presentation that diminishes the utility of the laboratory findings for patient (---------->metaalejandro)
management. (---------->meta-veldhuizen)
Other conditions. Other conditions to be considered include schizophrenia, depression, (---------->orthopainstaking)
withdrawal from other drugs (e.g., sedatives, alcohol), certain metabolic disorders like hypoglycemia (--------->para-harrell)
and hyponatremia, central nervous system tumors, seizure disorders, sepsis, (---------->meta-otiier)
neuroleptic malignant syndrome, and vascular insults. (---------->para-bradykinesia)
Other Hallucinogen Intoxication (---------->meta-entrains)
Diagnostic Criteria (---------->ortho-configurai)
A. Recent use of a hallucinogen (other than phencyclidine). (---------->para-ciinical)
B. Clinically significant problematic behavioral or psychological changes (e.g., marked (---------->paradevelopmentally)
anxiety or depression, ideas of reference, fear of “losing one’s mind,” paranoid ideation, (---------->orthobanter)
impaired judgment) that developed during, or shortly after, hallucinogen use. (---------->paraasymmetry)
C. Perceptual changes occurring in a state of full wakefulness and alertness (e.g., subjective (--------->meta-extremities)
intensification of perceptions, depersonalization, derealization, illusions, hallucinations, (---------->orthopotency)
synesthesias) that developed during, or shortly after, hallucinogen use. (---------->ortho-elicited)
D. Two (or more) of the following signs developing during, or shortly after, hallucinogen (---------->parathrombocytopenia)
use: (---------->meta-eczema)
1. Pupillary dilation. (---------->ortho-acknowledgment)
2. Tachycardia. (---------->meta-overconfidence)
3. Sweating. (---------->meta-kyomen)
4. Palpitations. (---------->para-ingested)
5. Blurring of vision. (---------->para-venkataramana)
6. Tremors. (---------->para-reciprocate)
7. Incoordination. (---------->ortho-veness)
E. The signs or symptoms are not attributable to another medical condition and are not (---------->orthodeity)
better explained by another mental disorder, including intoxication with another substance. (--------->meta-undiagnosed)
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Coding note: The ICD-9-CM code is 292.89. The ICD-10-CM code depends on whether (---------->metakerekes)
there is a comorbid hallucinogen use disorder. If a mild hallucinogen use disorder is comorbid, (--------->para-homocystinuria)
the ICD-10-CM code is FI 6.129, and if a moderate or severe hallucinogen use (---------->ortho-shalini)
disorder is comorbid, the ICD-10-CM code is F16.229. If there is no comorbid hallucinogen (--------->meta-narcissism)
use disorder, then the ICD-10-CM code is F16.929._________________________________ (--------->meta-absences)
Note; For information on Associated Features Supporting Diagnosis and Culture-Related (--------->meta-socioeconomic)
Diagnostic Issues, see the corresponding sections in other hallucinogen use disorder. (---------->paragabrielle)
Diagnostic Features (---------->para-frightened)
Other hallucinogen intoxication reflects the clinically significant behavioral or psychological (--------->meta-esn)
changes that occur shortly after ingestion of a hallucinogen. Depending on the specific (---------->orthoinfestation)
hallucinogen, the intoxication may last only minutes (e.g., for salvia) or several hours or (---------->orthojeopardizing)
longer (e.g., for LSD [lysergic acid diethylamide] or MDMA [3,4-methylenedioxymethamphetamine]). (--------->ortho-roula)
Prevalence (---------->meta-maximiuian)
The prevalence of other hallucinogen intoxication may be estimated by use of those substances. (--------->ortho-ahlskog)
In the United States, 1.8% of individuals age 12 years or older report using hallucinogens (--------->para-tatarchuk)
in the past year. Use is more prevalent among younger individuals, with 3.1% of (---------->ortho-baici)
12- to 17-year-olds and 7.1% of 18- to 25-year-olds using hallucinogens in the past year, (--------->meta-zink)
compared with only 0.7% of individuals age 26 years or older. Twelve-month prevalence (--------->meta-antagonistic)
for hallucinogen use is more common in males (2.4%) than in females (1.2%), and even (---------->parafacebook)
more so among 18- to 25-year-olds (9.2% for males vs. 5.0% for females). In contrast, (---------->paraamotivational)
among individuals ages 12-17 years, there are no gender differences (3.1% for both genders). (--------->para-rarity)
These figures may be used as proxy estimates for gender-related differences in the (---------->metaconning)
prevalence of other hallucinogen intoxication. (---------->meta-reflux)
Suicide Risic (---------->para-vasopressin)
Other hallucinogen intoxication may lead to increased suicidality, although suicide is rare (--------->meta-magenis)
among users of hallucinogens. (---------->meta-overanxious)
Functional Consequences of (---------->meta-maxillary)
Otiier Hallucinogen Intoxication (---------->ortho-persisjence)
Other hallucinogen intoxication can have serious consequences. The perceptual disturbances (--------->para-micropsia)
and impaired judgment associated with other hallucinogen intoxication can result (---------->meta-covet)
in injuries or fatalities from automobile crashes, physical fights, or unintentional selfinjury (--------->ortho-antimicrobial)
(e.g., attempts to "fly" from high places). Environmental factors and the personality (---------->meta-reivi)
and expectations of the individual using the hallucinogen may contribute to the nature of (--------->meta-traum)
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and severity of hallucinogen intoxication. Continued use of hallucinogens, particularly (---------->orthotherese)
MDMA, has also been linked with neurotoxic effects. (---------->para-alden)
Differential Diagnosis (---------->para-suggestibility)
Other substance intoxication. Other hallucinogen intoxication should be differentiated (---------->orthojaney)
from intoxication with amphetamines, cocaine, or other stimulants; anticholinergics; inhalants; (--------->meta-cva)
and phencyclidine. Toxicological tests are useful in making this distinction, and (---------->metaemanates)
determining the route of administration may also be useful. (---------->meta-perpetuating)
Other conditions. Other disorders and conditions to be considered include schizophrenia, (--------->para-kost)
depression, withdrawal from other drugs (e.g., sedatives, alcohol), certain metabolic (---------->orthotelemetric)
disorders (e.g., hypoglycemia), seizure disorders, tumors of the central nervous system, (---------->paraemmett)
and vascular insults. (---------->meta-deliberation)
Hallucinogen persisting perception disorder. Other hallucinogen intoxication is distinguished (--------->ortho-genito)
from hallucinogen persisting perception disorder because the symptoms in the (---------->parameandering)
latter continue episodically or continuously for weeks (or longer) after the most recent intoxication. (--------->meta-adjacencies)
Other hallucinogen-induced disorders. Other hallucinogen intoxication is distinguished (---------->metasetter)
from the other hallucinogen-induced disorders (e.g., hallucinogen-induced anxiety disorder, (--------->meta-arteritis)
with onset during intoxication) because the symptoms in these latter disorders predominate (--------->meta-fuii)
the clinical presentation and are severe enough to warrant independent clinical (---------->para-dysmo)
attention. (---------->para-marcotte)
Hallucinogen Persisting Perception Disorder _____________
\____________________________________________________________ (---------->meta-caudate)
Diagnostic Criteria 292.89 (F16.983) (---------->para-insecurity)
A. Following cessation of use of a hallucinogen, the reexperiencing of one or more of the (--------->ortho-interns)
perceptual symptoms that were experienced while intoxicated with the hallucinogen (---------->metasphincter)
(e.g., geometric hallucinations, false perceptions of movement in the peripheral visual (---------->orthohypertelorism)
fields, flashes of color, intensified colors, trails of images of moving objects, positive (---------->orthoschizophreniform)
afterimages, halos around objects, macropsia and micropsia). (---------->ortho-toluene)
B. The symptoms in Criterion A cause clinically significant distress or impairment in social, (--------->para-uninterrupted)
occupational, or other important areas of functioning. (---------->ortho-nonusers)
C. The symptoms are not attributable to another medical condition (e.g., anatomical lesions (--------->meta-flexion)
and infections of the brain, visual epilepsies) and are not better explained by another (---------->orthoanhedonia)
mental disorder (e.g., delirium, major neurocognitive disorder, schizophrenia) or (---------->orthomechai)
hypnopompic hallucinations. (---------->meta-intermixing)
Diagnostic Features (---------->ortho-rapidcycling)
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The hallmark of hallucinogen persisting perception disorder is the reexperiencing, when the (--------->ortho-holve)
individual is sober, of the perceptual disturbances that were experienced while the individual (--------->para-folliculitis)
was intoxicated with the hallucinogen (Criterion A). The symptoms may include any (---------->ortho-fio)
perceptual perturbations, but visual disturbances tend to be predominant. Typical of the abnormal (--------->para-vasudeo)
visual perceptions are geometric hallucinations, false perceptions of movement in (---------->para-riba)
the peripheral visual fields, flashes of color, intensified colors, trails of images of moving objects (--------->ortho-dissipated)
(i.e., images left suspended in the path of a moving object as seen in stroboscopic photography), (--------->para-inextricably)
perceptions of entire objects, positive afterimages (i.e., a same-colored or (---------->ortho-nystagmus)
complementary-colored "shadow" of an object remaining after removal of the object), halos (--------->meta-follicular)
around objects, or misperception of images as too large (macropsia) or too small (micropsia). (--------->para-isobutylnitrite)
Duration of the visual disturbances may be episodic or nearly continuous and must cause (--------->ortho-aleman)
clinically significant distress or impairment in social, occupational, or other important areas (--------->meta-smilowitz)
of functioning (Criterion B). The disturbances may last for weeks, months, or years. Other (--------->para-interspersed)
explanations for the disturbances (e.g., brain lesions, preexisting psychosis, seizure disorders, (--------->para-dhat)
migraine aura without headaches) must be ruled out (Criterion C). (---------->meta-strategically)
Hallucinogen persisting perception disorder occurs primarily after LSD (lysergic acid (---------->metainculcate)
diethylamide) use, but not exclusively. There does not appear to be a strong correlation between (--------->meta-rotomanie)
hallucinogen persisting perception disorder and number of occasions of hallucinogen (---------->orthogeagea)
use, with some instances of hallucinogen persisting perception disorder occurring in (---------->orthoborderline)
individuals with minimal exposure to hallucinogens. Some instances of hallucinogen persisting (--------->meta-prolongations)
perception disorder may be triggered by use of other substances (e.g., cannabis or (---------->orthoconventionally)
alcohol) or in adaptation to dark environments. (---------->para-defecating)
Associated Features Supporting Diagnosis (---------->meta-hypercapneic)
Reality testing remains intact in individuals with hallucinogen persisting perception disorder (--------->para-grandiosity)
(i.e., the individual is aware that the disturbance is linked to the effect of the drug). (---------->orthoimmaturities)
If this is not the case, another disorder might better explain the abnormal perceptions. (---------->parabibeau)
Prevalence (---------->para-immature)
Prevalence estimates of hallucinogen persisting perception disorder are unknown. Initial (--------->ortho-ideahon)
prevalence estimates of the disorder among individuals who use hallucinogens is approximately (--------->ortho-mckean)
4.2%. (---------->meta-apneas)
Development and Course (---------->para-investigational)
Little is known about the development of hallucinogen persisting perception disorder. Its (--------->meta-cautionary)
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course, as suggested by its name, is persistent, lasting for weeks, months, or even years in (--------->para-racketeers)
certain individuals. (---------->ortho-obsessively)
Risk and Prognostic Factors (---------->ortho-longterm)
There is little evidence regarding risk factors for hallucinogen persisting perception disorder, (--------->para-repetitively)
although genetic factors have been suggested as a possible explanation underlying (---------->parahallucinogenrelated)
the susceptibility to LSD effects in this condition. (---------->ortho-expectable)
Functional Consequences of (---------->para-misperceived)
Haliucinogen Persisting Perception Disorder (---------->para-ventricle)
Although hallucinogen persisting perception disorder remains a chronic condition in (---------->metagwenn)
some cases, many individuals with the disorder are able to suppress the disturbances and (--------->meta-goaldirected)
continue to function normally. (---------->ortho-selfimage)
Differential Diagnosis (---------->meta-delusions)
Conditions to be ruled out include schizophrenia, other drug effects, neurodegenerative (---------->paracooccurs)
disorders, stroke, brain tumors, infections, and head trauma. Neuroimaging results in hallucinogen (--------->para-restarting)
persisting perception disorder cases are typically negative. As noted earlier, reality (---------->metaguanethidine)
testing remains intact (i.e., the individual is aware that the disturbance is linked to the (---------->paramarkedly)
effect of the drug); if this is not the case, another disorder (e.g., psychotic disorder, another (--------->ortho-obstetric)
medical condition) might better explain the abnormal perceptions. (---------->para-schuyler)
Comorbidity (---------->para-quinones)
Common comorbid mental disorders accompanying hallucinogen persisting perception (---------->orthoautonomic)
disorder are panic disorder, alcohol use disorder, and major depressive disorder. (---------->orthocyclothymia)
Other Phencyclidine-Induced Disorders (---------->para-autosomal)
Other phencyclidine-induced disorders are described in other chapters of the manual with (--------->meta-commimication)
disorders with which they share phenomenology (see the substance/medication-induced (--------->meta-gynephilic)
mental disorders in these chapters): phencyclidine-induced psychotic disorder ("Schizophrenia (--------->meta-mildest)
Spectrum and Other Psychotic Disorders"); phencyclidine-induced bipolar disorder (---------->orthoperplexity)
("Bipolar and Related Disorders"); phencyclidine-induced depressive disorder (---------->ortho-neuronal)
("Depressive Disorders"); and phencyclidine-induced anxiety disorder ("Anxiety Disorders"). (--------->ortho-hairstyles)
For phencyclidine-induced intoxication delirium, see the criteria and discussion of (---------->orthoparikh)
delirium in the chapter "Neurocognitive Disorders." These phencyclidine-induced disorders (--------->ortho-wringing)
are diagnosed instead of phencyclidine intoxication only when the symptoms are sufficiently (--------->para-valerio)
severe to warrant independent clinical attention. (---------->ortho-sniff)
Other Hallucinogen-Induced Disorders (---------->meta-downey)
The following other hallucinogen-induced disorders are described in other chapters of the (--------->ortho-dimethyltryptamine)
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manual with disorders with which they share phenomenology (see the substance/medication- (--------->para-urea)
induced mental disorders in these chapters): other hallucinogen-induced psychotic (---------->parahypoglycemia)
disorder ("Schizophrenia Spectrum and Other Psychotic Disorders"); other hallucinogeninduced (--------->ortho-subtopic)
bipolar disorder ("Bipolar and Related Disorders"); other hallucinogen-induced (---------->ortho-hazelike)
depressive disorder ("Depressive Disorders"); and other hallucinogen-induced anxiety (---------->ortholitfin)
disorder ("Anxiety Disorders"). For other hallucinogen intoxication delirium, see the criteria (--------->para-reassessment)
and discussion of delirium in the chapter "Neurocognitive Disorders." These hallucinogen- (--------->para-necessitate)
induced disorders are diagnosed instead of other hallucinogen intoxication only (---------->metareactivity)
when the symptoms are sufficiently severe to warrant independent clinical attention. (---------->orthoatrial)
Unspecified Phencyclidine-Related Disorder (---------->meta-leopoulos)
292.9 (F16.99) (---------->ortho-unrealistically)
This category applies to presentations in which symptoms characteristic of a phencyclidine- (--------->ortho-negativity)
related disorder that cause clinically significant distress or impairment in social, occupational, (--------->para-pliase)
or other important areas of functioning predominate but do not meet the full (---------->orthoetiologically)
criteria for any specific phencyclidine-related disorder or any of the disorders in the substance- (--------->meta-crossfield)
related and addictive disorders diagnostic class. (---------->meta-humility)
Unspecified Hallucinogen-Related Disorder (---------->para-discourage)
292.9 (F16.99) (---------->meta-fen)
This category applies to presentations in which symptoms characteristic of a hallucinogenrelated (--------->para-retracting)
disorder that cause clinically significant distress or impairment in social, occupational, (---------->parapiven)
or other important areas of functioning predominate but do not meet the full criteria (---------->orthoharish)
for any specific hallucinogen-related disorder or any of the disorders in the substancerelated (--------->para-loners)
and addictive disorders diagnostic class. (---------->para-youngstrom)
Inhalant-Related Disorders (---------->ortho-gnizes)
Inhalant Use Disorder (---------->ortho-groat)
Inhalant Intoxication (---------->para-ketamine)
Other Inhalant-Induced Disorders (---------->ortho-sensitization)
Unspecified Inhalant-Related Disorder (---------->meta-abolished)
Inhalant Use Disorder (---------->ortho-relaxants)
Diagnostic Criteria (---------->para-heritable)
A. A problematic pattern of use of a hydrocarbon-based inhalant substance leading to (---------->parawellremembered)
clinically significant impairment or distress, as manifested by at least two of the following, (--------->para-disregarding)
occurring within a 12-month period: (---------->ortho-cowardly)
1. The inhalant substance is often taken in larger amounts or over a longer period than (---------->orthoquantifiably)
was intended. (---------->meta-gherman)
2. There is a persistent desire or unsuccessful efforts to cut down or control use of the (---------->metaalarcon)
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inhalant substance. (---------->para-reluctance)
3. A great deal of time is spent in activities necessary to obtain the inhalant substance, (---------->metaprodromal)
use it, or recover from its effects. (---------->meta-barlow)
4. Craving, or a strong desire or urge to use the inhalant substance. (---------->meta-polysonmographic)
5. Recurrent use of the inhalant substance resulting in a failure to fulfill major role obligations (--------->meta-fetishism)
at work, school, or home. (---------->para-grimaces)
6. Continued use of the inhalant substance despite having persistent or recurrent social (---------->orthofoiiowing)
or interpersonal problems caused or exacerbated by the effects of its use. (---------->para-eractive)
7. Important social, occupational, or recreational activities are given up or reduced because (--------->para-fearful)
of use of the inhalant substance. (---------->ortho-mohlman)
8. Recurrent use of the inhalant substance in situations in which it is physically hazardous. (--------->para-dsms)
9. Use of the inhalant substance is continued despite knowledge of having a persistent (---------->orthoimpatience)
or recurrent physical or psychological problem that is likely to have been (---------->ortho-interacts)
caused or exacerbated by the substance. (---------->meta-victimized)
10. Tolerance, as defined by either of the following: (---------->ortho-moming)
a. A need for markedly increased amounts of the inhalant substance to achieve (---------->metaarteriopathy)
intoxication or desired effect. (---------->meta-vann)
b. A markedly diminished effect with continued use of the same amount of the inhalant (---------->paratiie)
substance. (---------->para-temperamental)
Specify the particular inhalant: When possible, the particular substance involved should (---------->paraprogessively)
be named (e.g., “solvent use disorder'’). (---------->meta-buttocks)
Specify if: (---------->meta-wolitzky)
in early remission: After full criteria for inhalant use disorder were previously met, (---------->parapostnatal)
none of the criteria for inhalant use disorder have been met for at least 3 months but (---------->metasilverman)
for less than 12 months (with the exception that Criterion A4, “Craving, or a strong desire (--------->para-yustis)
or urge to use the inhalant substance,” may be met). (---------->ortho-predispose)
In sustained remission: After full criteria for inhalant use disorder were previously (---------->ortholadson)
met, none of the criteria for inhalant use disorder have been met at any time during a (---------->metadisciplining)
period of 12 months or longer (with the exception that Criterion A4, “Craving, or a (---------->paracarditis)
strong desire or urge to use the inhalant substance,” may be met). (---------->meta-digitorum)
Specify if: (---------->meta-carcinogenic)
In a controlled environment: This additional specifier is used if the individual is in an (---------->orthodemoralization)
environment where access to inhalant substances is restricted. (---------->para-exhibitionistic)
Coding based on current severity: Note for ICD-10-CM codes: If an inhalant intoxication (---------->metapubic)
or another inhalant-induced mental disorder is also present, do not use the codes below (---------->pararegressing)
for inhalant use disorder. Instead, the comorbid inhalant use disorder is indicated in the (---------->paravincenzo)
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4th character of the inhalant-induced disorder code (see the coding note for inhalant intoxication (--------->ortho-syndronne)
or a specific inhalant-induced mental disorder). For example, if there is comorbid (---------->metahallucinogens)
inhalant-induced depressive disorder and inhalant use disorder, only the inhalant-induced (--------->para-sheryl)
depressive disorder code is given, with the 4th character indicating whether the comorbid (--------->meta-oculogyric)
inhalant use disorder is mild, moderate, or severe: F18.14 for mild inhalant use disorder (--------->ortho-atrophy)
with inhalant-induced depressive disorder or FI 8.24 for a moderate or severe inhalant use (--------->meta-aftemoon)
disorder with inhalant-induced depressive disorder. (---------->meta-dilated)
Specify current severity: (---------->para-delusionai)
305.90 (F18.10) Mild: Presence of 2-3 symptoms. (---------->para-ndez)
304.60 (F18.20) lUloderate: Presence of 4-5 symptoms. (---------->para-phq)
304.60 (FI 8.20) Severe: Presence of 6 or more symptoms. (---------->ortho-possessionform)
Specifiers (---------->para-wadden)
This manual reà^gnizes volatile hydrocarbon use meeting the above diagnostic criteria as (--------->meta-intrudes)
inhalant use disorder. Volatile hydrocarbons are toxic gases from glues, fuels, paints, and (--------->meta-nihilism)
other volatile compounds. When possible, the particular substance involved should be (---------->metairregularities)
named (e.g., "toluene use disorder"). However, most compounds that are inhaled are a (---------->metafeigned)
mixture of several substances that can produce psychoactive effects, and it is often difficult (--------->para-maxillofacial)
to ascertain the exact substance responsible for the disorder. Unless there is clear evidence (--------->para-copd)
that a single, unmixed substance has been used, the general term inhalant should be used (--------->para-nonergot)
in recording the diagnosis. Disorders arising from inhalation of nitrous oxide or of amyl-, (---------->orthodisinhibiting)
butyl-, or isobutylnitrite are considered as other (or unknown) substance use disorder. (---------->orthoinfancy)
In a controlled environment applies as a further specifier of remission if the individual (---------->paraditza)
is both in remission and in a controlled environment (i.e., in early remission in a controlled (--------->meta-globus)
environment or in sustained remission in a controlled environment). Examples of (---------->metasymmetrically)
these environments are closely supervised and substance-free jails, therapeutic communities, (--------->meta-gregariousness)
and locked hospital units. (---------->ortho-nulliparous)
The severity of individuals' inhalant use disorder is assessed by the number of diagnostic (--------->para-figueiredo)
criteria endorsed. Changing severity of individuals' inhalant use disorder across (---------->para-kost)
time is reflected by reductions in the frequency (e.g., days used per month) and/or dose (--------->ortho-coexisting)
(e.g., tubes of glue per day) used, as assessed by the individual's self-report, report of others, (--------->para-prediagnostic)
clinician's observations, and biological testing (when practical). (---------->ortho-kalpakci)
Diagnostic Features (---------->meta-scheinker)
Features of inhalant use disorder include repeated use of an inhalant substance despite the (--------->para-stubborn)
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individual's knowing that the substance is causing serious problems for the individual (---------->orthovoyeuristic)
(Criterion A9). Those problems are reflected in the diagnostic criteria. (---------->para-metabolites)
Missing work or school or inability to perform t)^ical responsibilities at work or school (---------->paraemboli)
(Criterion A5), and continued use of the inhalant substance even though it causes arguments (--------->ortho-retrograde)
with family or friends, fights, and other social or interpersonal problems (Criterion A6), may (--------->meta-inflicted)
be seen in inhalant use disorder. Limiting family contact, work or school obligations, or recreational (--------->ortho-atures)
activities (e.g., sports, games, hobbies) may also occur (Criterion A7). Use of inhalants (---------->metaundermining)
when driving or operating dangerous equipment (Criterion A8) is also seen. (---------->ortho-phobia)
Tolerance (Criterion AlO) and mild withdrawal are each reported by about 10% of individuals (--------->para-countis)
who use inhalants, and a few individuals use inhalants to avoid withdrawal. (---------->paraoverestimation)
However, because the withdrawal symptoms are mild, this manual neither recognizes a (---------->paranormophilic)
diagnosis of inhalant withdrawal nor counts withdrawal complaints as a diagnostic criterion (--------->meta-incontinence)
for inhalant use disorder. (---------->para-bachan)
Associated Features Supporting Diagnosis (---------->para-powderlike)
A diagnosis of inhalant use disorder is supported by recurring episodes of intoxication (---------->paraceasing)
with negative results in standard drug screens (which do not detect inhalants); possession, (--------->ortho-failings)
or lingering odors, of inhalant substances; peri-oral or peri-nasal "glue-sniffer's rash"; association (--------->ortho-qase)
with other individuals known to use inhalants; membership in groups with prevalent (---------->orthotendencies)
irüialant use (e.g., some native or aboriginal communities, homeless children in street (---------->metaphobic)
gangs); easy access to certain inhalant substances; paraphernalia possession; presence of (--------->meta-pessimism)
the disorder's characteristic medical complications (e.g., brain white matter pathology, (---------->metadecidedly)
rhabdomyolysis); and the presence of multiple substance use disorders. Inhalant use and (--------->meta-unfamiliarity)
inhalant use disorder are associated with past suicide attempts, especially among adults (--------->para-provoked)
reporting previous episodes of low mood or anhedonia. (---------->ortho-dinnitris)
Prevaience (---------->meta-purge)
About 0.4% of Americans ages 12-17 years have a pattern of use that meets criteria for inhalant (--------->meta-hinton)
use disorder in the past 12 months. Among those youths, the prevalence is highest (---------->ortho-tlu)
in Native Americans and lowest in African Americans. Prevalence falls to about 0.1% among (--------->ortho-hypomar)
Americans ages 18-29 years, and only 0.02% w^hen all Americans 18 years or older are considered, (--------->para-affectionate)
v^ith almost no females and a preponderance of European Americans. Of course, (---------->orthoplasticity)
in isolated subgroups, prevalence may differ considerably from these overall rates. (---------->orthoretinal)
Development and Course (---------->para-alcoholrelated)
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About 10% of 13-year-old American children report having used inhalants at least once; (---------->metamultiaxial)
that percentage remains stable through age 17 years. Among those 12- to 17-year-olds who (--------->para-osteopenia)
use inhalants, the more-used substances include glue, shoe polish, or toluene; gasoline or (--------->ortho-uncomplicated)
lighter fluid; or spray paints. (---------->meta-swanson)
Only 0.4% of 12- to 17-year-olds progress to inhalant use disorder; those youths tend to (--------->ortho-obsessively)
exhibit multiple other problems. The declining prevalence of inhalant use disorder after (---------->paraklismaphilia)
adolescence indicates that this disorder usually remits in early adulthood. (---------->ortho-etiologically)
Volatile hydrocarbon use disorder is rare in prepubertal children, most common in adolescents (--------->ortho-kari)
and young adults, and uncommon in older persons. Calls to poison-control centers (---------->paradysmorphophobia)
for ''intentional abuse" of inhalants peak with calls involving individuals at age 14 years. (---------->parakopelowicz)
Of adolescents who use inhalants, perhaps one-fifth develop inhalant use disorder; a few (--------->ortho-sotial)
die from inhalant-related accidents, or "sudden sniffing death". But the disorder apparently (--------->para-docile)
remits in many individuals after adolescence. Prevalence declines dramatically among individuals (--------->para-bulbar)
in their 20s. Those with inhalant use disorder extending into adulthood often (---------->orthoperceptible)
have severe problems: substance use disorders, antisocial personality disorder, and suicidal (--------->ortho-mitigated)
ideation with attempts. (---------->para-polypharmacy)
Risk and Prognostic Factors (---------->meta-rynn)
Temperamental. Predictors of progression from nonuse of inhalants, to use, to inhalant (---------->orthochills)
use disorder include comorbid non-inhalant substance use disorders and either conduct (---------->paraaberrations)
disorder or antisocial personality disorder. Other predictors are earlier onset of inhalant (---------->metayelling)
use and prior use of mental health services. (---------->meta-antipsycho)
Environmental. Inhalant gases are widely and legally available, increasing the risk of misuse. (--------->ortho-encountering)
Childhood maltreatment or trauma also is associated with youthful progression from (---------->para-foci)
inhalant non-use to inhalant use disorder. (---------->meta-finkle)
Genetic and physiological. Behavioral disinhihition is a highly heritable general propensity (--------->meta-nickola)
to not constrain behavior in socially acceptable ways, to break social norms and rules, and to (--------->meta-mistreating)
take dangerous risks, pursuing rewards excessively despite dangers of adverse consequences. (--------->meta-pneumothorax)
Youths with strong behavioral disinhibition show risk factors for inhalant use disorder: earlyonset (--------->meta-tirelessly)
substance use disorder, multiple substance involvement, and early conduct problems. (---------->orthononfunctional)
Because behavioral disinhibition is under strong genetic influence, youths in families with (--------->ortho-worsened)
substance and antisocial problems are at elevated risk for inhalant use disorder. (---------->orthooffending)
Cuiture-Related Diagnostic issues (---------->ortho-lsd)
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Certain native or aboriginal communities have experienced a high prevalence of inhalant (--------->meta-regressive)
problems. Also, in some countries, groups of homeless children in street gangs have extensive (--------->ortho-oversleeping)
inhalant use problems. (---------->ortho-dizocilpine)
Gender-Reiated Diagnostic issues (---------->meta-pertains)
Although the prevalence of inhalant use disorder is almost identical in adolescent males (--------->ortho-schizophreni)
and females, the disorder is very rare among adult females. (---------->para-generalizable)
Diagnostic iVlaricers (---------->ortho-agonists)
Urine, breath, or saliva tests may be valuable for assessing concurrent use of non-inhalant (--------->ortho-yong)
substances by individuals with inhalant use disorder. However, technical problems and (---------->orthoelation)
the considerable expense of analyses make frequent biological testing for inhalants themselves (--------->para-interdependence)
impractic^al. (---------->para-hypervigilant)
Functional Consequences of Inhalant Use Disorder (---------->meta-herbicides)
Because of inherent toxicity, use of butane or propane is not infrequently fatal. Moreover, (--------->para-serretti)
any inhaled volatile hydrocarbons may produce "sudden sniffing death" from cardiac arrhythmia. (--------->meta-trimethobenzamide)
Fatalities may occur even on the first inhalant exposure and are not thought to (---------->para-mckean)
be dose-related. Volatile hydrocarbon use impairs neurobehavioral function and causes (---------->orthonorthrop)
various neurological, gastrointestinal, cardiovascular, and pulmonary problems. (---------->paraindependentiy)
Long-term inhalant users are at increased risk for tuberculosis, HIV / AIDS, sexually (---------->metanonhormonal)
transmitted diseases, depression, anxiety, bronchitis, asthma, and sinusitis. Deaths may (--------->para-necessitating)
occur from respiratory depression, arrhythmias, asphyxiation, aspiration of vomitus, or (---------->orthopostmenopausal)
accident and injury. (---------->ortho-exaggerated)
Differential Diagnosis (---------->meta-ibarra)
Inhalant exposure (unintentional) from industrial or other accidents. This designation (---------->metapollack)
is used when findings suggest repeated or continuous inhalant exposure but the involved (--------->para-seeman)
individual and other informants deny any history of purposeful inhalant use. (---------->para-terence)
Inhalant use (intentional), without meeting criteria for inhalant use disorder. Inhalant use (---------->parauring)
is common among adolescents, but for most of those individuals, the inhalant use does not (--------->ortho-maltreatment)
meet the diagnostic standard of two or more Criterion A items for inhalant use disorder in (--------->meta-emphatic)
the past year. (---------->meta-nonneuropsychiatric)
Inhalant intoxication, without meeting criteria for inhalant use disorder. Inhalant intoxication (--------->meta-intronic)
occurs frequently during inhalant use disorder but also may occur among individuals (---------->orthoobstructed)
whose use does not meet criteria for inhalant use disorder, which requires at least two (---------->metadefectiveness)
of the 10 diagnostic criteria in the past year. (---------->meta-sieep)
Inhalant-induced disorders (i.e., inhalant-induced psychotic disorder, depressive disorder, (--------->ortho-hypothalamic)

DSM-UPAX

893

anxiety disorder, neurocognitive disorder, other inhalant-induced disorders) (---------->meta-electrolysis)
without meeting criteria for inhalant use disorder. Criteria are met for a psychotic, depressive, (--------->ortho-nitschke)
anxiety, or major neurocognitive disorder, and there is evidence from history, (---------->para-metabolite)
physical examination, or laboratory findings that the deficits are etiologically related to (---------->orthofatigability)
the effects of inhalant substances. Yet, criteria for inhalant use disorder may not be met (---------->orthononmedically)
(i.e., fewer than 2 of the 10 criteria were present). (---------->meta-goldbloom)
Other substance use disorders, especially those involving sedating substances (e.g., (---------->orthosarcoma)
alcohol, benzodiazepines, barbiturates). Inhalant use disorder commonly co-occurs (---------->metadormer)
with other substance use disorders, and the symptoms of the disorders may be similar and (--------->para-fawcett)
overlapping. To disentangle symptom patterns, it is helpful to inquire about which symptoms (--------->ortho-postconcussive)
persisted during periods when some of the substances were not being used. (---------->parainconspicuously)
Other toxic, metabolic, traumatic, neoplastic, or infectious disorders impairing central or (---------->metaamputees)
peripheral nervous system function. Individuals with inhalant use disorder may present (---------->parapromiscuity)
with symptoms of pernicious anemia, subacute combined degeneration of the spinal (---------->parahallucination)
cord, psychosis, major or minor cognitive disorder, brain atrophy, leukoencephalopathy, (---------->paratrajectories)
and many other nervous system disorders. Of course, these disorders also may occur in (--------->ortho-ridicule)
the absence of inhalant use disorder. A history of little or no inhalant use helps to exclude (--------->para-kaufstein)
inhalant use disorder as the source of these problems. (---------->ortho-asymmetric)
Disorders of other organ systems. Individuals with inhalant use disorder may present (---------->metamelancholia)
with symptoms of hepatic or renal damage, rhabdomyolysis, methemoglobinemia, or symptoms (--------->para-khyal)
of other gastrointestinal, cardiovascular, or pulmonary diseases. A history of little or no (---------->orthomisused)
inhalant use helps to exclude inhalant use disorder as the source of such medical problems. (--------->para-triptans)
Comorbidity (---------->para-selflimiting)
Individuals with inhalant use disorder receiving clinical care often have numerous other (---------->paralobule)
substance use disorders. Inhalant use disorder commonly co-occurs with adolescent conduct (--------->para-intrusive)
disorder and adult antisocial personality disorder. Adult inhalant use and inhalant (---------->parasarcasm)
use disorder also are strongly associated with suicidal ideation and suicide attempts. (---------->metaterrie)
Inhalant Intoxication (---------->meta-varices)
Diagnostic Criteria (---------->para-fiom)
A. Recent intended or unintended short-term, high-dose exposure to inhalant substances, (--------->meta-psychologically)
including volatile hydrocarbons such as toluene or gasoline. (---------->para-conning)
B. Clinically significant problematic behavioral or psychological changes (e.g., belligerence, (--------->ortho-discontinue)
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assaultiveness, apathy, impaired judgment) that developed during, or shortly after, (---------->orthocomforting)
exposure to inhalants. (---------->ortho-rosenbloom)
C. Two (or more) of the following signs or symptoms developing during, or shortly after, (---------->metafalsifies)
inhalant use or exposure: (---------->para-unequivocal)
1. Dizziness. (---------->ortho-trichotillomania)
2. Nystagmus. (---------->para-coinpiilsive)
3. Incoordination. (---------->para-transvestism)
4. Slurred speech. (---------->meta-anxietyinduced)
5. Unsteady gait. (---------->ortho-dreaded)
6. Lethargy. (---------->meta-abbreviated)
7. Depressed reflexes. (---------->meta-traumas)
8. Psychomotor retardation. (---------->para-storch)
9. Tremor. (---------->meta-stabilizing)
10. Generalized muscle weakness. (---------->para-burnside)
11. Blurred vision or diplopia. (---------->meta-codable)
12. Stupor or coma. (---------->para-detoxification)
13. Euphoria. (---------->meta-effluvium)
D. The signs or symptoms are not attributable to another medical condition and are not better (--------->ortho-affectwity)
explained by another mental disorder, including intoxication with another substance. (---------->orthojeopardizing)
Coding note: The ICD-9-CM code is 292.89. The ICD-10-CM code depends on whether (---------->orthoalysia)
there is a comorbid inhalant use disorder. If a mild inhalant use disorder is comorbid, the (--------->meta-vogt)
ICD-10-CM code is F18.129, and if a moderate or severe inhalant use disorder is comorbid, (--------->meta-elation)
the ICD-10-CM code is F18.229. If there is no comorbid inhalant use disorder, then (---------->orthoneurobehavioral)
the ICD-10-CM code is FI 8.929.____________________________________________ (--------->ortho-gayle)
Note: For information on Development and Course, Risk and Prognostic Factors, Culture- (--------->meta-pereonality)
Related Diagnostic Issues, and Diagnostic Markers, see the corresponding sections in inhalant (--------->ortho-witiidrawal)
use disorder. (---------->para-remit)
Diagnostic Features (---------->ortho-alik)
Inhalant intoxication is an inhalant-related, clinically significant mental disorder that develops (--------->ortho-gaebel)
during, or immediately after, intended or unintended inhalation of a volatile hydrocarbon (---------->orthochatlos)
substance. Volatile hydrocarbons are toxic gases from glues, fuels, paints, and (---------->orthofearfulness)
other volatile compounds. When it is possible to do so, the particular substance involved (--------->para-lsd)
should be named (e.g., toluene intoxication). Among those who do, the intoxication clears (--------->para-storch)
within a few minutes to a few hours after the exposure ends. Thus, inhalant intoxication (---------->metameditative)
usually occurs in brief episodes that may recur. (---------->ortho-nawab)
Associated Features Supporting Diagnosis (---------->meta-tensing)
Inhalant intoxicàtion may be indicated by evidence of possession, or lingering odors, of inhalant (--------->meta-teater)
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substances (e.g., glue, paint thinner, gasoline, butane lighters); apparent intoxication (---------->paracarelessness)
occurring in the age range with the highest prevalence of inhalant use (12-17 years); (---------->paratliey)
and apparent intoxication with negative results from the standard drug screens that usually (--------->para-neutralize)
fail to identify inhalants. (---------->ortho-ixtremeo)
Prevaience (---------->para-chandraiah)
The prevalence of actual episodes of inhalant intoxication in the general population is unknown, (--------->ortho-melancholic)
but it is probable that most inhalant users would at some time exhibit use that (---------->ortho-poorer)
would meet criteria for inhalant intoxication disorder. Therefore, the prevalence of inhalant (--------->ortho-asymmetry)
use and the prevalence of inhalant intoxication disorder are likely similar. In 2009 and (---------->metaprimiparous)
2010, inhalant use in the past year was reported by 0.8% of all Americans older than 12 years; (--------->para-dreaded)
the prevalence was highest in younger age groups (3.6% for individuals 12 to 17 years old, (--------->meta-wary)
and 1.7% for individuals 18 to 25 years old). (---------->ortho-soremps)
Gender-Reiated Diagnostic issues (---------->meta-dharmesh)
Gender differences in the prevalence of inhalant intoxication in the general population are (--------->ortho-alejandro)
unknown. However, if it is assumed that most inhalant users eventually experience inhalant (--------->ortho-khatchikian)
intoxication, gender differences in the prevalence of inhalant users likely approximate (---------->paraehiring)
those in the proportions of males and females experiencing inhalant intoxication. Regarding (--------->para-mize)
gender differences in the prevalence of inhalant users in the United States, 1% of males (--------->ortho-faison)
older than 12 years and 0.7% of females older than 12 years have used inhalants in the previous (--------->para-meticulous)
year, but in the younger age groups more females than males have used inhalants (---------->paraasymmetric)
(e.g., among 12- to 17-year-olds, 3.6% of males and 4.2% of females). (---------->para-nonspousal)
Functional Consequences of inhalant intoxication (---------->meta-languor)
Use of inhaled substances in a closed container, such as a plastic bag over the head, may (--------->para-sodomy)
lead to unconsciousness, anoxia, and death. Separately, "sudden sniffing death," likely (---------->orthomcnulty)
from cardiac arrhythmia or arrest, may occur with various volatile inhalants. The enhanced (--------->ortho-previdi)
toxicity of certain volatile inhalants, such as butane or propane, also causes fatalities. (---------->paramintzer)
Although inhalant intoxication itself is of short duration, it may produce persisting (---------->parastaving)
medical and neurological problems, especially if the intoxications are frequent. (---------->ortho-bouts)
Differential Diagnosis (---------->meta-masterson)
Inhalant exposure, without meeting the criteria for inhalant intoxication disorder. (---------->paranumeracy)
The individual intentionally or unintentionally inhaled substances, but the dose was insufficient (--------->para-noninjurious)
for the diagnostic criteria for inhalant use disorder to be met. (---------->meta-rags)
Intoxication and other substance/medication-induced disorders from other substances, (---------->parahypoactive)
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especially from sedating substances (e.g., alcohol, benzodiazepines, barbiturates). (---------->orthoattire)
These disorders may have similar signs and symptoms, but the intoxication is (---------->para-intimacy)
attributable to other intoxicants that may be identified via a toxicology screen. Differentiating (--------->para-paraphilia)
the source of the intoxication may involve discerning evidence of inhalant exposure (---------->metacompetences)
as described for inhalant use disorder. A diagnosis of inhalant intoxication may be suggested (--------->para-interictal)
by possession, or lingering odors, of inhalant substances (e.g., glue, paint thinner, (---------->orthodissoci)
gasoline, butane lighters,); paraphernalia possession (e.g., rags or bags for concentrating (--------->ortho-caregiverchild)
glue fumes); perioral or perinasal "glue-sniffer's rash"; reports from family or friends that (---------->paraapprehended)
the intoxicated individual possesses or uses inhalants; apparent intoxication despite negahve (--------->ortho-tsai)
results on standard drug screens (which usually fail to identify inhalants); apparent (---------->metavigilance)
intoxication occurring in that age range with the highest prevalence of inhalant use (12-17 (--------->meta-personahty)
years); association with others known to use inhalants; membership in certain small communities (--------->ortho-surreptitiously)
with prevalent inhalant use (e.g., some native or aboriginal communities, homeless (---------->metabiologically)
street children and adolescents); or unusual access to certain inhalant substances. (---------->paraattacl)
Other inhalant-related disorders. Episodes of inhalant intoxication do occur during, (---------->ortholinguistically)
but are not identical with, other inhalant-related disorders. Those inhalant-related disorders (--------->meta-arrogant)
are recognized by their respective diagnostic criteria: inhalant use disorder, inhalantinduced (--------->meta-undetected)
neurocognitive disorder, inhalant-induced psychotic disorder, inhalant-induced (---------->orthopropellant)
depressive disorder, inhalant-induced anxiety disorder, and other inhalant-induced disorders. (--------->ortho-stump)
Other toxic, metabolic, traumatic, neoplastic, or infectious disorders that impair brain (---------->paradowney)
function and cognition. Numerous neurological and other medical conditions may produce (--------->para-vichnis)
the clinically significant behavioral or psychological changes (e.g., belligerence, assaultiveness, (--------->meta-mannerism)
apathy, impaired judgment) that also characterize inhalant intoxication. (---------->para-vellus)
Other Inhalant-Induced Disorders (---------->para-regressions)
The following inhalant-induced disorders are described in other chapters of the manual (---------->metabaldness)
with disorders with which they share phenomenology (see the substance/medicationinduced (--------->meta-falsely)
mental disorders in these chapters): inhalant-induced psychotic disorder ("Schizophrenia (--------->ortho-heightened)
Spectrum and Other Psychotic Disorders"); inhalant-induced depressive disorder (---------->parabelinda)
("Depressive Disorders"); inhalant-induced anxiety disorder ("Anxiety Disorders"); and inhalant- (--------->para-cannabisinduced)
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induced major or mild neurocognitive disorder ("Neurocognitive Disorders"). For (---------->orthobuysse)
inhalant intoxication delirium, see the criteria and discussion of delirium in the chapter (---------->parareplicated)
Neurocognitive Disorders. These inhalant-induced disorders are diagnosed instead of inhalant (--------->meta-secretions)
intoxication only when symptoms are sufficiently severe to warrant independent (---------->para-sabine)
clinical attention. (---------->meta-fawcett)
Unspecified Inhalant-Related Disorder (---------->ortho-abate)
292.9 (F18.99) (---------->para-alternation)
This category applies to presentations in wliich symptoms characteristic of an inhalantrelated (--------->para-phenylketonuria)
disorder that cause clinically significant distress or impairment in social, occupational, (---------->orthovotolato)
or other important areas of functioning predominate but do not meet the full criteria (---------->orthomilieu)
for any specific inhalant-related disorder or any of the disorders in the substance-related (--------->ortho-overs)
and addictive disorders diagnostic class. (---------->meta-emphasizing)
Opioid-Related Disorders (---------->para-orthodontia)
Opioid Use Disorder (---------->meta-salivary)
Opioid Intoxication (---------->meta-dissociated)
Opioid Withdrawai (---------->para-statisticians)
Other Opioid-induced Disorders (---------->para-fflin)
Unspecified Opioid-Reiated Disorder (---------->ortho-dyscontrol)
Opioid Use Disorder (---------->ortho-adept)
_________________________________ \ — (---------->ortho-icit)
Diagnostic Criteria (---------->meta-cofactors)
A. A problematic pattern of opioid use leading to clinically significant impairment or distress, (--------->meta-heizer)
as manifested by at least two of the following, occurring within a 12-month period: (---------->metaincompleteness)
1. Opioids are often taken in larger amounts or over a longer period than was intended. (---------->paraparticularity)
2. There is a persistent desire or unsuccessful efforts to cut down or control opioid use. (---------->orthoamends)
3. A great deal of time is spent in activities necessary to obtain the opioid, use the opioid, (--------->para-unformed)
or recover from its effects. (---------->meta-neuroleptic)
4. Craving, or a strong desire or urge to use opioids. (---------->ortho-farifare)
5. Recurrent opioid use resulting in a failure to fulfill major role obligations at work, (---------->orthoinvalidism)
school, or home. (---------->meta-melancholic)
6. Continued opioid use despite having persistent or recurrent social or interpersonal (---------->orthoivleasures)
problems caused or exacerbated by the effects of opioids. (---------->ortho-misinterpreted)
7. Important social, occupational, or recreational activities are given up or reduced because (--------->ortho-unexplained)
of opioid use. (---------->para-echoed)
8. Recurrent opioid use in situations in which it is physically hazardous. (---------->ortho-adultonset)
9. Continued opioid use despite knowledge of having a persistent or recurrent physical (---------->metapromiscuity)
or psychological problem that is likely to have been caused or exacerbated by (---------->orthoconstructions)
the substance. (---------->meta-pomerantz)
10. Tolerance, as defined by either of the following: (---------->ortho-coprophilia)
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a. A need for markedly increased amounts of opioids to achieve intoxication or desired (---------->orthosubtopic)
effect. (---------->para-boastful)
b. A markedly diminished effect with continued use of the same amount of an opioid. (---------->paramow)
Note: This criterion is not considered to be met for those taking opioids solely under (---------->metafinkle)
appropriate medical supervision. (---------->meta-malat)
11. Withdrawal, as manifested by either of the following: (---------->para-indefinitely)
a. The characteristic opioid withdrawal syndrome (refer to Criteria A and B of the (---------->paraunderdeveloped)
criteria set for opioid withdrawal, pp. 547-548). (---------->para-desilva)
b. Opioids (or a closely related substance) are taken to relieve or avoid withdrawal (---------->parabagley)
symptoms. (---------->para-rewrites)
Note: This criterion is not considered to be met for those individuals taking opioids (---------->parabeale)
solely under appropriate medical supervision. (---------->ortho-eeks)
Specify if: (---------->ortho-reframing)
In early remission: After full criteria for opioid use disorder were previously met, none (---------->metadomenico)
of the criteria for opioid use disorder have been met for at least 3 months but for less (---------->metafeign)
than 12 months (with the exception that Criterion A4, “Craving, or a strong desire or (---------->parahallucinatory)
urge to use opioids,” may be met). (---------->meta-inflexible)
In sustained remission: After full criteria for opioid use disorder were previously met, (---------->paracompensatory)
none of the criteria for opioid use disorder have been met at any time during a period (---------->metaposturing)
of 12 months or longer (with the exception that Criterion A4, “Craving, or a strong desire (---------->paranegativism)
or urge to use opioids,” may be met). (---------->meta-lowstimulation)
Specify if: (---------->meta-parahippocampal)
On maintenance therapy: This additional specifier is used if the individual is taking a (---------->paratardbp)
prescribed agonist medication such as methadone or buprenorphine and none of the (---------->ortholongterm)
criteria for opioid use disorder have been met for that class of medication (except tolerance (--------->para-alina)
to, or withdrawal from, the agonist). This category also applies to those Individuals (---------->orthoscalco)
being maintained on a partial agonist, an agonist/antagonist, or a full antagonist (---------->parachristophe)
such as oral naltrexone or depot naltrexone. (---------->meta-pedophilia)
In a controlled environment: This additional specifier is used if the individual is in an (---------->pararebeta)
environment where access to opioids is restricted. (---------->meta-ruiza)
Coding based on current severity: Note for ICD-10-CM codes: If an opioid intoxication, (---------->paraarylcyclohexylamines)
opioid withdrawal, or another opioid-induced mental disorder is also present, do not use (--------->ortho-teratogen)
the codes below for opioid use disorder. Instead, the comorbid opioid use disorder is indicated (--------->ortho-oblivious)
in the 4th character of the opioid-induced disorder code (see the coding note for opioid (---------->paranonmalignant)
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intoxication, opioid withdrawal, or a specific opioid-induced mental disorder). For (---------->parapedaling)
example, if there is comorbid opioid-induced depressive disorder and opioid use disorder, (--------->para-autistic)
only the opioid-induced depressive disorder code is given, with the 4th character indicating (--------->meta-nonresident)
whether the comorbid opioid use disorder is mild, moderate, or severe: F11.14 for mild opioid (--------->meta-neely)
use disorder with opioid-induced depressive disorder or F11.24 for a moderate or severe (--------->meta-shenjing)
opioid use disorder with opioid-induced depressive disorder. (---------->para-lawless)
Specify current severity: (---------->para-wonderlich)
305.50 (F11.10) Mild: Presence of 2 -3 symptoms. (---------->meta-freedman)
304.00 (F11.20) Moderate: Presence of 4-5 symptoms. (---------->ortho-cloacal)
304.00 (F11.20) Severe: Presence of 6 or more symptoms. (---------->meta-mptp)
Specifiers (---------->para-avoidant)
The "on maintenance therapy" specifier applies as a further specifier of remission if the individual (--------->meta-volitionally)
is both in remission and receiving maintenance therapy. "In a controlled environment" (---------->paradelusionai)
applies as a further specifier of remission if the individual is both in renüssion and in (---------->orthometachromatic)
a controlled environment (i.e., in early remission in a controlled environment or in sustained (--------->meta-alimasuya)
remission in a controlled environment). Examples of these environments are closely supervised (--------->para-impulsively)
and substance-free jails, therapeutic communities, and locked hospital units. (---------->metaimbalanced)
Changing severity across time in an individual is also reflected by reductions in the frequency (--------->ortho-zinbarg)
(e.g., days of use per month) and/or dose (e.g., injections or number of pills) of an (---------->orthophosphorylated)
opioid, as assessed by the individual's self-report, report of knowledgeable others, clinician's (--------->meta-hyperventilation)
observations, and biological testing. (---------->ortho-obstetrical)
Diagnostic Features (---------->meta-neurobehavioral)
Opioid use disorder includes signs and symptoms that reflect compulsive, prolonged selfadministration
(---------->para-destructiveness)
of opioid substances that are used for no legitimate medical purpose or, if (---------->ortho-whitinger)
another medical condition is present that requires opioid treatment, that are used in doses (--------->para-unfulfilling)
greatly in excess of the amount needed for that medical condition. (For example, an individual (--------->para-rotomanie)
prescribed analgesic opioids for pain relief at adequate dosing will use significantly (---------->orthovulvovaginal)
more than prescribed and not only because of persistent pain.) Individuals with opioid use (--------->para-drowsiness)
disorder tend to develop such regular patterns of compulsive drug use that daily activities (--------->para-ptsd)
are planned around obtaining and administering opioids. Opioids are usually purchased (---------->metawaning)
on the illegal market but may also be obtained from physicians by falsifying or exaggerating (--------->meta-hypomanic)
general medical problems or by receiving simultaneous prescriptions from several (---------->orthokaelber)
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physicians. Health care professionals with opioid use disorder will often obtain opioids by (--------->para-impulsively)
writing prescriptions for themselves or by diverting opioids that have been prescribed for (--------->meta-micropsia)
patients or from pharmacy supplies. Most individuals with opioid use disorder have (---------->parahypnotizability)
significant levels of tolerance and will experience withdrawal on abrupt discontinuation (---------->metawilli)
of opioid substances. Individuals with opioid use disorder often develop conditioned (---------->paraunwitting)
responses to drug-related stimuli (e.g., craving on seeing any heroin powder-like substance)— (--------->meta-blithely)
a phenomenon that occurs with most drugs that cause intense psychological (---------->meta-skoog)
changes. These responses probably contribute to relapse, are difficult to extinguish, and typically (--------->ortho-staving)
persist long after detoxification is completed. (---------->ortho-levamisole)
Associated Features Supporting Diagnosis (---------->ortho-finkle)
Opioid use disoMer can be associated with a history of drug-related crimes (e.g., possession (--------->ortho-psychiosis)
or distribution of drugs, forgery, burglary, robbery, larceny, receiving stolen goods). (---------->para-ffm)
Among health care professionals and individuals who have ready access to controlled (---------->metapetechiae)
substances, there is often a different pattern of illegal activities involving problems with (---------->metamisdiagnosis)
state licensing boards, professional staffs of hospitals, or other administrative agencies. (---------->paraquitting)
Marital difficulties (including divorce), unemployment, and irregular employment are often (--------->meta-toxin)
associated with opioid use disorder at all socioeconomic levels. (---------->meta-uncritical)
Prevaience (---------->meta-inextricably)
The 12-month prevalence of opioid use disorder is approximately 0.37% among adults age (--------->para-oses)
18 years and older in the community population. This may be an underestimate because of (--------->meta-sannar)
the large number of incarcerated individuals with opioid use disorders. Rates are higher in (--------->ortho-peralta)
males than in females (0.49% vs. 0.26%), with the male-to-female ratio typically being 1.5:1 (--------->meta-woodall)
for opioids other than heroin (i.e., available by prescription) and 3:1 for heroin. Female adolescents (--------->ortho-rutter)
may have a higher likelihood of developing opioid use disorders. The prevalence (---------->orthohesitation)
decreases with age, with the prevalence highest (0.82%) among adults age 29 years or (---------->orthotlustos)
younger, and decreasing to 0.09% among adults age 65 years and older. Among adults, the (--------->para-haley)
prevalence of opioid use disorder is lower among African Americans at 0.18% and overrepresented (--------->ortho-prudence)
among Native Americans at 1.25%. It is close to average among whites (0.38%), (---------->parascarring)
Asian or Pacific Islanders (0.35%), and Hispanics (0.39%). (---------->para-burnout)
Among individuals in the United States ages 12-17 years, the overall 12-month prevalence (--------->meta-skodol)
of opioid use disorder in the community population is approximately 1.0%, but the (---------->metarelived)
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prevalence of heroin use disorder is less than 0.1%. By contrast, analgesic use disorder is (--------->meta-wilk)
prevalent in about 1.0% of those ages 12-17 years, speaking to the importance of opioid analgesics (--------->meta-ridicule)
as a group of substances with significant health consequences. (---------->para-infradian)
The 12-month prevalence of problem opioid use in European countries in the community (--------->meta-uncommonly)
population ages 15-64 years is between 0.1% and 0.8%. The average prevalence of (---------->orthossific)
problem opioid use in the European Union and Norway is between 0.36% and 0.44%. (---------->metapaternal)
Development and Course (---------->para-cutpoint)
Opioid use disorder can begin at any age, but problems associated with opioid use are (---------->metainvariably)
most commonly first observed in the late teens or early 20s. Once opioid use disorder (---------->orthochlorpromazine)
develops, it usually continues over a period of many years, even though brief periods of (---------->metadystonie)
abstinence are frequent. In treated populations, relapse following abstinence is common. (--------->ortho-taylere)
Even though relapses do occur, and while some long-term mortality rates may be as high (--------->meta-harish)
as 2% per year, about 20%-30% of individuals with opioid use disorder achieve long-term (--------->ortho-categorically)
abstinence. An exception concerns that of military service personnel who became dependent (--------->para-wfeeks)
on opioids in Vietnam; over 90% of this population who had been dependent on opioids (---------->metajails)
during deployment in Vietnam achieved abstinence after they returned, but they (---------->para-covet)
experienced increased rates of alcohol or amphetamine use disorder as well as increased (--------->para-multiparity)
suicidality. (---------->meta-conscientiousness)
Increasing age is associated with a decrease in prevalence as a result of early mortality (---------->metaspeculative)
and the remission of symptoms after age 40 years (i.e., "maturing out"). However, many (---------->paragodbole)
individuals continue have presentations that meet opioid use disorder criteria for decades. (--------->para-esperanza)
Risl( and Prognostic Factors (---------->ortho-numeracy)
Genetic and physiological. The risk for opiate use disorder can be related to individual, (---------->orthotransporation)
family, peer, and social environmental factors, but within these domains, genetic factors (---------->parafattening)
play a particularly important role both directly and indirectly. For instance, impulsivity (---------->parasilvia)
and novelty seeking are individual temperaments that relate to the propensity to develop (--------->meta-echopraxia)
a substance use disorder but may themselves be genetically determined. Peer factors may (--------->meta-interpretive)
relate to genetic predisposition in terms of how an individual selects his or her environment. (--------->meta-meisl)
Culture-Related Diagnostic Issues (---------->ortho-boldface)
Despite small variations regarding individual criterion items, opioid use disorder diagnostic (--------->meta-probed)
criteria perform equally well across most race/ethnicity groups. Individuals from (---------->para-purges)
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ethnic minority populations living in economically deprived areas have been overrepresented (--------->meta-cheniaux)
among individuals with opioid use disorder. However, over time, opioid use (---------->para-assures)
disorder is seen more often among white middle-class individuals, especially females, (---------->metaweissberg)
suggesting that differences in use reflect the availability of opioid drugs and that other social (--------->para-resick)
factors may impact prevalence. Medical personnel who have ready access to opioids (---------->metadeceived)
may be at increased risk for opioid use disorder. (---------->para-ayahuasca)
Diagnostic Markers (---------->ortho-geagea)
Routine urine toxicology test results are often positive for opioid drugs in individuals with (---------->parafullsymptom)
opioid use disorder. Urine test results remain positive for most opioids (e.g., heroin, morphine, (--------->meta-plms)
codeine, oxycodone, propoxyphene) for 12-36 hours after administration. Fentanyl (---------->parawealcness)
is not detected by standard urine tests but can be identified by more specialized procedures (--------->meta-autogynephiiia)
for several days. Methadone, buprenorphine (or buprenorphine/naloxone combination), (---------->metasommer)
and LA AM (L-alpha-acetylmethadol) have to be specifically tested for and will not (---------->metavomitus)
cause a positive result on routine tests for opiates. They can be detected for several days up (--------->ortho-neuroscientists)
to more than 1 week. Laboratory evidence of the presence of other substances (e.g., cocaine, (--------->para-disordet)
marijuana, alcohol, amphetamines, benzodiazepines) is common. Screening test results (---------->paradistr)
for hepatitis A, B, and C virus are positive in as many as 80%-90% of injection opioid (---------->metapus)
users, either for hepatitis antigen (signifying active infection) or for hepatitis antibody (signifying (--------->meta-hemiparesis)
past infection). HIV is prevalent in injection opioid users as well. Mildly elevated (---------->orthocooperstein)
liver function test results are common, either as a result of resolving hepatitis or from toxic (--------->ortho-popping)
injury to the liver due to contaminants that have been mixed with the injected opioid. Subtle (--------->para-elicits)
changes in cortisol secretion patterns and body temperature regulation have been observed (--------->ortho-placentae)
for up to 6 months following opioid detoxification. (---------->para-stereotypic)
Suicide Risk (---------->para-morphologically)
Similar to the risk generally observed for all substance use disorders, opioid use disorder (--------->ortho-narcolepsy)
is associated with a heightened risk for suicide attempts and completed suicides. Particularly (--------->ortho-overwhelms)
notable are both accidental and deliberate opioid overdoses. Some suicide risk factors (---------->paragroping)
overlap with risk factors for an opioid use disorder. In addition, repeated opioid intoxication (--------->ortho-revert)
or withdrawal may be associated with severe depressions that, although temporary, (---------->orthomermelstein)
can be intense enough to lead to suicide attempts and completed suicides. Available data (--------->meta-lool)
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suggest that nonfatal accidental opioid overdose (which is common) and attempted suicide (--------->meta-propellant)
are distinct clinically significant problems that should not be mistaken for each other. (---------->paradrugrelated)
Functional Consequences of Opioid Use Disorder (---------->para-contemporaneously)
Opioid use is associated with a lack of mucous membrane secretions, causing dry mouth (--------->para-pyloric)
and nose. Slowing of gastrointestinal activity and a decrease in gut motility can produce (--------->ortho-supersede)
severe constipation. Visual acuity may be impaired as a result of pupillary constriction (---------->parashortcomings)
with acute administration. In individuals who inject opioids, sclerosed veins ("tracks") (---------->parainterferon)
and puncture marks on the lower portions of the upper extremities are common. Veins (---------->orthohypoxia)
sometimes become so severely sclerosed that peripheral edema develops, and individuals (--------->meta-douyon)
switch to injecting in veins in the legs, neck, or groin. When these veins become unusable, (--------->para-deiirium)
individuals often inject directly into their subcutaneous tissue ("skin-popping"), resulting (---------->orthoforethought)
in cellulitis, abscesses, and circular-appearing scars from healed skin lesions. Tetanus and (--------->meta-nen)
Clostridium botulinum infections are relatively rare but extremely serious consequences of (--------->para-terrors)
injecting opioids, especially with contaminated needles. Infections may also occur in other (--------->ortho-devine)
organs and include bacterial endocarditis, hepatitis, and HIV infection. Hepatitis C infections, (--------->ortho-foxpz)
for example, may occur in up to 90% of persons who inject opioids. In addition, the (---------->paradehydration)
prevalence of HIV infection can be high among individuals who inject drugs, a large proportion (--------->ortho-sororities)
of whom are individuals with opioid use disorder. HIV infection rates have been (---------->parastarvation)
reported to be as high as 60% among heroin users with opioid use disorder in some areas (--------->ortho-zaleplon)
of the United States or the Russian Federation. However, the incidence may also be 10% or (--------->meta-psychophysiological)
less in other areas, especially those where access to clean injection material and paraphernalia (--------->ortho-rti)
is facilitated. (---------->ortho-politeness)
Tuberculosis is a particularly serious problem among individuals who use drugs intravenously, (--------->meta-innervation)
especially those who are dependent on heroin; infection is usually asymptomatic (---------->orthoconsonants)
and evident only by the presence of a positive tuberculin skin test. However, many cases (--------->ortho-eduvigis)
of active tuberculosis have been found, especially among those who are infected with HIV. (--------->ortho-marlene)
These individuals often have a newly acquired infection but also are likely to experience (---------->parachristiansen)
reactivation of a prior infection because of impaired immune function. (---------->meta-rlunggi)
Individuals who sniff heroin or other opioids into the nose ("snorting") often develop (---------->metaesophagus)
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irritation of the nasal mucosa, sometimes accompanied by perforation of the nasal septum. (--------->ortho-antagonist)
Difficulties in sexual functioning are cormnon. Males often experience erectile dysfunction (--------->para-socializing)
during intoxication or chronic use. Females commonly have disturbances of reproductive (--------->ortho-neurodegeneration)
function and irregular menses. (---------->para-mcalpine)
In relation to infections such as cellulitis, hepatitis, HIV infection, tuberculosis, and endocarditis, (--------->para-allele)
opioid use disorder is associated with a mortality rate as high as 1.5%-2% per (---------->meta-paddling)
year. Death most often results from overdose, accidents, injuries, AIDS, or other general (--------->para-progesterone)
medical complications. Accidents and injuries due to violence that is associated with buying (--------->para-jacobson)
or selling drugs are common. In some areas, violence accounts for more opioid-related (---------->paranontolerant)
deaths than overdose or HIV infection. Physiological dependence on opioids may occur in (--------->meta-subsets)
about half of the infants born to females with opioid use disorder; this can produce a severe (--------->meta-kristian)
withdrawal syndrome requiring medical treatment. Although low birth weight is (---------->para-nostrils)
also seen in children of mothers with opioid use disorder, it is usually not marked and is (---------->paramenstruation)
generally not associated with serious adverse consequences. (---------->para-superiority)
Differential Diagnosis (---------->ortho-tiv)
Opioid-induced mental disorders. Opioid-induced disorders occur frequently in individuals (--------->para-subtypes)
with opioid use disorder. Opioid-induced disorders may be characterized by symptoms (---------->parainconspicuously)
(e.g., depressed mood) that resemble primary mental disorders (e.g., persistent depressive disorder (--------->meta-appreciates)
[dysthymia] vs. opioid-induced depressive disorder, with depressive features, with onset (---------->parasymbolically)
during intoxication). Opioids are less likely to produce symptoms of mental disturbance (---------->metayoon)
than are most other drugs of abuse. Opioid intoxication and opioid withdrawal are distinguished (--------->para-fibromyalgia)
from the other opioid-induced disorders (e.g., opioid-induced depressive disorder, (---------->parahellings)
with onset during intoxication) because the symptoms in these latter disorders predominate (--------->para-ultrasonography)
the clinical presentation and are severe enough to warrant independent clinical attention. (--------->ortho-hypophosphorylation)
Other substance intoxication. Alcohol intoxication and sedative, hypnotic, or anxiolytic (---------->orthoknovm)
intoxication can cause a clinical picture that resembles that for opioid intoxication. A diagnosis (--------->para-aspartate)
of alcohol or sedative, hypnotic, or anxiolytic intoxication can usually be made based (---------->parahyperactive)
on the absence of pupillary constriction or the lack of a response to naloxone challenge. In (--------->para-untoward)
some cases, intoxication may be due both to opioids and to alcohol or other sedatives. In (--------->meta-wfeeks)
these cases, the naloxone challenge will not reverse all of the sedative effects. (---------->meta-linearly)
Other withdrawal disorders. The anxiety and restlessness associated with opioid withdrawal (--------->para-spect)
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resemble symptoms seen in sedative-hypnotic withdrawal. However, opioid (---------->meta-sjmiptoms)
withdrawal is also accompanied by rhinorrhea, lacrimation, and pupillary dilation, which (---------->paratrichoscopy)
are not seen in sedative-type withdrav^al. Dilated pupils are also seen in hallucinogen (---------->orthopathoiogicai)
intoxication and stimulant intoxication. However, other signs or symptoms of opioid (---------->metafibrous)
withdrav^al, such as nausea, vomiting, diarrhea, abdominal cramps, rhinorrhea, or lacrima (--------->para-timelimited)
tion, are not present. (---------->para-grn)
Comorbidity (---------->meta-ciinicai)
The most common medical conditions associated v/ith opioid use disorder are viral (e.g., (--------->para-farooqui)
HIV, hepatitis C virus) and bacterial infections, particularly among users of opioids by injection. (--------->meta-westem)
These infections are less common in opioid use disorder v^ith prescription opioids. (---------->meta-pcp)
Opioid use disorder is often associated w^ith other substance use disorders, especially those (--------->meta-abbreviated)
involving tobacco, alcohol, cannabis, stimulants, and benzodiazepines, which are often (---------->metaextremities)
taken to reduce symptoms of opioid withdrawal or craving for opioids, or to enhance the effects (--------->para-walkup)
of administered opioids. Individuals with opioid use disorder are at risk for the development (--------->para-antagonistic)
of mild to moderate depression that meets symptomatic and duration criteria for (---------->paraintensified)
persistent depressive disorder (dysthymia) or, in some cases, for major depressive disorder. (--------->ortho-quinones)
These symptoms may represent an opioid-induced depressive disorder or an exacerbation (--------->meta-sectionally)
of a preexisting primary depressive disorder. Periods of depression are especially common (--------->ortho-christianson)
during chronic intoxication or in association with physical or psychosocial stressors that are (--------->meta-trichobezoars)
related to the opioid use disorder. Insomnia is common, especially during withdrawal. Antisocial (--------->meta-irritabity)
personality disorder is much more common in individuals with opioid use disorder (---------->metanonpsychiatric)
than in the general population. Posttraumatic stress disorder is also seen with increased frequency. (--------->ortho-zafrani)
A history of conduct disorder in childhood or adolescence has been identified as a (---------->metaminutely)
significant risk factor for substance-related disorders, especially opioid use disorder. (---------->paracravings)
Opioid Intoxication (---------->para-uei)
Diagnostic Criteria (---------->para-adulterants)
A. Recent use of an opioid. (---------->meta-extenuating)
B. Clinically significant problematic behavioral or psychological changes (e.g., initial euphoria (--------->meta-culltai)
followed by apathy, dysphoria, psychomotor agitation or retardation, impaired (---------->ortho-nida)
judgment) that developed during, or shortly after, opioid use. (---------->ortho-geetha)
C. Pupillary constriction (or pupillary dilation due to anoxia from severe overdose) and (---------->orthoamputees)
one (or more) of the following signs or symptoms developing during, or shortly after, (---------->metatenderness)
opioid use: (---------->ortho-codefirst)
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1. Drowsiness or coma. (---------->para-metabolize)
2. Slurred speech. (---------->ortho-comprehensiveness)
3. Impairment in attention or memory. (---------->para-avpidance)
D. The signs or symptoms are not attributable to another medical condition and are not (---------->orthonecessitates)
better explained by another mental disorder, including intoxication with another substance. (--------->ortho-whippet)
Specify if: (---------->meta-jacobus)
With perceptual disturbances: This specifier may be noted in the rare instance in (---------->metareflexes)
which hallucinations with intact reality testing or auditory, visual, or tactile illusions occur (---------->paralundin)
in the absence of a delirium. (---------->meta-hyperresponsibility)
Coding note: The ICD-9-CM code is 292.89. The ICD-10-CM code depends on whether (---------->metastriatal)
or not there is a comorbid opioid use disorder and whether or not there are perceptual disturbances. (--------->ortho-psychopathology)
For opioid intoxication without perceptual disturbances: If a mild opioid use disorder (---------->orthobuiimia)
is comorbid, the ICD-10-CM code is F11.129, and if a moderate or severe opioid (---------->paraeyelashes)
use disorder is comorbid, the ICD-10-CM code is F11.229. If there is no comorbid opioid (--------->meta-cheyne)
use disorder, then the ICD-10-CM code is F11.929. \ (---------->para-kaur)
For opioid intoxication with perceptual disturbances: If a mild opioid use disorder (---------->orthoidealization)
is comorbid, the ICD-10-CM code is F11.122, and if a moderate or severe opioid use (---------->metaglycoprotein)
disorder is comorbid, the ICD-10-CM code is F11.222. If there is no comorbid opioid (---------->paraencoimtered)
use disorder, then the ICD-10-CM code is F11.922. (---------->para-nitrous)
Diagnostic Features (---------->para-jodi)
The essential feature of opioid intoxication is the presence of clinically significant problematic (--------->ortho-inciuding)
behavioral or psychological changes (e.g., initial euphoria followed by apathy, (---------->meta-cambra)
dysphoria, psychomotor agitation or retardation, impaired judgment) that develop during, (--------->ortho-perceives)
or shortly after, opioid use (Criteria A and B). Intoxication is accompanied by pupillary (---------->pararedcap)
constriction (unless there has been a severe overdose with consequent anoxia and (---------->orthoeviction)
pupillary dilation) and one or more of the following signs: drowsiness (described as being (--------->para-disordet)
on the nod), slurred speech, and impairment in attention or memory (Criterion C); (---------->orthodepicting)
drowsiness may progress to coma. Individuals with opioid intoxication may demonstrate (--------->meta-thinness)
inattention to the environment, even to the point of ignoring potentially harmful events. (---------->metaimmunological)
The signs or symptoms must not be attributable to another medical condition and are not (--------->meta-shobha)
better explained by another mental disorder (Criterion D). (---------->meta-sboto)
Differential Diagnosis (---------->meta-rearing)
Other substance intoxication. Alcohol intoxication and sedative-hypnotic intoxication (---------->paraciomek)
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can cause a clinical picture that resembles opioid intoxication. A diagnosis of alcohol or (---------->orthocarditis)
sedative-hypnotic intoxication can usually be made based on the absence of pupillary constriction (--------->ortho-suppresses)
or the lack of a response to a naloxone challenge. In some cases, intoxication may (---------->orthodetectable)
be due both to opioids and to alcohol or other sedatives. In these cases, the naloxone challenge (--------->meta-efavirenz)
will not reverse all of the sedative effects. (---------->para-subcultural)
Other opioid-related disorders. Opioid intoxication is distinguished from the other (---------->para-keyed)
opioid-induced disorders (e.g., opioid-induced depressive disorder, with onset during intoxication) (--------->meta-mirrored)
because the symptoms in the latter disorders predominate in the clinical presentation (---------->paraprincipled)
and meet full criteria for the relevant disorder. (---------->meta-toxicants)
Opioid Withdrawal (---------->meta-nonsomatic)
Diagnostic Criteria 292.0 (F11.23) (---------->ortho-tingling)
A. Presence of either of the following; (---------->ortho-hypercarbia)
1. Cessation of (or reduction in) opioid use that has been heavy and prolonged (i.e., (---------->orthostoop)
several weeks or longer). (---------->para-immaturities)
2. Administration of an opioid antagonist after a period of opioid use. (---------->ortho-ergolines)
B. Three (or more) of the following developing within minutes to several days after Criterion A: (--------->para-paternal)
1. Dysphoric mood. (---------->meta-deference)
2. Nausea or vomiting. (---------->meta-protrusion)
3. Muscle aches. (---------->para-dyslipidemia)
4. Lacrimation or rhinorrhea. (---------->meta-knotting)
5. Pupillary dilation, piloerection, or sweating. (---------->para-idealized)
6. Diarrhea. (---------->ortho-lipids)
7. Yawning. (---------->meta-gasca)
8. Fever. (---------->para-milder)
9. Insomnia. (---------->ortho-antithetical)
C. The signs or symptoms in Criterion B cause clinically significant distress or impairment (--------->para-tfie)
in social, occupational, or other important areas of functioning. (---------->meta-jobes)
D. The signs or symptoms are not attributable to another medical condition and are not (---------->parasniffer)
better explained by another mental disorder, including intoxication or withdrawal from (---------->parawilk)
another substance. (---------->ortho-pacha)
Coding note: The ICD-9-CM code is 292.0. The ICD-10-CM code for opioid withdrawal is (--------->meta-inhibitory)
F11.23. Note that the ICD-10-CM code indicates the comorbid presence of a moderate or (--------->para-stamboni)
severe opioid use disorder, reflecting the fact that opioid withdrawal can only occur in the (--------->ortho-hachinski)
presence of a moderate or severe opioid use disorder. It is not permissible to code a comorbid (--------->para-apneic)
mild opioid use disorder with opioid withdrawal. (---------->para-lakshmi)
Diagnostic Features (---------->ortho-opalesky)
The essential feature of opioid withdrawal is the presence of a characteristic withdrawal (---------->orthofaking)
syndrome that develops after the cessation of (or reduction in) opioid use that has been (---------->pararisl)
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heavy and prolonged (Criterion Al). The withdrawal syndrome can also be precipitated (---------->metacompel)
by administration of an opioid antagonist (e.g., naloxone or naltrexone) after a period of (---------->metawylie)
opioid use (Criterion A2). This may also occur after administration of an opioid partial agonist (--------->para-fetishes)
such as buprenorphine to a person currently using a full opioid agonist. (---------->ortho-retrograde)
Opioid withdrawal is characterized by a pattern of signs and symptoms that are opposite (--------->meta-dirtiness)
to the acute agonist effects. The first of these are subjective and consist of complaints of (--------->ortho-appreciating)
anxiety, restlessness, and an "achy feeling" that is often located in the back and legs, along (--------->para-puzzled)
with irritability and increased sensitivity to pain. Three or more of the following must be (---------->paranawab)
present to make a diagnosis of opioid withdrawal: dysphoric mood; nausea or vomiting; (---------->metalenient)
muscle aches; lacrimation or rhinorrhea; pupillary dilation, piloerection, or increased (---------->orthobelinda)
sweating; diarrhea; yawning; fever; and insonmia (Criterion B). Piloerection and fever are (--------->para-degeneration)
associated with more severe withdrawal and are not often seen in routine clinical practice (--------->para-interepisode)
because individuals with opioid use disorder usually obtain substances before withdrawal (--------->meta-carrizales)
becomes that far advanced. These symptoms of opioid withdrawal must cause (---------->ortho-massa)
clinically significant distress or impairment in social, occupational, or other important areas (--------->ortho-perimenopause)
of functioning (Criterion C). The symptoms must not be attributable to another medical (---------->parafeigning)
condition and are not better explained by another mental disorder (Criterion D). (---------->ortho-censor)
Meeting diagnostic criteria for opioid withdrawal alone is not sufficient for a diagnosis of (---------->paradenervation)
opioid use disorder, but concurrent symptoms of craving and drug-seeking behavior are (---------->metaresentment)
suggestive of comorbid opioid use disorder. ICD-IO-CM codes only allow a diagnosis of (---------->metacesar)
opioid withdrawal in the presence of comorbid moderate to severe opioid use disorder. (---------->metacrossdressing)
The speed and severity of withdrawal associated with opioids depend on the half-life of (---------->orthoechoing)
the opioid used. Most individuals who are physiologically dependent on short-acting drugs (--------->ortho-sacrifices)
such as heroin begin to have withdrawal symptoms within 6-12 hours after the last dose. (--------->para-racketeers)
Symptoms may take 2-4 days to emerge in the case of longer-acting drugs such as methadone, (--------->ortho-monograph)
LAAM (L-alpha-acetylmethadol), or buprenorphine. Acute withdrawal symptoms for (---------->parahippocampal)
a short-acting opioid such as heroin usually peak within 1-3 days and gradually subside (---------->paranonmedical)
over a period of 5-7 days. Less acute withdrawal symptoms can last for weeks to months. (--------->ortho-wealcness)
These more chronic symptoms include anxiety, dysphoria, anhedonia, and insomnia. (---------->orthointervening)
Associated Features Supporting Diagnosis (---------->ortho-attuned)
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Males with opioid withdrawal may experience piloerection, sweating, and spontaneous (---------->paraexploratory)
ejaculations while awake. Opioid withdrawal is distinct from opioid use disorder and (---------->parahypotonia)
does not necessarily occur in the presence of the drug-seeking behavior associated with (--------->ortho-bhatnagar)
opioid use disorder. Opioid withdrawal may occur in any individual after cessation of repeated (--------->meta-frailty)
use of an opioid, whether in the setting of medical management of pain, during (---------->meta-wakeup)
opioid agonist therapy for opioid use disorder, in the context of private recreational use, or (--------->meta-troublesome)
following attempts to self-treat symptoms of mental disorders with opioids. (---------->para-deserving)
Prevaience (---------->meta-ainway)
Among individuals from various clinical settings, opioid withdrawal occurred in 60% of (---------->orthopyromania)
individuals who had used heroin at least once in the prior 12 months. (---------->para-diuresis)
Deveiopment and Course (---------->meta-cnown)
Opioid withdrawal is typical in the course of an opioid use disorder. It can be part of an escalating (--------->para-perivoliotis)
pattern in which an opioid is used to reduce withdrawal symptoms, in turn leading (---------->parablotchy)
to more withdrawal at a later time. For persons with an established opioid use (---------->meta-elation)
disorder, withdrawal and attempts to relieve withdrawal are typical. (---------->para-vasocongestion)
Differentiai Diagnosis (---------->meta-groupings)
Other withdrawal disorders. The anxiety and restlessness associated with opioid withdrawal (--------->para-lymphocytes)
resemble symptoms seen in sedative-hypnotic withdrawal. However, opioid withdrawal (---------->orthocarbamates)
is also accompanied by rhinorrhea, lacrimation, and pupillary dilation, which are (---------->metasevenfold)
not seen in sedative-type withdrawal. (---------->meta-psychophysiological)
Other substance intoxication. Dilated pupils are also seen in hallucinogen intoxication (---------->orthooffending)
and stimulant intoxication. However, other signs or symptoms of opioid withdrawal, such (--------->ortho-chrzanowski)
as nausea, vomiting, diarrhea, abdominal cramps, rhinorrhea, and lacrimation, are not (---------->orthomenefee)
present. (---------->meta-selfappraisal)
Other opioid-induced disorders. Opioid withdrawal is distinguished from the other (---------->metaunmask)
opioid-induced disorders (e.g., opioid-induced depressive disorder, with onset during (---------->orthononsexual)
withdrawal) because the symptoms in these latter disorders are in excess of those usually (--------->ortho-sniffer)
associated with opioid withdrawal and meet full criteria for the relevant disorder. (---------->orthodisinhibited)
Other Opioid-Induced Disorders (---------->ortho-stamboni)
The following opioid-induced disorders are described in other chapters of the manual with (--------->para-wliich)
disorders with which they share phenomenology (see the substance/medication-induced (--------->meta-consumes)
mental disorders in these chapters): opioid-induced depressive disorder ("Depressive Disorders"); (--------->ortho-disrupts)
opioid-induced anxiety disorder ("Anxiety Disorders"); opioid-induced sleep (---------->para-outsiders)
disorder ("Sleep-Wake Disorders"); and opioid-induced sexual dysfunction ("Sexual Dysfunctions"). (--------->ortho-sandusky)
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For opioid intoxication delirium and opioid withdrawal delirium, see the criteria (---------->ortho-escobar)
and discussion of delirium in the chapter "Neurocognitive Disorders." These opioidinduced (--------->ortho-dalder)
disorders are diagnosed instead of opioid intoxication or opioid withdrawal only (---------->metafavorably)
when the symptoms are sufficiently severe to warrant independent clinical attention. (---------->paracovariates)
Unspecified Opioid-Related Disorder (---------->ortho-jayne)
292.9 (F11.99) (---------->ortho-jing)
This category applies to presentations in which symptoms characteristic of an opioidrelated (--------->para-unknovm)
disorder that cause clinically significant distress or impairment in social, occupational, (---------->parassific)
or other important areas of functioning predominate but do not meet the full criteria (---------->metacaseby)
for any specific opioid-related disorder or any of the disorders in the substance-related and (--------->para-misattributed)
addictive disorders diagnostic class. (---------->meta-troublesome)
Sedative-, Hypnotic-, (---------->ortho-infarctions)
or Anxiolytic-Related Disorders (---------->para-sects)
Sedative, Hypnotic, or Anxiolytic Use Disorder (---------->ortho-munro)
Sedative, Hypnotic, or Anxiolytic Intoxication (---------->para-ordinarily)
Sedative, Hypnotic, or Anxiolytic Withdrawal (---------->meta-tonic)
Other Sedative·, Hypnotic-, or Anxiolytic-Induced Disorders (---------->para-peele)
Unspecified Sedative-, Hypnotic-, or Anxiolytic-Related Disorder (---------->para-stephane)
Sedative, Hypnotic, or Anxiolytic Use Disorder (---------->meta-unnecessarily)
Diagnostic Criteria (---------->para-extraordinarily)
A. A problematic pattern of sedative, hypnotic, or anxiolytic use leading to clinically significant (--------->meta-febrile)
impairment or distress, as manifested by at least two of the following, occurring (---------->ortho-bulbar)
within a 12-month period: (---------->ortho-hashish)
1. Sedatives, hypnotics, or anxiolytics are often taken in larger amounts or over a longer (---------->paraconfuse)
period than was intended. (---------->para-cooccurs)
2. There is a persistent desire or unsuccessful efforts to cut down or control sedative, (---------->orthoperimenopause)
hypnotic, or anxiolytic use. (---------->meta-resultant)
3. A great deal of time is spent in activities necessary to obtain the sedative, hypnotic, (---------->paracobwebs)
or anxiolytic; use the sedative, hypnotic, or anxiolytic; or recover from its effects. (---------->orthodissociativity)
4. Craving, or a strong desire or urge to use the sedative, hypnotic, or anxiolytic. (---------->paradofumented)
5. Recurrent sedative, hypnotic, or anxiolytic use resulting in a failure to fulfill major (---------->metaetrated)
role obligations at work, school, or home (e.g., repeated absences from work or (---------->metadisadvantageous)
poor work performance related to sedative, hypnotic, or anxiolytic use; sedative-, (---------->paraadrenogenital)
hypnotic-, or anxiolytic-related absences, suspensions, or expulsions from school; (---------->orthoprobands)
neglect of children or household). (---------->para-broadley)
6. Continued sedative, hypnotic, or anxiolytic use despite having persistent or recurrent (---------->paratannock)
social or interpersonal problems caused or exacerbated by the effects of (---------->meta-krueger)
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sedatives, hypnotics, or anxiolytics (e.g., arguments with a spouse about consequences (--------->meta-massa)
of intoxication; physical fights). (---------->meta-vigilance)
7. Important social, occupational, or recreational activities are given up or reduced because (--------->para-nof)
of sedative, hypnotic, or anxiolytic use. (---------->meta-exiiibitionistic)
8. Recurrent sedative, hypnotic, or anxiolytic use in situations in which it is physically (---------->parahedonic)
hazardous (e.g., driving an automobile or operating a machine when impaired by (---------->paraaminotransferase)
sedative, hypnotic, or anxiolytic use). (---------->para-unsteady)
9. Sedative, hypnotic, or anxiolytic use is continued despite knowledge of having a (---------->metaanosognosia)
persistent or recurrent physical or psychological problem that is likely to have been (---------->metafasting)
caused or exacerbated by the sedative, hypnotic, or anxiolytic. (---------->meta-imposition)
10. Tolerance, as defined by either of the following; (---------->ortho-intimidation)
a. A need for markedly increased amounts of the sedative, hypnotic, or anxiolytic (---------->parachrista)
to achieve intoxication or desired effect. (---------->para-wasteful)
b. A markedly diminished effect with continued use of the same amount of the sedative, (---------->orthomcdonnell)
hypnotic, or anxiolytic. (---------->para-pedophilia)
Note: This criterion is not considered to be met for individuals taking sedatives, (---------->para-torrisi)
hypnotics, or anxiolytics under medical supervision. (---------->ortho-differentiating)
11. Withdrawal, as manifested by either of the following: (---------->ortho-ical)
a. The characteristic withdrawal syndrome for sedatives, hypnotics, or anxiolytics (---------->parahaliucinogen)
(refer to Criteria A and B of the criteria set for sedative, hypnotic, or anxiolytic (---------->meta-groen)
withdrawal, pp. 557-558). (---------->para-neuropathological)
b. Sedatives, hypnotics, or anxiolytics (or a closely related substance, such as alcohol) (---------->orthoimmunosorbent)
are taken to relieve or avoid withdrawal symptoms. (---------->ortho-thc)
Note: This criterion is not considered to be met for individuals taking sedatives, (---------->metaharassed)
hypnotics, or anxiolytics under medical supervision. (---------->ortho-autogynephiiia)
Specify if: (---------->meta-rested)
In early remission: After full criteria for sedative, hypnotic, or anxiolytic use disorder (---------->orthogreiner)
were previously met, none of the criteria for sedative, hypnotic, or anxiolytic use disorder (--------->meta-vomit)
have been met for at least 3 months but for less than 12 months (with the exception (---------->metalessened)
that Criterion A4, “Craving, or a strong desire or urge to use the sedative, hypnotic, or (---------->orthodepaulo)
anxiolytic,” may be met). (---------->ortho-traum)
In sustained remission: After full criteria for sedative, hypnotic, or anxiolytic use disorder (--------->ortho-adversities)
were previously met, none of the criteria for sedative, hypnotic, or anxiolytic use (---------->orthooverstimulating)
disorder have been met at any time during a period of 12 months or longer (with the (---------->parassific)
exception that Criterion A4, “Craving, or a strong desire or urge to use the sedative, (---------->metaadopts)
hypnotic, or anxiolytic,” may be met). (---------->ortho-stroboscopic)
Specify if: (---------->ortho-aartjan)
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In a controlled environment: This additional specifier is used if the individual is in an (---------->parabelittle)
environment where access to sedatives, hypnotics, or anxiolytics is restricted. (---------->orthoelectrophysiological)
Coding based on current severity: Note for ICD-10-CM codes: If a sedative, hypnotic, or (---------->paranapping)
anxiolytic intoxication; sedative, hypnotic, or anxiolytic withdrawal; or another sedative-, (---------->orthoexpulsions)
hypnotic-, or anxiolytic-induced mental disorder is also present, do not use the codes below (--------->para-emasculinization)
for sedative, hypnotic, or anxiolytic use disorder. Instead the comorbid sedative, hypnotic, (--------->para-paleness)
or anxiolytic use disorder is indicated in the 4th character of the sedative-, hypnotic-, (---------->paracoerce)
or anxiolytic-induced disorder (see the coding note for sedative, hypnotic, or anxiolytic intoxication; (--------->para-recounted)
sedative, hypnotic, or anxiolytic withdrawal; or specific sedative-, hypnotic-, or (---------->para-funerary)
anxiolytic-induced mental disorder). For example, if there is comorbid sedative-, hypnotic-, (--------->ortho-iulajor)
or anxiolytic-induced depressive disorder and sedative, hypnotic, or anxiolytic use disorder, (--------->para-flack)
only the sedative-, hypnotic-, or anxiolytic-induced depressive disorder code is given (---------->paradisorderrelated)
with the 4th character indicating whether the comorbid sedative, hypnotic, or anxiolytic use (--------->meta-attenuate)
disorder is mild, moderate, or severe: F13.14 for mild sedative, hypnotic, or anxiolytk: use (--------->meta-falsifies)
disorder with sedative-, hypnotic-, or anxiolytic-induced depressive disorder or FI 3.24 for (--------->para-flamboyance)
a moderate or severe sedative, hypnotic, or anxiolytic use disorder with sedative-, hypnotic-, (--------->ortho-monogamous)
or anxiolytic-induced depressive disorder. (---------->ortho-kasinath)
Specify current severity: (---------->para-hov)
305.40 (F13.10) Mild: Presence of 2-3 symptoms. (---------->ortho-belittle)
304.10 (F13.20) Moderate: Presence of 4 -5 symptoms. (---------->para-premenstruum)
304.10 (FI 3.20) Severe: Presence of 6 or more symptoms. (---------->para-foimd)
Specifiers (---------->ortho-mythical)
In a controlled environment applies as a further specifier of remission if the individual is (---------->ortholitfle)
both in remission and in a controlled environment (i.e., in early remission in a controlled (---------->orthoblinded)
environment or in sustained remission in a controlled environment). Examples of these (---------->orthofinlay)
environments are closely supervised and substance-free jails, therapeutic communities, (---------->metadissociative)
and locked hospital units. (---------->para-kaufmann)
Diagnostic Features (---------->ortho-goodline)
Sedative, hypnotic, or anxiolytic substances include benzodiazepines, benzodiazepinelike (--------->para-reverts)
drugs (e.g., zolpidem, zaleplon), carbamates (e.g., glutethimide, meprobamate), (---------->orthosyndromal)
barbiturates (e.g., secobarbital), and barbiturate-like hypnotics (e.g., glutethimide, methaqualone). (--------->ortho-psychogenic)
This class of substances includes all prescription sleeping medications and (---------->meta-overdoses)
almost all prescription antianxiety medications. Nonbenzodiazepine antianxiety agents (---------->parandetei)
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(e.g., buspirone, gepirone) are not included in this class because they do not appear to be (--------->meta-cadasil)
associated with significant misuse. (---------->ortho-hypomanic)
Like alcohol, these agents are brain depressants and can produce similar substance/ (---------->paravariously)
medication-induced and substance use disorders. Sedative, hypnotic, or anxiolytic substances (--------->ortho-traci)
are available both by prescription and illegally. Some individuals who obtain these (---------->orthocarcinogenic)
substances by prescription will develop a sedative, hypnotic, or anxiolytic use disorder, (---------->paraejaculating)
while others who misuse these substances or use them for intoxication will not develop a (--------->ortho-pathogenesis)
use disorder. In particular, sedatives, hypnotics, or anxiolytics with rapid onset and/or (---------->paraplaymates)
short to intermediate lengths of action may be taken for intoxication purposes, although (---------->metanasogastric)
longer acting substances in this class may be taken for intoxication as well. (---------->ortho-lability)
Craving (Criterion A4), either while using or during a period of abstinence, is a typical (---------->parainsiglit)
feature of sedative, hypnotic, or anxiolytic use disorder. Misuse of substances from this (---------->metaiulild)
class may occur on its own or in conjunction with use of other substances. For example, individuals (--------->para-tarves)
may use intoxicating doses of sedatives or benzodiazepines to "come down" (---------->para-aguilar)
from cocaine or amphetamines or use high doses of benzodiazepines in combination with (--------->meta-nazarian)
methadone to "boost" its effects. (---------->meta-hoarding)
Repeated absences or poor work performance, school absences, suspensions or expulsions, (--------->meta-polysubstance)
and neglect of children or household (Criterion A5) may be related to sedative, hypnotic, (---------->parakidnapped)
or anxiolytic use disorder, as may the continued use of the substances despite (---------->para-nonaxial)
arguments with a spouse about consequences of intoxication or despite physical fights (---------->orthostroeh)
(Criterion A6). Limiting contact with family or friends, avoiding work or school, or stopping (--------->para-confluent)
participation in hobbies, sports, or games (Criterion A7) and recurrent sedative, (---------->parasidiropoulos)
hypnotic, or anxiolytic use when driving an automobile or operating a machine when impaired (--------->meta-gautam)
by sedative, hypnotic, or anxiolytic use (Criterion A8) are also seen in sedative, (---------->metaejaculating)
hypnotic, or anxiolytic use disorder. (---------->meta-hemorrhage)
Very significant levels of tolerance and withdrawal can develop to the sedative, hypnotic, (--------->para-noncastrated)
or anxiolytic. There may be evidence of tolerance and withdrawal in the absence of (---------->metapinching)
a diagnosis of a sedative, hypnotic, or anxiolytic use disorder in an individual who has (---------->ortholey)
abruptly discontinued use of benzodiazepines that were taken for long periods of time at (---------->paraepidemiologists)
prescribed and therapeutic doses. In these cases, an additional diagnosis of sedative, hypnotic, (--------->para-tionnaire)
or anxiolytic use disorder is made only if other criteria are met. That is, sedative, (---------->para-lavid)
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hypnotic, or anxiolytic medications may be prescribed for appropriate medical purposes, (--------->ortho-ytosis)
and depending on the dose regimen, these drugs may then produce tolerance and withdrawal. (--------->ortho-nuchae)
If these drugs are prescribed or recommended for appropriate medical purposes, (---------->metapolycythemia)
and if they are uöed as prescribed, the resulting tolerance or withdrawal does not meet the (--------->para-intonation)
criteria for diagnosing a substance use disorder. However, it is necessary to determine (---------->metabuprenorphine)
whether the drugs were appropriately prescribed and used (e.g., falsifying medical symptoms (--------->meta-fidgety)
to obtain the medication; using more medication than prescribed; obtaining the medication (--------->para-necessities)
from several doctors without informing them of the others' involvement). (---------->meta-triais)
Given the unidimensional nature of the symptoms of sedative, hypnotic, or anxiolytic (---------->orthomannerism)
use disorder, severity is based on the number of criteria endorsed. (---------->meta-iuliid)
Associated Features Supporting Diagnosis (---------->ortho-hallucinogen)
Sedative, hypnotic, or anxiolytic use disorder is often associated with other substance use disorders (--------->para-eczema)
(e.g., alcohol, cannabis, opioid, stimulant use disorders). Sedatives are often used to alleviate (--------->ortho-sheena)
the unwanted effects of these other substances. With repeated use of the substance, (---------->parasequelae)
tolerance develops to the sedative effects, and a progressively higher dose is used. However, (--------->ortho-disappearing)
tolerance to brain stem depressant effects develops much more slowly, and as the individual (--------->meta-mogels)
takes more substance to achieve euphoria or other desired effects, there may be a sudden onset (--------->ortho-catatonic)
of respiratory depression and hypotension, which may result in death. Intense or repeated (--------->ortho-predispose)
sedative, hypnotic, or anxiolytic intoxication may be associated with severe depression that, (--------->para-waraich)
although temporary, can lead to suicide attempt and completed suicide. (---------->metaneurotransmitter)
Prevalence (---------->ortho-obsessional)
The 12-month prevalences of DSM-IV sedative, hypnotic, or anxiolytic use disorder are estimated (--------->ortho-mabel)
to be 0.3% among 12- to 17-year-olds and 0.2% among adults age 18 years and (---------->paramisapplied)
older. Rates of DSM-IV sedative, hypnotic, or anxiolytic use disorder are slightly greater (--------->ortho-demeanor)
among adult males (0.3%) than among adult females, but for 12- to 17-year-olds, the rate (--------->para-khadijah)
for females (0.4%) exceeds that for males (0.2%). The 12-month prevalence of DSM-IV (---------->orthohellings)
sedative, hypnotic, or anxiolytic use disorder decreases as a function of age and is greatest (--------->para-normophilic)
among 18- to 29-year-olds (0.5%) and lowest among individuals 65 years and older (---------->orthotactile)
(0.04%). (---------->para-atrophic)
Twelve-month prevalence of sedative, hypnotic, or anxiolytic use disorder varies across (---------->paraclieyne)

DSM-UPAX

915

racial/ethnic subgroups of the U.S. population. For 12- to 17-year-olds, rates are greatest (--------->ortho-hofmann)
among whites (0.3%) relative to African Americans (0.2%), Hispanics (0.2%), Native Americans (--------->para-berating)
(0.1%), and Asian Americans and Pacific Islanders (0.1%). Among adults, 12-month (---------->paraelie)
prevalence is greatest among Native Americans and Alaska Natives (0.8%), with rates of (--------->para-urological)
approximately 0.2% among African Americans, whites, and Hispanics and 0.1% among (---------->orthobutyl)
Asian Americans and Pacific Islanders. (---------->para-appropriateness)
Development and Course (---------->para-albana)
The usual course of sedative, hypnotic, or anxiolytic use disorder involves individuals in (---------->metacooccurs)
their teens or 20s who escalate their occasional use of sedative, hypnotic, or anxiolytic (---------->metainternationai)
agents to the point at which they develop problems that meet criteria for a diagnosis. This (--------->ortho-brigid)
pattern may be especially likely among individuals who have other substance use disorders (--------->ortho-predisposing)
(e.g., alcohol, opioids, stimulants). An initial pattern of intermittent use socially (e.g., (---------->metaheighten)
at parties) can lead to daily use and high levels of tolerance. Once this occurs, an increasing (--------->meta-disappearing)
level of interpersonal difficulties, as well as increasingly severe episodes of cognitive dysfunction (--------->para-speculative)
and physiological withdrawal, can be expected. (---------->para-decorticate)
The second and less frequently observed clinical course begins with an individual who (---------->paradumps)
originally obtained the medication by prescription from a physician, usually for the treatment (--------->meta-dodd)
of anxiety, insomnia, or somatic complaints. As either tolerance or a need for higher (---------->orthowaid)
doses of the medication develops, there is a gradual increase in the dose and frequency of (--------->para-lymphocytes)
self-administration. The individual is likely to continue to justify use on the basis of his or (--------->ortho-impair)
her original symptoms of anxiety or insomnia, but substance-seeking behavior becomes (--------->meta-rium)
more prominent, and the individual may seek out multiple physicians to obtain sufficient (---------->orthohematocrit)
supplies of the medication. Tolerance can reach high levels, and withdrawal (including (---------->orthopieper)
seizures and withdrawal delirium) may occur. (---------->meta-barbiturate)
As with many substance use disorders, sedative, hypnotic, or anxiolytic use disorder generally (--------->meta-skrzypchak)
has an onset during adolescence or early adult life. There is an increased risk for misuse (--------->ortho-bamum)
and problems from many psychoactive substances as individuals age. In particular, cognitive (--------->para-psychopathological)
impairment increases as a side effect with age, and the metabolism of sedatives, hypnotics, or (--------->para-stimillation)
anxiolytics decreases with age among older individuals. Both acute and chronic toxic effects (--------->ortho-existential)
of these substances, especially effects on cognition, memory, and motor coordination, are (--------->meta-sateia)
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likely to increase with age as a consequence of pharmacodynamic and pharmacokinetic agerelated (--------->ortho-gregarious)
changes. Individuals with major neurocognitive disorder (dementia) are more likely (---------->metamisalignment)
to develop intoxication and impaired physiological functioning at lower doses. (---------->ortho-flattened)
Deliberate intoxication to achieve a ''high" is most likely to be observed in teenagers (---------->orthohallucinogen)
and individuals in their 20s. Problems associated with sedatives, hypnotics, or anxiolytics (--------->para-carney)
are also seen in individuals in their 40s and older who escalate the dose of prescribed medications. (--------->para-latelife)
In older individuals, intoxication can resemble a progressive dementia. (---------->para-amgricsn)
Risk and Prognostic Factors (---------->para-westem)
Temperamental. Impulsivity and novelty seeking are individual temperaments that relate (--------->ortho-diminution)
to the propensity to develop a substance use disorder but may themselves be genetically (--------->meta-undetectable)
determined. (---------->para-blackouts)
Environmental. Since sedatives, hypnotics, or anxiolytics are all pharmaceuticals, a key (---------->pararapidity)
risk factor relates to availability of the substances. In the United States, the historical patterns (--------->ortho-hypoemotionality)
of sedative, hypnotic, or anxiolytic misuse relate to the broad prescribing patterns. (---------->para-sulci)
For instance, a marked decrease in prescription of barbiturates was associated with an increase (--------->ortho-impainnent)
in benzodiazepine prescribing. Peer factors may relate to genetic predisposition in (---------->paraunlikable)
terms of how individuals select their environment. Other individuals at heightened risk (---------->metainfestation)
might include those with alcohol use disorder who may receive repeated prescriptions in (---------->paracaressing)
response to their complaints of alcohol-related anxiety or insomnia. (---------->para-overdue)
Genetic and physiological. As for other substance use disorders, the risk for sedative, (---------->orthodisagreements)
hypnotic, or anxiolytic use disorder can be related to individual, family, peer, social, and (---------->paracontours)
environmental factors. Within these domains, genetic factors play a particularly important (--------->ortho-foresee)
role both directly and indirectly. Overall, across development, genetic factors seem to play (--------->para-workup)
a larger role in the onset of sedative, hypnotic, or anxiolytic use disorder as individuals age (--------->para-denervation)
through puberty into adult life. (---------->ortho-rlunggi)
Course modifiers. Early onset of use is associated with greater likelihood for developing (--------->ortho-disrupted)
a sedative, hypnotic, or anxiolytic use disorder. (---------->ortho-foa)
Culture-Related Diagnostic issues (---------->para-perfectionism)
There are marked variations in prescription patterns (and availability) of this class of substances (--------->ortho-psychosis)
in different countries, which may lead to variations in prevalence of sedative, hypnotic, (---------->parastriatal)
or anxiolytic use disorders. (---------->meta-sjmdrome)
Gender-Related Diagnostic Issues (---------->meta-fluctuation)
Females may be at higher risk than males for prescription drug misuse of sedative, hypnotic, (--------->ortho-negativity)
or anxiolytic substances. (---------->ortho-dishonorable)
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Diagnostic IViarkers (---------->ortho-intrude)
Almost all sedative, hypnotic, or anxiolytic substances can be identified through laboratory (--------->para-onethird)
evaluations of urine or blood (the latter of which can quantify the amounts of these (---------->orthoentailed)
agents in the body). Urine tests are likely to remain positive for up to approximately 1 week (--------->ortho-bhembe)
after the use of long-acting substances, such as diazepam or flurazepam. (---------->paraoverpreparing)
Functional Consequences of (---------->meta-demonstrable)
Sedative, Hypnotic, or Anxioiytic Use Disorder (---------->para-cocky)
The social and interpersonal consequences of sedative, hypnotic, or anxiolytic use disorder (--------->para-waslick)
mimic those of alcohol in terms of the potential for disinhibited behavior. Accidents, interpersonal (--------->para-nonmotor)
difficulties (such as arguments or fights), and interference with work or school performance (--------->para-belinda)
are all common outcomes. Physical examination is likely to reveal evidence of a mild (---------->metalifetimes)
decrease in most aspects of autonomic nervous system functioning, including a slower pulse, (--------->para-palsy)
a slightly decreased respiratory rate, and a slight drop in blood pressure (most likely to occur (--------->meta-amnestic)
with postural changes). At high doses, sedative, hypnotic, or anxiolytic substances can be lethal, (--------->ortho-alyse)
particularly when mixed with alcohol, although the lethal dosage varies considerably (---------->orthovedat)
among the specific substances. Overdoses may be associated with a deterioration in vital signs (--------->meta-ineptitude)
that signals an impending medical emergency (e.g., respiratory arrest from barbiturates). (--------->meta-dizygotic)
There may be consequences of trauma (e.g., internal bleeding or a subdural hematoma) from (--------->para-blepharitis)
accidents that occur while intoxicated. Intravenous use of these substances can result in medical (--------->ortho-titration)
complications related to the use of contaminated needles (e.g., hepatitis and HIV). (---------->orthourophilia)
Acute intoxication can result in accidental injuries and automobile accidents. For elderly (---------->orthostingy)
individuals, even short-term use of these sedating medications at prescribed doses can be associated
(---------->para-agitation)
with an increased risk for cognitive problems and falls. The disinhibiting effects of (---------->orthokatzman)
these agents, Hke alcohol, may potentially contribute to overly aggressive behavior, with subsequent (--------->ortho-mlvhijtikamod)
interpersonal and legal problems. Accidental or deliberate overdoses, similar to those (---------->paraconstructional)
observed for alcohol use disorder or repeated alcohol intoxication, can occur. In contrast to (--------->para-mamah)
their wide margin of safety when used alone, benzodiazepines taken in combination with alcohol (--------->meta-fankhanel)
can be particularly dangerous, and accidental overdoses are reported commonly. Accidental (--------->para-hypoemotionality)
overdoses have also been reported in individuals who deliberately misuse barbiturates (---------->orthollness)
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and other nonbenzodiazepine sedatives (e.g., methaqualone), but since these agents are much (--------->para-befalling)
less available than the benzodiazepines, the frequency of overdosing is low in most settings. (--------->meta-eyelothymia)
Differential Diagnosis (---------->ortho-remissions)
Other mental disorders or medical conditions. Individuals with sedative-, hypnotic-, (---------->paracataplexy)
or anxiolytic-induced disorders may present with symptoms (e.g., anxiety) that resemble (--------->ortho-ivleasures)
primary mental disorders (e.g., generalized anxiety disorder vs. sedative-, hypnotic-, or (---------->paranarcolepsy)
anxiolytic-induced anxiety disorder, with onset during withdrawal). The slurred speech, (---------->orthoundetermined)
incoordination, and other associated features characteristic of sedative, hypnotic, or anxiolytic (--------->ortho-amplify)
intoxication could be the result of another medical condition (e.g., multiple sclerosis) (---------->metahypoparathyroidism)
or of a prior head trauma (e.g., a subdural hematoma). (---------->meta-garza)
Alcohol use disorder. Sedative, hypnotic, or anxiolytic use disorder must be differentiated (--------->ortho-opposites)
from alcohol use disorder. (---------->ortho-marlena)
Clinically appropriate use of sedative, hypnotic, or anxiolytic medications. Individuals (---------->orthovermin)
may continue to take benzodiazepine medication according to a physician's direction for a (--------->para-ketoacidosis)
legitimate medical indication over extended periods of time. Even if physiological signs of (--------->meta-jeanette)
tolerance or withdrawal are manifested, many of these individuals do not develop symptoms (--------->meta-willi)
that meet the criteria for sedative, hypnotic, or anxiolytic use disorder because they (---------->metaquetiapine)
are not preoccupied with obtaining the substance and its use does not interfere with their (--------->para-berating)
performance of usual social or occupational roles. (---------->ortho-fasting)
Comorbidity (---------->ortho-behling)
Nonmedical use of sedative, hypnotic, or anxiolytic agents is associated with alcohol use (--------->ortho-hirsute)
disorder, tobacco use disorder, and, generally, illicit drug use. There may also be an overlap (--------->para-agrammatic)
between sedative, hypnotic, or anxiolytic use disorder and antisocial personality disorder; (--------->ortho-chromosomal)
depressive, bipolar, and anxiety disorders; and other substance use disorders, such (---------->metadiverted)
as alcohol use disorder and illicit drug use disorders. Antisocial behavior and antisocial (---------->metaintensely)
personality disorder are especially associated v^ith sedative, hypnotic, or anxiolytic use (---------->orthoselfdoubts)
disorder w^hen the substances are obtained illegally. (---------->ortho-orally)
Sedative, Hypnotic, or Anxiolytic Intoxication (---------->meta-combative)
Diagnostic Criteria (---------->meta-highrisk)
A. Recent use of a sedative, hypnotic, or anxiolytic. (---------->meta-brightening)
B. Clinically significant maladaptive behavioral or psychological changes (e.g., inappropriate (--------->meta-aimety)
sexual or aggressive behavior, mood lability, impaired judgment) that developed (---------->ortho-ina)
during, or shortly after, sedative, hypnotic, or anxiolytic use. (---------->ortho-ramsay)
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C. One (or more) of the following signs or symptoms developing during, or shortly after, (---------->paraecchymoses)
sedative, hypnotic, or anxiolytic use: (---------->meta-jacalyn)
1. Slurred speech. (---------->ortho-nape)
2. Incoordination. (---------->meta-anxiolytics)
3. Unsteady gait. (---------->ortho-corroborative)
4. Nystagmus. (---------->ortho-heinen)
5. Impairment in cognition (e.g., attention, memory). (---------->para-submentalis)
6. Stupor or coma. (---------->meta-psychoeducational)
D. The signs or symptoms are not attributable to another medical condition and are not (---------->paramistakenly)
better explained by another mental disorder, including intoxication with another substance. (--------->ortho-herrera)
Coding note: The ICD-9-CM code is 292.89. The ICD-10-CM code depends on whether (---------->parasubgroupings)
there is a comorbid sedative, hypnotic, or anxiolytic use disorder. If a mild sedative, hypnotic, (--------->ortho-impeded)
or anxiolytic use disorder is comorbid, the ICD-10-CM code is F13.129, and if a moderate (--------->ortho-folate)
or severe sedative, hypnotic, or anxiolytic use disorder is comorbid, the ICD-10-CM (---------->orthorohde)
code is FI 3.229. If there is no comorbid sedative, hypnotic, or anxiolytic use disorder, then (--------->ortho-drooping)
the ICD-10-CM code is FI 3.929.__________________________________________________ (--------->meta-anxietyinduced)
Note: For information on Development and Course; Risk and Prognostic Factors; Culture- (--------->ortho-iulajor)
Related Diagnostic Issues; Diagnostic Markers; Functional Consequences of Sedative, (---------->orthogillian)
Hypnotic, or Anxiolytic Intoxication; and Comorbidity, see the corresponding sections in (---------->orthounknovm)
sedative, hypnotic, or anxiolytic use disorder. (---------->ortho-iterative)
Diagnostic Features (---------->ortho-hospitalization)
The essential feature of sedative, hypnotic, or anxiolytic intoxication is the presence of clinically (--------->para-misfolding)
significant maladaptive behavioral or psychological changes (e.g., inappropriate sexual (---------->metahypoemotionahty)
or aggressive behavior, mood lability, impaired judgment, impaired social or occupational (--------->ortho-dominique)
functioning) that develop during, or shortly after, use of a sedative, hypnotic, or anxiolytic (--------->para-gaudioso)
(Criteria A and B). As with other brain depressants, such as alcohol, these behaviors may be
accompanied (---------->para-hypersexuality)
by slurred speech, incoordination (at levels that can interfere with driving abilities (---------->orthoperspiration)
and with performing usual activities to the point of causing falls or automobile accidents), an (--------->meta-hairston)
unsteady gait, nystagmus, impairment in cognition (e.g., attentional or memory problems), (--------->para-misjudge)
and stupor or coma (Criterion C). Memory impairment is a prominent feature of sedative, hypnotic, (--------->meta-transfusions)
or anxiolytic intoxication and is most often characterized by an anterograde amnesia tiiat (--------->ortho-enteral)
resembles "alcoholic blackouts," which can be disturbing to the individual. The symptoms (--------->meta-pressuring)

DSM-UPAX

920

must not be attributable to another medical condition and are not better explained by another (--------->ortho-intronic)
mental disorder (Criterion D). Intoxication may occur in individuals who are receiving these (--------->para-misinterpretation)
substances by prescription, are borrov^ing the medication from friends or relatives, or are deliberately (--------->para-pronged)
taking the substance to achieve intoxication. (---------->meta-hallucinogenrelated)
Associated Features Supporting Diagnosis (---------->meta-circumvent)
Associated features include taking more medication than prescribed, taking multiple different (--------->ortho-rocio)
medications, or mixing sedative, hypnotic, or anxiolytic agents with alcohol, which (---------->paraadaptability)
can markedly increase the effects of these agents. (---------->ortho-extravagance)
Prevaience (---------->para-paraphilias)
The prevalence of sedative, hypnotic, or anxiolytic intoxication in the general population (---------->paraoveractivity)
is unclear. However, it is probable that most nonmedical users of sedatives, hypnotics, or (--------->para-shaukat)
anxiolytics would at some time have signs or symptoms that meet criteria for sedative, (---------->orthokorsakoff)
hypnotic, or anxiolytic intoxication; if so, then the prevalence of nonmedical sedative, (---------->metamyoinositol)
hypnotic, or anxiolytic use in the general population may be similar to the prevalence of (---------->paraussler)
sedative, hypnotic, or anxiolytic intoxication. For example, tranquilizers are used nonmedically (--------->para-undiagnosed)
by 2.2% of Americans older than 12 years. (---------->ortho-perisylvian)
Differentiai Diagnosis (---------->ortho-markw)
Alcohol use disorders. Since the clinical presentations may be identical, distinguishing sedative, (--------->para-parkir)
hypnotic, or anxiolytic intoxication from alcohol use disorders requires evidence for recent (--------->ortho-unfamiliarity)
ingestion of sedative, hypnotic, or anxiolytic medications by self-report, informant report, (--------->meta-obsessional)
or toxicological testing. Many individuals who misuse sedatives, hypnotics, or anxiolytics may (--------->meta-referential)
also misuse alcohol and other substances, and so multiple intoxication diagnoses are possible. (--------->ortho-irrepressible)
Alcohol intoxication. Alcohol intoxication may be distinguished from sedative, hypnotic, (---------->orthosanjurjo)
or anxiolytic intoxication by the smell of alcohol on the breath. Otherwise, the features of (--------->meta-subsample)
the two disorders may be similar. (---------->meta-gastritis)
Other sedative-, hypnotic-, or anxiolytic-induced disorders. Sedative, hypnotic, or anxiolytic (--------->ortho-tending)
intoxication is distinguished from the other sedative-, hypnotic-, or anxiolyticinduced (---------->paramalcoun)
disorders (e.g., sedative-, hypnotic-, or anxiolytic-induced anxiety disorder, with (---------->metaadrenogenital)
onset during withdrawal) because the symptoms in the latter disorders predominate in (---------->orthoehvayne)
the clinical presentation and are severe enough to warrant clinical attention. (---------->ortho-probed)
Neurocognitive disorders. In situations of cognitive impairment, traumatic brain injury, (---------->metamarries)
and delirium from other causes, sedatives, hypnotics, or anxiolytics may be intoxicating (---------->orthoalonzo)
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at quite low dosages. The differential diagnosis in these complex settings is based (---------->paraparkinsonism)
on the predominant syndrome. An additional diagnosis of sedative, hypnotic, or anxiolytic (--------->meta-diagnoses)
intoxication may be appropriate even if the substance has been ingested at a low dosage (--------->para-ataques)
in the setting of these other (or similar) co-occurring conditions. (---------->meta-distracted)
Sedative, Hypnotic, or Anxiolytic Withdrawal (---------->para-dike)
Diagnostic Criteria (---------->meta-geffen)
A. Cessation of (or reduction in) sedative, liypnotic, or anxiolytic use that has been prolonged. (--------->para-lapsing)
B. Two (or more) of the following, developing within several hours to a few days after the cessation (--------->para-jayne)
of (or reduction in) sedative, hypnotic, or anxiolytic use described in Criterion A: (---------->meta-avert)
1. Autonomic hyperactivity (e.g., sweating or pulse rate greater than 100 bpm). (---------->meta-upsurge)
2. Hand tremor. (---------->meta-blurred)
3. Insomnia. (---------->meta-leombruno)
4. Nausea or vomiting. (---------->ortho-counterexample)
5. Transient visual, tactile, or auditory hallucinations or illusions. (---------->meta-disinhibited)
6. Psychomotor agitation. (---------->meta-althof)
7. Anxiety. (---------->para-neurogenic)
8. Grand mal seizures. (---------->meta-acknowledgment)
C. The signs or symptoms in Criterion B cause clinically significant distress or impairment (--------->ortho-markw)
in social, occupational, or other important areas of functioning. (---------->para-subsume)
D. The signs or symptoms are not attributable to another medical condition and are not (---------->paraerotomanie)
better explained by another mental disorder, including intoxication or withdrawal from (---------->metasleepwalk)
another substance. (---------->ortho-inteuigible)
Specify if: (---------->para-gottumakkla)
With perceptual disturbances: This specifier may be noted when hallucinations with intact (--------->para-berea)
reality testing or auditory, visual, or tactile illusions occur in the absence of a delirium. (---------->metarudeness)
Coding note: The ICD-9-CM code is 292.0. The ICD-10-CM code for sedative, hypnotic, (--------->meta-allele)
or anxiolytic withdrawal depends on whether or not there is a comorbid moderate or severe (--------->para-caretakers)
sedative, hypnotic, or anxiolytic use disorder and whether or not there are perceptual (---------->orthoasur)
disturbances. For sedative, hypnotic, or anxiolytic withdrawal without perceptual disturbances, (--------->para-hypomar)
the ICD-10-CM code is F13.239. For sedative, hypnotic, or anxiolytic withdrawal (---------->parawithdrawing)
with perceptual disturbances, the ICD-10-CM code is F13.232. Note that the ICD-10-CM (--------->ortho-rationalizing)
codes indicate the comorbid presence of a moderate or severe sedative, hypnotic, or anxiolytic (--------->ortho-paraphilically)
use disorder, reflecting the fact that sedative, hypnotic, or anxiolytic withdrawal can (---------->orthoinexhaustibility)
only occur in the presence of a moderate or severe sedative, hypnotic, or anxiolytic use (---------->metalifetimes)
disorder. It is not permissible to code a comorbid mild sedative, hypnotic, or anxiolytic use (--------->para-salvia)
disorder with sedative, hypnotic, or anxiolytic withdrawal. (---------->para-egregious)
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Note: For information on Development and Course; Risk and Prognostic Factors; Culture- (--------->meta-onehalf)
Related Diagnostic Issues; Functional Consequences of Sedative, Hypnotic, or Anxiolytic (--------->ortho-terrie)
Withdrawal; and Comorbidity, see the corresponding sections in sedative, hypnotic, or (---------->ortholiza)
anxiolytic use disorder. (---------->meta-stilted)
Diagnostic Features (---------->meta-clairvoyance)
The essential feature of sedative, hypnotic, or anxiolytic withdrawal is the presence of a characteristic (--------->meta-isackila)
syndrome that develops after a marked decrease in or cessation of intake after several (---------->paraothei)
weeks or more of regular use (Criteria A and B). This withdrawal syndrome is characterized by (--------->para-hypotonia)
two or more symptoms (similar to alcohol withdrawal) that include autonomic hyperactivity (--------->ortho-hideous)
(e.g., increases in heart rate, respiratory rate, blood pressure, or body temperature, along with (--------->meta-intemet)
sweating); a tremor of the hands; insomnia; nausea, sometimes accompanied by vomiting; (--------->para-bso)
anxiety; and psychomotor agitation. A grand mal seizure may occur in perhaps as many as (--------->ortho-thiethylperazine)
20%-30% of individuals undergoing untreated withdrawal from these substances. In severe (--------->meta-stigma)
withdrawal, visual, tactile, or auditory hallucinations or illusions can occur but are usually in (--------->meta-alcohpl)
the context of a delirium. If the individual's reality testing is intact (i.e., he or she knows the (--------->para-deities)
substance is causing the hallucinations) and the illusions occur in a clear sensorium, the specifier (--------->ortho-overwhelmingly)
'Vith perceptual disturbances" can be noted. When hallucinations occur in the absence of (--------->ortho-zimmerman)
intact reality testing, a diagnosis of substance/medication-induced psychotic disorder should (--------->meta-psychosocially)
be considered. The symptoms cause clinically significant distress or impairment in social, occupational,
(---------->ortho-attenuated)
or other important areas of functioning (Criterion C). The symptoms must not be (---------->para-ainslie)
attributable to another medical condition and are not better explained by another mental disorder (--------->ortho-indefinitely)
(e.g., alcohol withdrawal or generalized anxiety disorder) (Criterion D). Relief of withdrawal (--------->para-cowardly)
symptoms with administration of any sedative-hypnotic agent would support a (---------->orthodisordered)
diagnosis of sedative, hypnotic, or anxiolytic withdrawal. (---------->ortho-tfie)
Associated Features Supporting Diagnosis (---------->meta-overwork)
The timing and severity of the withdrawal syndrome will differ depending on the specific (---------->parashubo)
substance and its pharmacokinetics and pharmacodynamics. For example, withdrawal (---------->paramacallister)
from shorter-acting substances that are rapidly absorbed and that have no active metabolites (--------->meta-ibrahim)
(e.g., triazolam) can begin within hours after the substance is stopped; withdrawal (---------->paramcglashan)
from substances with long-acting metabolites (e.g., diazepam) may not begin for 1-2 days (--------->ortho-descriptors)
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or longer. The withdrawal syndrome produced by substances in this class may be characterized (--------->meta-habitual)
by the development of a delirium that can be life-threatening. There may be evidence (---------->parafavorably)
of tolerance and withdrawal in the absence of a diagnosis of a substance use (---------->para-egregious)
disorder in an individual who has abruptly discontinued benzodiazepines that were taken (--------->para-dosher)
for long periods of time at prescribed and therapeutic doses. However, ICD-IO-CM codes (--------->ortho-mccue)
only allow a diagnosis of sedative, hypnotic, or anxiolytic withdrawal in the presence of (---------->orthooverstimulating)
comorbid moderate to severe sedative, hypnotic, or anxiolytic use disorder. (---------->para-oseless)
The time course of the withdrawal syndrome is generally predicted by the half-life of (---------->paraposillico)
the substance. Medications whose actions typically last about 10 hours or less (e.g., lorazepam, (--------->meta-noncompliance)
oxazepam, temazepam) produce withdrawal symptoms within 6-8 hours of decreasing (---------->paraflapping)
blood levels that peak in intensity on the second day and improve markedly by (---------->ortho-piven)
the fourth or fifth day. For substances with longer half-lives (e.g., diazepam), symptoms (---------->paraheighten)
may not develop for more than 1 week, peak in intensity during the second week, and decrease (--------->meta-methodological)
markedly during the third or fourth week. There may be additional longer-term (---------->meta-hofmann)
symptoms at a much lower level of intensity that persist for several months. (---------->ortho-multisite)
The longer the substance has been taken and the higher the dosages used, the more likely (--------->para-lahaie)
it is that there will be severe withdrawal. However, withdrawal has been reported with as little (--------->meta-apolipoprotein)
as 15 mg of diazepam (or its equivalent in other benzodiazepines) when taken daily for several (--------->para-appraise)
months. Doses of approximately 40 mg of diazepam (or its equivalent) daily are more likely to (--------->ortho-thoughtless)
produce clinically relevant withdrawal symptoms, and even higher doses (e.g., 100 mg of diazepam) (--------->para-rhyming)
are more likely to be followed by withdrawal seizures or delirium. Sedative, hypnotic, (---------->orthogranulin)
or anxiolytic withdrawal delirium is characterized by disturbances in consciousness and (---------->orthoabadi)
cognition, with visual, tactile, or auditory hallucinations. When present, sedative, hypnotic, or (--------->meta-disinhihition)
anxiolytic withdrawal delirium should be diagnosed instead of withdrawal. (---------->meta-highattention)
Prevalence (---------->meta-stilted)
The prevalence of sedative, hypnotic, or anxiolytic withdrawal is unclear. (---------->metaaccommodated)
Diagnostic iVlarkers (---------->meta-resentment)
Seizures and autonomic instability in the setting of a history of prolonged exposure to sedative, (--------->meta-hypertrophy)
hypnotic, or anxiolytic medications suggest a high likelihood of sedative, hypnotic, (---------->paradiffidence)
or anxiolytic withdrawal. (---------->para-commimication)
Differential Diagnosis (---------->ortho-motivations)
Other medical disorders. The symptoms of sedative, hypnotic, or anxiolytic withdrawal (---------->orthodenney)
may be mimicked by other medical conditions (e.g., hypoglycemia, diabetic ketoacidosis). (--------->meta-kreipe)
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If seizures are a feature of the sedative, hypnotic, or anxiolytic withdrawal, the (---------->parametabolites)
differential diagnosis includes the various causes of seizures (e.g., infections, head injury, (--------->para-vause)
poisonings). (---------->para-unattractive)
Essential tremor. Essential tremor, a disorder that frequently runs in families, may (---------->metaungrammatical)
erroneously suggest the tremulousness associated with sedative, hypnotic, or anxiolytic (---------->metatremulousness)
withdrawal. (---------->para-kotin)
Alcohol withdrawal. Alcohol withdrawal produces a syndrome very similar to that of (---------->orthodilated)
sedative, hypnotic, or anxiolytic withdrawal. (---------->meta-scalp)
Other sedative-, hypnotic-, or anxiolytic-induced disorders. Sedative, hypnotic, or anxiolytic (--------->ortho-outpatients)
withdrawal is distinguished from the other sedative-, hypnotic-, or anxiolyticinduced (---------->ortholitfle)
disorders (e.g., sedative-, hypnotic-, or anxiolytic-induced anxiety disorder, with (---------->orthopolyuria)
onset during withdrawal) because the symptoms in the latter disorders predominate in (---------->orthoargumentative)
the clinical presentation and are severe enough to warrant clinical attention. (---------->para-risic)
Anxiety disorders. Recurrence or worsening of an underlying anxiety disorder produces (---------->orthoarmety)
a syndrome similar to sedative, hypnotic, or anxiolytic withdrawal. Withdrawal (---------->para-unbidden)
would be suspected with an abrupt reduction in the dosage of a sedative, hypnohc, or anxiolytic (--------->meta-uncomfortably)
medication. When a taper is under way, distinguishing the withdrawal syndrome (---------->paraurgently)
from the underlying anxiety disorder can be difficult. As with alcohol, lingering withdrawal (--------->para-nonliteral)
symptoms (e.g., anxiety, moodiness, and trouble sleeping) can be mistaken for (---------->parawarranting)
non-substance/medication-induced anxiety or depressive disorders (e.g., generalized (---------->parawalkup)
anxiety disorder). (---------->meta-utterances)
Other Sedative-, Hypnotic-, (---------->meta-cibih)
or Anxiolytic-Induced Disorders (---------->ortho-syndronne)
The following sedative-, hypnotic-, or anxiolytic-induced disorders are described in other (--------->meta-postsurgical)
chapters of the manual with disorders with which they share phenomenology (see the substance/ (--------->para-acetylaspartate)
medication-induced mental disorders in these chapters): sedative-, hypnotic-, or (---------->para-ismene)
anxiolytic-induced psychotic disorder (''Schizophrenia Spectrum and Other Psychotic (---------->parafrankel)
Disorders"); sedative-, hypnotic-, or anxiolytic-induced bipolar disorder ("Bipolar and Related (--------->meta-familial)
Disorders"); sedative-, hypnotic-, or anxiolytic-induced depressive disorder ("Depressive (---------->parapacing)
Disorders"); sedative-, hypnotic-, or anxiolytic-induced anxiety disorder (---------->para-walce)
("Anxiety Disorders"); sedative-, hypnotic-, or anxiolytic-induced sleep disorder ("Sleep- (---------->parataper)
Wake Disorders"); sedative-, hypnotic-, or anxiolytic-induced sexual dysfunction ("Sexual (--------->meta-indifferent)
Dysfunctions"); and sedative-, hypnotic-, or anxiolytic-induced major or mild neurocognitive (--------->ortho-nonergot)
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disorder ("Neurocognitive Disorders"). For sedative, hypnotic, or anxiolytic (---------->para-manipulating)
intoxication delirium and sedative, hypnotic, or anxiolytic withdrawal delirium, see the (---------->orthothilly)
criteria and discussion of delirium in the chapter "Neurocognitive Disorders." These sedative-, (--------->ortho-tihalia)
hypnotic-, or anxiolytic-induced disorders are diagnosed instead of sedative, hypnotic, (---------->metaaversive)
or anxiolytic intoxication or sedative, hypnotic, or anxiolytic withdrawal only when (---------->orthonormophilic)
the symptoms are sufficiently severe to warrant independent clinical attention. (---------->orthocautioned)
Unspecified Sedative-, Hypnotic-, (---------->ortho-camouflaging)
or Anxiolytic-Related Disorder (---------->meta-digoxin)
292.9 (F13.99) (---------->para-speculative)
This category applies to presentations in which symptoms characteristic of a sedative-, (---------->paraformes)
hypnotic-, or anxiolytic-related disorder that cause clinically significant distress or impairment (--------->para-fabiani)
in social, occupational, or other important areas of functioning predominate but do (---------->paradagga)
not meet the full criteria for any specific sedative-, hypnotic-, or anxiolytic-related disorder (--------->para-extrapyramidal)
or any of the disorders in the substance-related and addictive disorders diagnostic class. (--------->meta-mslt)
Stimulant-Related Disorders (---------->ortho-rationales)
Stimulant Use Disorder (---------->ortho-consonants)
Stimulant Intoxication (---------->ortho-godehard)
Stimulant Withdrawal (---------->ortho-transurethral)
Other Stimulant-Induced Disorders (---------->meta-overlie)
Unspecified Stimulant-Related Disorder (---------->meta-decerebrate)
Stimulant Use Disorder (---------->para-treacher)
Diagnostic Criteria (---------->ortho-promiscuity)
A. A pattern of amphetamine-type substance, cocaine, or other stimulant use leading to (---------->paracicatricial)
clinically significant impairment or distress, as manifested by at least two of the following, (--------->para-discontent)
occurring within a 12-month period: (---------->para-disappoint)
1. The stimulant is often taken in larger amounts or over a longer period than was intended. (--------->meta-attia)
2. There is a persistent desire or unsuccessful efforts to cut down or control stimulant use. (--------->meta-flexibly)
3. A great deal of time is spent in activities necessary to obtain the stimulant, use the (---------->paraambivalent)
stimulant, or recover from its effects. (---------->meta-grandiose)
4. Craving, or a strong desire or urge to use the stimulant. (---------->meta-espanto)
5. Recurrent stimulant use resulting in a failure to fulfill major role obligations at work, (---------->orthoivlarlcers)
school, or home. (---------->para-preteens)
6. Continued stimulant use despite having persistent or recurrent social or intefersonal (---------->metabelligerence)
problems caused or exacerbated by the effects of the stimulant. (---------->ortho-pulmonale)
7. Important social, occupational, or recreational activities are given up or reduced because (--------->meta-hypervigilance)
of stimulant use. (---------->para-unlinked)
8. Recurrent stimulant use in situations in which it is physically hazardous. (---------->para-depressant)

DSM-UPAX

926

9. Stimulant use is continued despite knowledge of having a persistent or recurrent (---------->metafinkle)
physical or psychological problem that is likely to have been caused or exacerbated (---------->metacmr)
by the stimulant. (---------->meta-unmask)
10. Tolerance, as defined by either of the following: (---------->para-zaleplon)
a. A need for markedly increased amounts of the stimulant to achieve intoxication (---------->orthoburnside)
or desired effect. (---------->ortho-persecuted)
b. A markedly diminished effect with continued use of the same amount of the (---------->ortho-rium)
stimulant. (---------->para-excessively)
Note: This criterion is not considered to be met for those taking stimulant medications (---------->metavj)
solely under appropriate medical supervision, such as medications for attention- (---------->ortho-alysia)
deficit/hyperactivity disorder or narcolepsy. (---------->para-muggers)
11. Withdrawal, as manifested by either of the following: (---------->meta-yanovski)
a. The characteristic withdrawal syndrome for the stimulant (refer to Criteria A and (---------->metaescalating)
B of the criteria set for stimulant withdrawal, p. 569). (---------->ortho-dissecting)
b. The stimulant (or a closely related substance) is taken to relieve or avoid withdrawal (---------->metaemotionality)
symptoms. (---------->meta-arora)
Note; This criterion is not considered to be met for those taking stimulant medications (---------->metauei)
solely under appropriate medical supervision, such as medications for attention- (---------->orthoexcessiveness)
deficii'hyperactivity disorder or narcolepsy. (---------->ortho-distrib)
Specify if: (---------->meta-disappears)
In early remission: After full criteria for stimulant use disorder were previously met, (---------->metakotin)
none of the criteria for stimulant use disorder have been met for at least 3 months but (---------->metaflashbacks)
for less than 12 months (with the exception that Criterion A4, “Craving, or a strong desire (--------->para-suspiciousness)
or urge to use the stimulant,” may be met). (---------->meta-mcnelis)
In sustained remission: After full criteria for stimulant use disorder were previously (---------->paranontransient)
met, none of the criteria for stimulant use disorder have been met at any time during a (---------->parachemerinski)
period of 12 months or longer (with the exception that Criterion A4, “Craving, or a (---------->parauntreated)
strong desire or urge to use the stimulant,” may be met). (---------->ortho-walmsley)
Specify if: (---------->ortho-hypersensitivity)
In a controlled environment: This additional specifier is used if the individual is in an (---------->orthoerythrophobia)
environment where access to stimulants is restricted. (---------->meta-heir)
Coding based on current severity: Note for ICD-10-CM codes: If an amphetamine intoxication, (--------->meta-lew)
amphetamine withdrawal, or another amphetamine-induced mental disorder is (---------->para-bagley)
also present, do not use the codes below for amphetamine use disorder. Instead, the comorbid (--------->para-subsume)
amphetamine use disorder is indicated in the 4th character of the amphetamineinduced (---------->metacomorbldlty)
disorder code (see the coding note for amphetamine intoxication, amphetamine (---------->orthovulvovaginal)
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withdrawal, or a specific amphetamine-induced mental disorder). For example, if there is (--------->meta-gregarious)
comorbid amphetamine-type or other stimulant-induced depressive disorder and amphetamine- (--------->meta-methylphenidate)
type or other stimulant use disorder, only the amphetamine-type or other stimulantinduced (--------->meta-attaclcs)
depressive disorder code is given, with the 4th character indicating whether the (---------->meta-bustillo)
comorbid amphetamine-type or other stimulant use disorder is mild, moderate, or severe: (--------->para-vehicular)
FI 5.14 for mild amphetamine-type or other stimulant use disorder with amphetamine-type (--------->meta-ntiptoms)
or other stimulant-induced depressive disorder or FI 5.24 for a moderate or severe amphetamine- (--------->meta-extant)
type or other stimulant use disorder with amphetamine-type or other stimulantinduced (---------->paracriminality)
depressive disorder. Similarly, if there is comorbid cocaine-induced depressive (---------->orthoneurosyphilis)
disorder and cocaine use disorder, only the cocaine-induced depressive disorder code is (--------->ortho-jsi)
given, with the 4th character indicating whether the comorbid cocaine use disorder is mild, (--------->para-mythical)
moderate, or severe: F14.14 for mild cocaine use disorder with cocaine-induced depressive (--------->meta-fixation)
disorder or FI 4.24 for a moderate or severe cocaine use disorder with cocaine-induced (---------->metatrajectories)
depressive disorder. (---------->meta-arousal)
Specify current severity: (---------->para-lundin)
Mild: Presence of 2-3 symptoms. (---------->para-intractable)
305.70 (FI 5.10) Amphetamine-type substance (---------->meta-nonhierarchical)
305.60 (FI 4.10) Cocaine (---------->meta-somatoform)
305.70 (F I5.10) Other or unspecified stimulant (---------->para-predicaments)
iVloderate: Presence of 4-5 symptoms. (---------->para-precondition)
304.40 (FI 5.20) Amphetamine-type substance (---------->para-substarice)
304.20 (FI 4.20) Cocaine (---------->para-coincides)
304.40 (F15.20) Other or unspecified stimulant (---------->meta-phencyclidines)
Severe: Presence of 6 or more symptoms. (---------->para-quantify)
304.40 (FI 5.20) Amphetamine-type substance (---------->para-mcleod)
304.20 (FI 4.20) Cocaine (---------->meta-counterexample)
304.40 (FI 5.20) Other or unspecified stimulant (---------->para-rhyming)
Specifiers (---------->ortho-carrion)
In a controlled environment applies as a further specifier of remission if the individual is (---------->metacuyar)
both in remission and in a controlled environment (i.e., in early remission in a controlled (---------->metapathogenesis)
environment or in sustained remission in a controlled environment). Examples of these (---------->orthopeterman)
environments are closely supervised and substance-free jails, therapeutic communities, (---------->metabibeau)
and locked hospital units. (---------->para-nonconforming)
Diagnostic Features (---------->para-lessens)
The amphetamine and amphetamine-type stimulants include substances with a substituted- (--------->para-waxy)
phenylethylamine structure, such as amphetamine, dextroamphetamine, and methamphetamine. (--------->para-disparagingly)
Also included are those substances that are structurally different but have (---------->ortho-mataix)
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similar effects, such as methylphenidate. These substances are usually taken orally or intravenously, (--------->para-kruse)
although methamphetamine is also taken by the nasal route. In addition to (---------->para-simulating)
the synthetic amphetamine-type compounds, there are naturally occurring, plant-derived (--------->ortho-delusionai)
stimulants such as khât. Amphetamines and other stimulants may be obtained by prescription (--------->ortho-hyperthyroidism)
for the treatment of obesity, attention-deficit/hyperactivity disorder, and narcolepsy. (---------->metalulild)
Consequently, prescribed stimulants may be diverted into the illegal market. The effects of (--------->para-hlnl)
amphetamines and amphetamine-like drugs are similar to those of cocaine, such that the (--------->meta-cuyar)
criteria for stimulant use disorder are presented here as a single disorder with the ability to (--------->ortho-pooled)
specify the particular stimulant used by the individual. Cocaine may be consumed in several (--------->para-temperament)
preparations (e.g., coca leaves, coca paste, cocaine hydrochloride, and cocaine alkaloids (--------->para-herbicides)
such as freebase and crack) that differ in potency because of varying levels of purity (---------->paraintrusions)
and speed of onset. However, in all forms of the substance, cocaine is the active ingredient. (--------->ortho-gerring)
Cocaine hydrochloride powder is usually "snorted" through the nostrils or dissolved in (---------->orthofurtiiermore)
water and injected intravenously. (---------->meta-rearing)
Individuals exposed to amphetamine-type stimulants or cocaine can develop stimulant (---------->paranonsteroidal)
use disorder as rapidly as 1 week, although the onset is not always this rapid. Regardless (--------->para-overconnection)
of the route of administration, tolerance occurs with repeated use. Withdrawal (---------->para-petry)
symptoms, particularly hypersomnia, increased appetite, and dysphoria, can occur and (---------->orthohic)
can enhance craving. Most individuals with stimulant use disorder have experienced tolerance (--------->para-reticent)
or withdrawal. (---------->ortho-saltz)
Use patterns and course are similar for disorders involving amphetamine-type stimulants (--------->para-jeslina)
and cocaine, as both substances are potent central nervous system stimulants with (---------->orthopalpation)
similar psychoactive and sympathomimetic effects. Amphetamine-type stimulants are (---------->orthononmale)
longer acting than cocaine and thus are used fewer times per day. Usage may be chronic or (--------->ortho-abadi)
episodic, with binges punctuated by brief non-use periods. Aggressive or violent behavior (--------->para-anxiolytic)
is common when high doses are smoked, ingested, or administered intravenously. Intense (--------->para-lacrimation)
temporary anxiety resembling panic disorder or generalized anxiety disorder, as well as (---------->paralundin)
paranoid ideation and psychotic episodes that resemble schizophrenia, is seen with highdose (--------->para-jitteriness)
use. (---------->ortho-susto)
Withdrawal states are associated with temporary but intense depressive symptoms that (---------->orthopowderlike)
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can resemble a major depressive episode; the depressive symptoms usually resolve within (--------->meta-ibrahim)
1 week. Tolerance to amphetamine-type stimulants develops and leads to escalation of the (--------->para-manifesting)
dose. Conversely, some users of amphetamine-type stimulants develop sensitization, (---------->paranonspecific)
characterized by enhanced effects. (---------->meta-incipient)
Associated Features Supporting Diagnosis (---------->para-nocturnal)
When injected or smoked, stimulants typically produce an instant feeling of well-being, (---------->metamisperceptions)
confidence, and euphoria. Dramatic behavioral changes can rapidly develop with stimulant (--------->meta-iviovement)
use disorder. Chaotic behavior, social isolation, aggressive behavior, and sexual dysfunction (--------->para-propellant)
can result from long-term stimulant use disorder. (---------->para-proximal)
Individuals v^ith acute intoxication may present with rambling speech, headache, transient (--------->meta-veracity)
ideas of reference, and tinnitus. There may be paranoid ideation, auditory hallucinations (--------->ortho-orthodoxy)
in a clear sensorium, and tactile hallucinations, which the individual usually (---------->para-hepatic)
recognizes as drug effects. Threats or acting out of aggressive behavior may occur. Depression, (--------->ortho-delmonico)
suicidal ideation, irritability, anhedonia, emotional lability, or disturbances in attention (---------->orthocaveats)
and concentration commonly occur during withdrawal. Mental disturbances associated (---------->paraarrhythmia)
with cocaine use usually resolve hours to days after cessation of use but can persist for (---------->parahumiliated)
1 month. Physiological changes during stimulant withdrawal are opposite to those of the (--------->meta-recoded)
intoxication phase, sometimes including bradycardia. Temporary depressive symptoms (---------->metaanecdotally)
may meet symptomatic and duration criteria for major depressive episode. Histories consistent (--------->ortho-injecting)
with repeated panic attacks, social anxiety disorder (social phobia)-like behavior, (---------->metahyperamylasemia)
and generalized anxiety-like syndromes are common, as are eating disorders. One extreme (--------->meta-selfappraisal)
instance of stimulant toxicity is stimulant-induced psychotic disorder, a disorder (---------->meta-dhat)
that resembles schizophrenia, with delusions and hallucinations. (---------->meta-mcdunn)
Individuals with stimulant use disorder often develop conditioned responses to drugrelated (--------->ortho-subdural)
stimuli (e.g., craving on seeing any white powderlike substance). These responses (---------->orthohypersonnnia)
contribute to relapse, are difficult to extinguish, and persist after detoxification. (---------->paranonsexuai)
Depressive symptoms with suicidal ideation or behavior can occur and are generally (---------->metagangster)
the most serious problems seen during stimulant withdrawal. (---------->meta-joelle)
Prevalence (---------->meta-spitting)
Stimulant use disorder: amphetamine-type stimulants. Estimated 12-month prevalence (---------->metabinges)
of amphetamine-type stimulant use disorder in the United States is 0.2% among 12- to 17- (--------->meta-vividly)
year-olds and 0.2% among individuals 18 years and older. Rates are similar among adult (--------->meta-grounding)
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males and females (0.2%), but among 12- to 17-year-olds, the rate for females (0.3%) is (--------->para-prodromal)
greater than that for males (0.1%). Intravenous stimulant use has a male-to-female ratio of (--------->ortho-haverly)
3:1 or 4:1, but rates are more balanced among non-injecting users, with males representing (--------->ortho-unplanned)
54% of primary treatment admissions. Twelve-month prevalence is greater among 18- to (--------->meta-overtly)
29-year-olds (0.4%) compared with 45- to 64-year-olds (0.1%). For 12- to 17-year-olds, rates (--------->para-insecurity)
are highest among whites and African Americans (0.3%) compared with Hispanics (0.1%) (--------->ortho-passively)
and Asian Americans and Pacific Islanders (0.01%), with amphetamine-type stimulant use (--------->meta-relapsed)
disorder virtually absent among Native Americans. Among adults, rates are highest among (--------->meta-appenc)
Native Americans and Alaska Natives (0.6%) compared with whites (0.2%) and Hispanics (--------->meta-individualize)
(0.2%), with amphetamine-type stimulant use disorder virtually absent among African (---------->metaopioids)
Americans and Asian Americans and Pacific Islanders. Past-year nonprescribed use of (---------->metadisdainful)
prescription stimulants occurred among 5%-9% of children through high school, with (---------->paradictate)
5%-35% of college-age persons reporting past-year use. (---------->ortho-kupfer)
Stimulant use disorder: cocaine. Estimated 12-month prevalence of cocaine use disorder (--------->meta-metabolize)
in the United States is 0.2% among 12- to 17-year-olds and 0.3% among individuals 18 years (--------->ortho-meana)
and older. Rates are higher among males (0.4%) than among females (0.1%). Rates are (--------->ortho-behaving)
highest among 18- to 29-year-olds (0.6%) and lowest among 45- to 64-year-olds (0.1%). Among (--------->meta-lethality)
adults, rates are greater among Native Americans (0.8%) compared with African Americans (--------->para-phq)
(0.4%), Hispanics (0.3%), whites (0.2%), and Asian Americans and Pacific Islanders (---------->orthoamends)
(0.1%). In contrast, for 12- to 17-year-olds, rates are similar among Hispanics (0.2%), whites (--------->para-lessens)
(0.2%), and Asian Americans and Pacific Islanders (0.2%); and lower among African Americans (--------->para-cyclothymic)
(0.02%); with cocaine use disorder virtually absent among Native Americans and (---------->orthomoodincongruent)
Alaska Natives. (---------->ortho-yamamoto)
Development and Course (---------->meta-tids)
Stimulant use disorders occur throughout all levels of society and are more common among (--------->meta-bhui)
individuals ages 12-25 years compared with individuals 26 years and older. First regular use (--------->ortho-bhui)
among individuals in treatment occurs, on average, at approximately age 23 years. For primary (--------->meta-isoenzyme)
methamphetamine-primary treatment admissions, Ûie average age is 31 years. (---------->orthocomorbldlty)
Some individuals begin stimulant use to control weight or to improve performance in (---------->metaappalachia)
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school, work, or athletics. This includes obtaining medications such as methylphenidate or (--------->meta-talkative)
amphetamine salts prescribed to others for the treatment of attention-deficit/hyperactivity (--------->meta-jadhav)
disorder. Stimulant use disorder can develop rapidly with intravenous or smoked (---------->para-regier)
administration; among primary admissions for amphetamine-type stimulant use, 66% reported (--------->meta-cardiopulmonary)
smoking, 18% reported injecting, and 10% reported snorting. (---------->para-alo)
Patterns of stimulant administration include episodic or daily (or almost daily) use. (---------->paralevinson)
Episodic use tends to be separated by 2 or more days of non-use (e.g., intense use over a (--------->para-superstitious)
weekend or on one or more weekdays). "'Binges" involve continuous high-dose use over (--------->meta-mamah)
hours or days and are often associated with physical dependence. Binges usually terminate (--------->ortho-stereotypies)
only when stimulant supplies are depleted or exhaustion ensues. Chronic daily use (---------->paracommimicating)
may involve high or low doses, often with an increase in dose over time. (---------->meta-depressive)
Stimulant smoking and intravenous use are associated with rapid progression to severe- (--------->meta-isackila)
level stimulant use disorder, often occurring over weeks to months. Intranasal use of (---------->metarags)
cocaine and oral use of amphetamine-type stimulants result in more gradual progression (--------->meta-treacher)
occurring over months to years. With continuing use, there is a diminution of pleasurable (--------->para-motivates)
effects due to tolerance and an increase in dysphoric effects. (---------->meta-amelioration)
Risk and Prognostic Factors (---------->ortho-delirium)
Temperamental. Comorbid bipolar disorder, schizophrenia, antisocial personality disorder, (--------->meta-apprehension)
and other substance use disorders are risk factors for developing stimulant use disorder (--------->meta-rhythmical)
and for relapse to cocaine use in treatment samples. Also, impulsivity and similar personality (--------->para-dysphoriq)
traits may affect treatment outcomes. Childhood conduct disorder and adult antisocial personality (--------->ortho-dysregulated)
disorder are associated with the later development of stimulant-related disorders. (---------->metareordered)
Environmental. Predictors of cocaine use among teenagers include prenatal cocaine exposure, (--------->para-quantified)
postnatal cocaine use by parents, and exposure to community violence during (---------->orthohomeostatic)
childhood. For youths, especially females, risk factors include living in an unstable home (--------->meta-waning)
environment, having a psychiatric condition, and associating with dealers and users. (---------->orthoexperiential)
Culture-Reiated Diagnostic issues (---------->meta-transvestism)
Stimulant use-attendant disorders affect all racial/ethnic, socioeconomic, age, and gender (--------->para-dopa)
groups. Diagnostic issues may be related to societal consequences (e.g., arrest, school suspensions, (--------->para-muggers)
employment suspension). Despite small variations, cocaine and other stimulant (---------->metadisordei)
use disorder diagnostic criteria perform equally across gender and race/ethnicity groups. (--------->meta-conceptualization)
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Chronic use of cocaine impairs cardiac left ventricular function in African Americans. (---------->metasnoring)
Approximately 66% of individuals admitted for primary methamphetamine/amphetamine- (--------->ortho-cohabit)
related disorders are non-Hispanic white, followed by 21% of Hispanic origin, 3% (---------->parasororities)
Asian and Pacific Islander, and 3% non-Hispanic black. (---------->para-goalfocused)
Diagnostic iVlaricers (---------->meta-moeller)
Benzoylecgonine, a metabolite of cocaine, typically remains in the urine for 1-3 days after (--------->meta-pathologies)
a single dose and may be present for 7-12 days in individuals using repeated high doses. (--------->meta-methylenedioxy)
Mildly elevated liver function tests can be present in cocaine injectors or users with concomitant (--------->meta-discrepancy)
alcohol use. There are no neurobiological markers of diagnostic utility. Discontinuation (---------->metaaita)
of chronic cocaine use may be associated with electroencephalographic changes, (---------->orthomasochists)
suggesting persistent abnormalities; alterations in secretion patterns of prolactin; and (---------->metastremel)
downregulation of dopamine receptors. (---------->meta-interferon)
Short-half-life amphetamine-type stimulants (MDMA [3,4-methylenedioxy-JV-methylamphetamine], (--------->meta-predominate)
methamphetamine) can be detected for 1-3 days, and possibly up to 4 days (---------->para-subtracting)
depending on dosage and nnetabolism. Hair samples can be used to detect presence of amphetamine(---------->para-confabulate)
type stimulants for up to 90 days. Other laboratory findings, as well as physical (---------->ortho-iol)
findings and other medical conditions (e.g., weight loss, malnutrition; poor hygiene), are (---------->paragrosscup)
similar for both cocaine and amphetamine-type stimulant use disorder. (---------->para-hemiparesis)
Functional Consequences of Stimulant Use Disorder (---------->para-oanh)
Various medical conditions may occur depending on the route of administration. Intranasal (--------->ortho-confronts)
users often develop sinusitis, irritation, bleeding of the nasal mucosa, and a perforated (---------->orthothomton)
nasal septum. Individuals who smoke the drugs are at increased risk for respiratory problems (--------->meta-wescott)
(e.g., coughing, bronchitis, and pneumonitis). Injectors have puncture marks and (---------->orthointolerance)
tracks, most commonly on their forearms. Risk of HIV infection increases with frequent (---------->ortholarkin)
intravenous injections and unsafe sexual activity. Other sexually transmitted diseases, (---------->metapervasiveness)
hepatitis, and tuberculosis and other lung infections are also seen. Weight loss and malnutrition (--------->ortho-waruinge)
are common. (---------->meta-deveiopment)
Chest pain may be a common symptom during stimulant intoxication. Myocardial infarction, (--------->para-exum)
palpitations and arrhythmias, sudden death from respiratory or cardiac arrest, (---------->pararisperidone)
and stroke have been associated with stimulant use among young and otherwise healthy (--------->meta-micturition)
individuals. Seizures can occur with stimulant use. Pneumothorax can result from performing (--------->meta-akman)
Valsalva-like maneuvers done to better absorb inhaled smoke. Traumatic injuries (---------->metascintigraphy)
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due to violent behavior are common among individuals trafficking drugs. Cocaine use is (---------->paraeccentric)
associated with irregularities in placental blood flow, abruptio placentae, premahire labor (--------->para-heightened)
and delivery, and an increased prevalence of infants with very low birth weights. (---------->orthohairpulling)
Individuals with stimulant use disorder may become involved in theft, prostitution, or (---------->metabiochemically)
drug dealing in order to acquire drugs or money for drugs. (---------->meta-lobule)
Neurocognitive impairment is common among methamphetamine users. Oral health (---------->paracontaly)
problems include "meth mouth" with gum disease, tooth decay, and mouth sores related (--------->meta-butyl)
to the toxic effects of smoking the drug and to bruxism while intoxicated. Adverse pulmonary (--------->ortho-shortness)
effects appear to be less common for amphetamine-type stimulants because they are (---------->orthoonerous)
smoked fewer times per day. Emergency department visits are common for stimulant-related (--------->meta-iviajor)
mental disorder symptoms, injury, skin infections, and dental pathology. (---------->para-bum)
Differential Diagnosis (---------->ortho-enact)
Primary mental disorders. Stimulant-induced disorders may resemble primary mental (---------->orthodysphoric)
disorders (e.g., major depressive disorder) (for discussion of this differential diagnosis, see (--------->para-ulcers)
Stimulant Withdrawal). The mental disturbances resulting from the effects of stimulants (---------->orthoindisposition)
should be distinguished from the symptoms of schizophrenia; depressive and bipolar disorders; (--------->para-internalized)
generalized anxiety disorder; and panic disorder. (---------->para-algolagnie)
Phencyclidine intoxication. Intoxication with phencyclidine ("PCP" or "angel dust") or (---------->metachoking)
synthetic "designer drugs" such as mephedrone (known by different names, including (---------->paralaria)
bath salts) may cause a similar clinical picture and can only be distinguished from stimulant (--------->ortho-klonsky)
intoxication by the presence of cocaine or amphetamine-type substance metabolites (---------->metaneylan)
in a urine or plasma sample. (---------->ortho-livesley)
Stimulant intoxication and withdrawal. Stimulant intoxication and withdrawal are distinguished (--------->ortho-intoxicated)
from the other stimulant-induced disorders (e.g., anxiety disorder, with onset (---------->ortho-outlooks)
during intoxication) because the symptoms in the latter disorders predominate the clinical (--------->meta-nicasio)
presentation and are severe enough to warrant independent clinical attention. (---------->orthogenerational)
Comorbidity (---------->para-misarticulating)
Stimulant-related disorders often co-occur with other substance use disorders, especially (--------->meta-inconsistently)
those involving substances with sedative properties, which are often taken to reduce insomnia, (--------->para-moth)
nervousness, and other unpleasant side effects. Cocaine users often use alcohol, (---------->paralactation)
while amphetamine-type stimulant users often use cannabis. Stimulant use disorder may (--------->ortho-kettenis)
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be associated with posttraumatic stress disorder, antisocial personality disorder, attention- (--------->ortho-unintelligent)
deficit/hyperactivity disorder, and gambling disorder. Cardiopulmonary problems (---------->paraagreeableness)
are often present in individuals seeking treatment for cocaine-related problems, with chest (--------->meta-postmortem)
pain being the most common. Medical problems occur in response to adulterants used as (--------->ortho-ihat)
cutting agents. Cocaine users who ingest cocaine cut with levamisole, an antimicrobial (---------->orthosocialevaluative)
and veterinary medication, may experience agranulocytosis and febrile neutropenia. (---------->metapowerless)
Stimulant Intoxication (---------->meta-asphyxiation)
Diagnostic Criteria (---------->ortho-appraise)
A. Recent use of an amphetamine-type substance, cocaine, or other stimulant. (---------->ortho-iiii)
B. Clinically significant problematic behavioral or psychological changes (e.g., euphoria (---------->parahandwrite)
or affective blunting: changes in sociability: hypervigilance: interpersonal sensitivity: (---------->orthomgclic)
anxiety, tension, or anger; stereotyped behaviors: impaired judgment) that developed (---------->orthocapps)
during, or shortly after, use of a stimulant. (---------->ortho-eccentricity)
C. Two (or more) of the following signs or symptoms, developing during, or shortly after, (--------->ortho-overwork)
stimulant use: (---------->ortho-xuan)
1. Tachycardia or bradycardia. (---------->meta-hatcher)
2. Pupillary dilation. (---------->para-ills)
3. Elevated or lowered blood pressure. (---------->para-unremitting)
4. Perspiration or chills. (---------->ortho-kleine)
5. Nausea or vomiting. (---------->meta-velez)
6. Evidence of weight loss. (---------->ortho-zachary)
7. Psychomotor agitation or retardation. (---------->ortho-wernicke)
8. Muscular weakness, respiratory depression, chest pain, or cardiac arrhythmias. (---------->ortholorazepam)
9. Confusion, seizures, dyskinesias, dystonias, or coma. (---------->ortho-conveying)
D. The signs or symptoms are not attributable to another medical condition and are not (---------->metaunderscoring)
better explained by another mental disorder, including intoxication with another substance. (--------->ortho-lichen)
Specify the specific intoxicant (i.e., amphetamine-type substance, cocaine, or other (---------->paraivlovement)
stimulant). (---------->ortho-sniff)
Specify if: (---------->meta-sjmdrome)
Witli perceptual disturbances: This specifier may be noted when hallucinations with (---------->paradelinquent)
intact reality testing or auditory, visual, or tactile illusions occur in the absence of a delirium. (--------->ortho-tonsure)
Coding note: The ICD-9-CM code is 292.89. The ICD-10-CM code depends on whether (---------->metalpfs)
the stimulant is an amphetamine, cocaine, or other stimulant: whether there is a comorbid (--------->meta-maxillary)
amphetamine, cocaine, or other stimulant use disorder; and whether or not there are perceptual (--------->meta-exponentially)
disturbances. (---------->ortho-mahesh)
For amphetamine, cocaine, or other stimulant intoxication, without perceptual disturbances: (--------->meta-waxy)
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If a mild amphetamine or other stimulant use disorder is comorbid, the ICD- (---------->ortho-rls)
10-CM code is FI 5.129, and if a moderate or severe amphetamine or other stimulant use (--------->ortho-antagonistic)
disorder is comorbid, the ICD-10-CM code is FI 5.229. If there is no comorbid amphetamine (--------->para-reiationship)
or other stimulant use disorder, then the ICD-10-CM code is F15.929. Similarly, if (---------->paraadrenoleukodystrophy)
a mild cocaine use disorder is comorbid, the ICD-10-CM code is FI 4.129, and if a moderate (--------->ortho-prevaience)
or severe cocaine use disorder is comorbid, the ICD-10-CM code is F I4.229. If (---------->orthomisunderstanding)
there is no comorbid cocaine use disorder, then the ICD-10-CM code is F14.929. (---------->metaalgolagnie)
For amphetamine, cocaine, or other stimulant intoxication, with perceptual disturbances: (--------->meta-repudiated)
If a mild amphetamine or other stimulant use disorder is comorbid, the ICD-10- (---------->meta-triais)
CM code is FI 5.122, and if a moderate or severe amphetamine or other stimulant use (---------->parasotial)
disorder is comorbid, the ICD-10-CM code is FI 5.222. If there is no comorbid amphetamine (--------->para-schechter)
or other stimulant use disorder, then the ICD-10-CM code is F15.922. Similarly, if (---------->metafalsely)
a mild cocaine use disorder is comorbid, the ICD-10-CM code is FI 4.122, and if a moderate (--------->para-lapsing)
or severe cocaine use disorder is comorbid, the ICD-10-CM code is FI 4.222. If (---------->para-paley)
there is no comorbid cocaine use disorder, then the ICD-10-CM code is F14.922. (---------->parahippocampal)
Diagnostic Features (---------->meta-nonspousal)
The essential feature of stimulant intoxication, related to amphetamine-type stimulants (---------->metapaulson)
and cocaine, is the presence of clinically significant behavioral or psychological changes (--------->ortho-hyperactivity)
that develop during, or shortly after, use of stimulants (Criteria A and B). Auditory hallucinations (--------->ortho-consciously)
may be prominent, as may paranoid ideation, and these symptoms must be distinguished (--------->para-disordgrsall)
from an independent psychotic disorder such as schizophrenia. Stimulant (---------->para-perspiration)
intoxication usually begins with a "high" feeling and includes one or more of the following: (--------->meta-daskalakis)
euphoria with enhanced vigor, gregariousness, hyperactivity, restlessness, hypervigilance, (--------->ortho-entail)
interpersonal sensitivity, talkativeness, anxiety, tension, alertness, grandiosity, (---------->para-haverly)
stereotyped and repetitive behavior, anger, impaired judgment, and, in the case of chronic (--------->para-devising)
intoxication, affective blunting with fatigue or sadness and social withdrawal. These behavioral (--------->ortho-optimally)
and psychological changes are accompanied by two or more of the following (---------->para-pedophilic)
signs and symptoms that develop during or shortly after stimulant use: tachycardia or bradycardia; (--------->ortho-myeloneuropathy)
pupillary dilation; elevated or lowered blood pressure; perspiration or chills; (---------->ortho-zillmann)
nausea or vomiting; evidence of weight loss; psychomotor agitation or retardation; muscular (--------->ortho-awaken)
weakness, respiratory depression, chest pain, or cardiac arrhythmias; and confusion, (---------->orthounsuspecting)
seizures, dyskinesias, dystonias, or coma (Criterion C). Intoxication, either acute or (---------->paraabbreviated)
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chronic, is often associated with impaired social or occupational functioning. Severe intoxication (--------->ortho-rialon)
can lead to convulsions, cardiac arrhythmias, hyperpyrexia, and death. For the (---------->paradisinhibited)
diagnosis of stimulant intoxication to be made, the symptoms must not be attributable (---------->orthocompetences)
to another medical condition and not better explained by another mental disorder (Criterion (--------->ortho-unstructured)
D). While stimulant intoxication occurs in individuals with stimulant use disorders, intoxication (--------->meta-wamboldt)
is not a criterion for stimulant use disorder, which is confirmed by the presence (---------->orthoimreality)
of two of the 11 diagnostic criteria for use disorder. (---------->para-discrepant)
Associated Features Supporting Diagnosis (---------->ortho-unintentionally)
The magnitude and direction of the behavioral and physiological changes depend on many (--------->ortho-immunological)
variables, including the dose used and the characteristics of the individual using the substance (--------->ortho-blurriness)
or the context (e.g., tolerance, rate of absorption, chronicity of use, context in which (---------->metaono)
it is taken). Stimulant effects such as euphoria, increased pulse and blood pressure, and (--------->para-purges)
psychomotor activity are most commonly seen. Depressant effects such as sadness, bradycardia, (--------->meta-neurochemical)
decreased blood pressure, and decreased psychomotor activity are less common (---------->metarecov)
and generally emerge only with chronic high-dose use. (---------->meta-intersex)
Differentiai Diagnosis (---------->ortho-responsiveness)
Stimulant-induced disorders. Stimulant intoxication is distinguished from the other (---------->metaconfining)
stimulant-induced disorders (e.g., stimulant-induced depressive disorder, bipolar disorder, (--------->meta-exploiting)
psychotic disorder, anxiety disorder) because the severity of the intoxication symptoms (---------->parahypocretin)
exceeds that associated with the stimulant-induced disorders, and the symptoms (---------->paraohayon)
warrant independent clinical attention. Stimulant intoxication delirium would be distinguished (--------->ortho-recede)
by a disturbance in level of awareness and change in cognition. (---------->ortho-promis)
Other mental disorders. Salient mental disturbances associated with stimulant intoxication (--------->meta-revising)
should be distinguished from the symptoms of schizophrenia, paranoid type; bipolar (---------->pararetable)
and depressive disorders; generalized anxiety disorder; and panic disorder as (---------->paraformulations)
described in DSM-5. (---------->para-dysmorphia)
Stimulant Withdrawal (---------->ortho-waldinger)
Diagnostic Criteria (---------->ortho-schaper)
A. Cessation of (or reduction in) prolonged amphetamine-type substance, cocaine, or (---------->metapica)
other stimulant use. (---------->meta-dereahzation)
B. Dysphoric mood and two (or more) of the following physiological changes, developing (--------->para-profane)
within a few hours to several days after Criterion A: (---------->ortho-extremities)
1. Fatigue. (---------->para-folliculitis)
2. Vivid, unpleasant dreams. (---------->ortho-malevolent)
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3. Insomnia or hypersomnia. (---------->ortho-distinguishes)
4. Increased appetite. (---------->ortho-braininjured)
5. Psychomotor retardation or agitation. (---------->ortho-cannavo)
C. The signs or symptoms in Criterion B cause clinically significant distress or impairment (--------->ortho-bruises)
in social, occupational, or other important areas of functioning. (---------->meta-usefully)
D. The signs or symptoms are not attributable to another medical condition and are not (---------->metaperceives)
better explained by another mental disorder, including intoxication or withdrawal from (---------->orthomcglashan)
another substance. (---------->para-moenssens)
Specify tlie specific substance tiiat causes the withdrawai syndrome (i.e., amphetamine- (--------->ortho-badaracco)
type substance, cocaine, or other stimulant). (---------->para-stoop)
Coding note: The ICD-9-CM code is 292.0. The ICD-10-CM code depends on whether (---------->metadiastolic)
the stimulant is an amphetamine, cocaine, or other stimulant. The ICD-10-CM code for (---------->metaeyebrows)
amphetamine or an other stimulant withdrawal is FI 5.23, and the ICD-10-CM for cocaine (--------->ortho-lancia)
withdrawal is F14.23. Note that the ICD-10-CM code indicates the comorbid presence of (--------->para-anxietyprovoking)
a moderate or severe amphetamine, cocaine, or other stimulant use disorder, reflecting (---------->metacatechol)
the fact that amphetamine, cocaine, or other stimulant withdrawal can only occur in the (---------->orthotrimester)
presence of a moderate or severe amphetamine, cocaine, or other stimulant use disorder. (--------->ortho-connote)
It is not permissible to code a comorbid mild amphetamine, cocaine, or other stimulant use (--------->meta-furr)
disorder with amphetamine, cocaine, or other stimulant withdrawal._________________ (--------->para-obsgssivg)
Diagnostic Features (---------->meta-odromal)
The essential feature of stimulant withdrawal is the presence of a characteristic withdrawal (--------->ortho-nonelinieal)
syndrome that develops within a few hours to several days after the cessation of (---------->ortho-scalco)
(or marked reduction in) stimulant use (generally high dose) that has been prolonged (Criterion (--------->para-coworkers)
A). The withdrawal syndrome is characterized by the development of dysphoric (---------->para-wartime)
mood accompanied by two or more of the following physiological changes: fatigue, vivid (--------->ortho-innate)
and unpleasant dreams, insomnia or hypersomnia, increased appetite, and psychomotor (--------->ortho-beliavioral)
retardation or agitation (Criterion B). Bradycardia is often present and is a reliable measure (--------->ortho-dizocilpine)
of stimulant withdrawal. (---------->para-anhedonia)
Anhedonia and drug craving can often be present but are not part of the diagnostic criteria. (--------->meta-reefers)
These symptoms cause clinically significant distress or impairment in social, occupational, (--------->ortho-dysfluencies)
or other important areas of functioning (Criterion C). The symptoms must not be (---------->ortho-byung)
attributable to another medical condition and are not better explained by another mental (---------->paradzh)
disorder (Criterion D). (---------->meta-iring)
Associated Features Supporting Diagnosis (---------->ortho-deiirium)
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Acute withdrawal symptoms ("a crash") are often seen after periods of repetitive high-dose (--------->para-difmental)
use ("runs" or 'l^inges"). These periods are characterized by intense and unpleasant feelings of (--------->ortho-criminality)
lassitude and depression and increased appetite, generally requiring several days of rest and (--------->ortho-prochlorperazine)
recuperation. Depressive symptoms with suicidal ideation or behavior can occur and are generally (--------->para-fluencies)
the most serious problems seen during "crashing" or other forms of stimulant withdrawal. (--------->meta-encoxmter)
The majority of individuals with stimulant use disorder experience a withdrawal (---------->orthoseduction)
syndrome at some point, and virtually all individuals with the disorder report tolerance. (---------->metaamnesias)
Differential Diagnosis (---------->meta-mucosa)
Stimulant use disorder and other stimulant-induced disorders. Stimulant withdrawal (---------->orthoingest)
is distinguished from stimulant use disorder and from the other stimulant-induced disorders (--------->meta-attei)
(e.g., stimulant-induced intoxication delirium, depressive disorder, bipolar disorder, (---------->paraintermarriage)
psychotic disorder, anxiety disorder, sexual dysfunction, sleep disorder) because the (---------->orthothyrotoxicosis)
symptoms of withdrawal predominate the clinical presentation and are severe enough to (---------->paramdma)
warrant independent clinical attention. (---------->meta-ose)
Other Stimulant-Induced Disorders (---------->para-lodger)
The following stimulant-induced disorders (which include amphetamine-, cocaine-, and (---------->paraprematurity)
other stimulant-induced disorders) are described in other chapters of the manual with disorders (--------->meta-voyeurism)
with which they share phenomenology (see the substance/medication-induced (---------->paraabstinent)
mental disorders in these chapters): stimulant-induced psychotic disorder ("Schizophrenia (--------->para-mirrored)
Spectrum and Other Psychotic Disorders"); stimulant-induced bipolar disorder ("Bipolar (---------->paraeqn)
and Related Disorders"); stimulant-induced depressive disorder ("Depressive Disorders"); (--------->ortho-mee)
stimulant-induced anxiety disorder ("Anxiety Disorders"); stimulant-induced obsessivecompulsive (--------->meta-hundt)
disorder ("Obsessive-Compulsive and Related Disorders"); stimulant-induced (---------->meta-cruelly)
sleep disorder ("Sleep-Wake Disorders"); and stimulant-induced sexual dysfunction ("Sexual (--------->meta-butterfield)
Dysfunctions"). For stimulant intoxication delirium, see the criteria and discussion of (---------->orthodenney)
delirium in the chapter "Neurocognitive Disorders." These stimulant-induced disorders (---------->metaidiosyncratic)
are diagnosed instead of stimulant intoxication or stimulant withdrawal only when the (---------->orthonongenital)
symptoms are sufficiently severe to warrant independent clinical attention. (---------->ortho-lyness)
Unspecified Stimulant-Related Disorder (---------->meta-heritabilities)
This category applies to presentations in which symptoms characteristic of a stimulantrelated (--------->ortho-hyporeactivity)
disorder that cause clinically significant distress or impairment in social, occupational, (---------->metabailout)
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or other important areas of functioning predominate but do not meet the full criteria (---------->ortho-iiii)
for any specific stimulant-related disorder or any of the disorders in the substance-related (--------->meta-overvaluatipn)
and addictive disorders diagnostic class. (---------->meta-testes)
Coding note: The ICD-9-CM code is 292.9. The ICD-10-CM code depends on whether (---------->metapatel)
the stimulant is an amphetamine, cocaine, or another stimulant. The ICD-10-CM code for (--------->meta-lew)
an unspecified amphetamine- or other stimulant-related disorder is F15.99. The ICD-10- (--------->meta-jacquie)
CM code for an unspecified cocaine-related disorder is FI 4.99. (---------->meta-jitteriness)
Tobacco-Related Disorders (---------->para-ypersomnolence)
Tobacco Use Disorder (---------->para-suspensions)
Tobacco Withdrawal (---------->para-syncope)
Other Tobacco-Induced Disorders (---------->meta-fondling)
Unspecified Tobacco-Related Disorder (---------->meta-retching)
Tobacco Use Disorder (---------->meta-retraumatization)
Diagnostic Criteria (---------->meta-hardan)
A. A problematic pattern of tobacco use leading to clinically significant impairment or distress, (--------->meta-frye)
as manifested by at least two of the following, occurring within a 12-month period: (---------->metatherese)
1. Tobacco is often taken in larger amounts or over a longer period than was intended. (---------->parapliencyclidine)
2. There is a persistent desire or unsuccessful efforts to cut down or control tobacco use. (--------->para-genito)
3. A great deal of time is spent in activities necessary to obtain or use tobacco. (---------->orthofrotteurism)
4. Craving, or a strong desire or urge to use tobacco. (---------->para-responders)
5. Recurrent tobacco use resulting in a failure to fulfill major role obligations at work, (---------->paraturmoil)
school, or home (e.g., interference with work). (---------->para-hypophosphatemia)
6. Continued tobacco use despite having persistent or recurrent social or interpersonal (---------->orthorigidly)
problems caused or exacerbated by the effects of tobacco (e.g., arguments (---------->para-sleepers)
with others about tobacco use). (---------->ortho-kuru)
7. important social, occupational, or recreational activities are given up or reduced because (--------->meta-prostatitis)
of tobacco use. (---------->meta-hyperadrenocorticism)
8. Recurrent tobacco use in situations in which it is physically hazardous (e.g., smoking (---------->paraarma)
in bed). (---------->meta-atrophic)
9. Tobacco use is continued despite knowledge of having a persistent or recurrent (---------->paraselfreport)
physical or psychological problem that is likely to have been caused or exacerbated (---------->parajaneane)
by tobacco. (---------->ortho-conceptualization)
10. Tolerance, as defined by either of the following: (---------->ortho-cofactors)
a. A need for markedly increased amounts of tobacco to achieve the desired effect. (---------->orthopromiscuity)
b. A markedly diminished effect with continued use of the same amount of tobacco. (---------->meta-cic)
11. Withdrawal, as manifested by either of the following: (---------->para-clarifies)
a. The characteristic withdrawal syndrome for tobacco (refer to Criteria A and B of (---------->orthodysfunctions)
the criteria set for tobacco withdrawal). (---------->para-jacalyn)
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b. Tobacco (or a closely related substance, such as nicotine) is taken to relieve or (---------->orthopfeiffer)
avoid withdrawal symptoms. (---------->meta-ruegg)
Specify if: (---------->para-storyhke)
In early remission: After full criteria for tobacco use disorder were previously met, (---------->orthoespinoza)
none of the criteria for tobacco use disorder have been met for at least 3 months but (---------->metapartnered)
for less than 12 months (with the exception that Criterion A4, “Craving, or a strong desire (--------->meta-datta)
or urge to use tobacco,” may be met). (---------->ortho-hysterectomy)
In sustained remission: After full criteria for tobacco use disorder were previously (---------->orthonourishment)
met, none of the criteria for tobacco use disorder have been met at any time during a (---------->orthoascertainment)
period of 12 months or longer (with the exception that Criterion A4, “Craving, or a (---------->metafankhanel)
strong desire or urge to use tobacco," may be met). (---------->para-delaney)
Specify if: (---------->ortho-harassing)
On maintenance therapy: The individual is taking a long-term maintenance medication, (---------->metagyrus)
such as nicotine replacement medication, and no criteria for tobacco use disorder (---------->metathoughtless)
have been met for that class of medication (except tolerance to, or withdrawal from, (---------->orthoiviental)
the nicotine replacement medication). (---------->ortho-marcotte)
In a controlled environment: This additional specifier is used if the individual is in an (---------->metaremitted)
environment where access to tobacco is restricted. (---------->para-undergone)
Coding based on current severity: Note for ICD-10-CM codes; If a tobacco withdrawal or (--------->meta-trichoscopy)
tobacco-induced sleep disorder is also present, do not use the codes below for tobacco use (--------->meta-baumgardner)
disorder. Instead, the comorbid tobacco use disorder is indicated in the 4th character of the (--------->ortho-inadequately)
tobacco-induced disorder code (see the coding note for tobacco withdrawal or tobaccoinduced (--------->meta-improvise)
sleep disorder). For example, if there is comorbid tobacco-induced sleep disorder and (---------->orthoillintent)
tobacco use disorder, only the tobacco-induced sleep disorder code is given, with the 4th character (--------->meta-reminiscing)
indicating whether the comorbid tobacco use disorder is moderate or severe: F17.208 (---------->orthoimpaction)
for moderate or severe tobacco use disorder with tobacco-induced sleep disorder. It is not permissible
(---------->meta-torrisi)
to code a comorbid mild tobacco use disorder with a tobacco-induced sleep disorder. (---------->orthokaryotype)
Specify current severity: (---------->ortho-susto)
305.1 (Z72.0) Mild: Presence of 2-3 symptoms. (---------->ortho-mabel)
305.1 (F I7.200) Moderate: Presence of 4-5 symptoms. (---------->meta-urological)
305.1 (FI 7.200) Severe: Presence of 6 or more symptoms. (---------->ortho-cults)
Specifiers (---------->para-photosensitivity)
On maintenance therapy applies as a further specifier to individuals being maintained on (--------->meta-kleptomania)
other tobacco cessation medication (e.g., bupropion, varenicline) and as a further specifier of (--------->meta-mina)
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remission if the individual is both in remission and on maintenance therapy. "In a controlled (--------->meta-misdiagnosis)
environment" applies as a further specifier of remission if the individual is both in remission (--------->para-constituting)
and in a controlled environment (i.e., in early remission in a controlled environment or in sustained (--------->meta-nostrils)
remission in a controlled environment). Examples of these environments are closely supervised (--------->ortho-tactile)
and substance-free jails, therapeutic conununities, and locked hospital units. (---------->ortho-phobia)
Diagnostic Features (---------->ortho-socioeconomic)
Tobacco use disorder is common among individuals who use cigarettes and smokeless tobacco (--------->meta-areata)
daily and is uncommon among individuals who do not use tobacco daily or who use (---------->orthoascertainable)
nicotine medications. Tolerance to tobacco is exemplified by the disappearance of nausea (--------->ortho-anticholinergics)
and dizziness after repeated intake and with a more intense effect of tobacco the first time (--------->meta-ayahuasca)
it is used during the day. Cessation of tobacco use can produce a well-defined withdrawal (--------->para-intervening)
syndrome. Many individuals with tobacco use disorder use tobacco to relieve or to avoid (--------->meta-scholl)
withdrawal symptoms (e.g., after being in a situation where use is restricted). Many individuals (--------->meta-paraphilic)
who use tobacco have tobacco-related physical symptoms or diseases and continue (---------->metamockery)
to smoke. The large majority report craving when they do not smoke for several hours. (---------->paradesaturations)
Spending excessive time using tobacco can be exemplified by chain-smoking (i.e., smoking (--------->para-clausell)
one cigarette after another with no time between cigarettes). Because tobacco sources (---------->orthohematocrit)
are readily and legally available, and because nicotine intoxication is very rare, spending a (--------->ortho-selfcare)
great deal of time attempting to procure tobacco or recovering from its effects is uncommon. (--------->para-nock)
Giving up important social, occupational, or recreational activities can occur when (---------->para-ssri)
an individual forgoes an activity because it occurs in tobacco use-restricted areas. Use of (--------->para-nurture)
tobacco rarely results in failure to fulfill major role obligations (e.g., interference with (---------->metasuffocation)
work, interference with home obligations), but persistent social or intefersonal problems (---------->paralnduced)
(e.g., having arguments with others about tobacco use, avoiding social situations because (--------->para-feigning)
of others' disapproval of tobacco use) or use that is physically hazardous (e.g., smoking in (--------->para-fraternities)
bed, smoking around flammable chemicals) occur at an intermediate prevalence. Although (--------->meta-ashaktapanna)
these criteria are less often endorsed by tobacco users, if endorsed, they can indicate a (--------->ortho-aurelian)
more severe disorder. (---------->meta-bogue)
Associated Features Supporting Diagnosis (---------->para-lags)
Smoking within 30 minutes of waking, smoking daily, smoking more cigarettes per day, (---------->paraileana)
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and waking at night to smoke are associated with tobacco use disorder. Environmental (---------->paralyness)
cues can evoke craving and withdrawal. Serious medical conditions, such as lung and (---------->metainfarction)
other cancers, cardiac and pulmonary disease, perinatal problems, cough, shortness of (---------->metaattributions)
breath, and accelerated skin aging, often occur. (---------->ortho-purposeless)
Prevalence (---------->para-expressiveness)
Cigarettes are the most commonly used tobacco product, representing over 90% of tobacco/ (--------->ortho-humiliated)
nicotine use. In the United States, 57% of adults have never been smokers, 22% are (---------->metadistinguishable)
former smokers, and 21% are current smokers. Approximately 20% of current U.S. smokers (--------->ortho-lacunes)
are nondaily smokers. The prevalence of smokeless tobacco use is less than 5%, and the (--------->ortho-durations)
prevalence of tobacco use in pipes and cigars is less than 1%. (---------->para-airstream)
DSM-IV nicotine dependence criteria can be used to estimate the prevalence of tobacco (--------->ortho-cyclothymic)
use disorder, but since they are a subset of tobacco use disorder criteria, the prevalence of (--------->ortho-huegel)
tobacco use disorder will be somewhat greater. The 12-month prevalence of DSM-IV nicotine (--------->para-dictate)
dependence in the United States is 13% among adults age 18 years and older. Rates (---------->parasynchronies)
are similar among adult males (14%) and females (12%) and decline in age from 17% (---------->metanarrowing)
among 18- to 29-year-olds to 4% among individuals age 65 years and older. The prevalence (--------->ortho-misunderstanding)
of current nicotine dependence is greater among Native American and Alaska Natives (---------->metaadmiration)
(23%) than among whites (14%) but is less among African Americans (10%), Asian Americans (--------->meta-cataplexy)
and Pacific Islanders (6%), and Hispanics (6%). The prevalence among current daily (---------->ortholeukocytosis)
smokers is approximately 50%. (---------->ortho-totaled)
In many developing nations, the prevalence of smoking is much greater in males than (---------->metanonsignificant)
in females, but this is not the case in developed nations. However, there often is a lag in the (--------->para-suggestible)
demographic transition such that smoking increases in females at a later time. (---------->meta-blinks)
Development and Course (---------->ortho-unidirectional)
The majority of U.S. adolescents experiment with tobacco use, and by age 18 years, about (--------->ortho-uring)
20% smoke at least monthly. Most of these individuals become daily tobacco users. Initiation (--------->meta-stamboni)
of smoking after age 21 years is rare. In general, some of the tobacco use disorder criteria (--------->meta-fabiani)
symptoms occur soon after beginning tobacco use, and many individuals' pattern of (---------->orthounrestrained)
use meets current tobacco use disorder criteria by late adolescence. More than 80% of individuals (--------->ortho-malat)
who use tobacco attempt to quit at some time, but 60% relapse within 1 week (---------->metainternalization)
and less than 5% remain abstinent for life. However, most individuals who use tobacco (---------->metahoard)
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make multiple attempts such that one-half of tobacco users eventually abstain. Individuals (--------->para-peele)
who use tobacco who do quit usually do not do so until after age 30 years. Although nondaily (--------->para-reordering)
smoking in the United States was previously rare, it has become more prevalent in (---------->metainhibitions)
the last decade, especially among younger individuals who use tobacco. (---------->meta-decidedly)
Risic and Prognostic Factors (---------->ortho-stigmata)
Temperamental. Individuals with externalizing personality traits are more likely to (---------->metaperforation)
initiate tobacco use. Children with attention-deficit/hyperactivity disorder or conduct (---------->parainterrupts)
disorder, and adults with depressive, bipolar, anxiety, personality, psychotic, or other (---------->paraknapp)
substance use disorders, are at higher risk of starting and continuing tobacco use and of tobacco (--------->para-altemative)
use disorder. (---------->ortho-aversion)
Environmental. Individuals with low incomes and low educational levels are more likely (---------->paramisarticulated)
to initiate tobacco use and are less likely to stop. (---------->ortho-levenson)
Genetic and physiological. Genetic factors contribute to the onset of tobacco use, the (---------->metakavitha)
continuation of tobacco use, and the development of tobacco use disorder, with a degree of (--------->para-disproportionately)
heritability equivalent to that observed with other substance use disorders (i.e., about (---------->parabrink)
50%). Some of this risk is specific to tobacco, and some is common with the vulnerability to (--------->meta-evokes)
developing any substance use disorder. (---------->meta-retable)
Culture-Related Diagnostic Issues (---------->para-schade)
Cultures and subcultures vary widely in their acceptance of the use of tobacco. The prevalence (--------->ortho-sjmiptoms)
of tobacco use declined in the United States from the 1960s through the 1990s, but (---------->metadyspnea)
this decrease has been less evident in African American and Hispanic populations. Also, (--------->meta-nonproductive)
smoking in developing countries is more prevalent than in developed nations. The degree (--------->ortho-deceptive)
to which these cultural differences are due to income, education, and tobacco control activities (--------->meta-defer)
in a country is unclear. Non-Hispanic white smokers appear to be more likely to (---------->ortho-setter)
develop tobacco use disorder than are smokers. Some ethnic differences may be biologically (--------->ortho-degeneration)
based. African American males tend to have higher nicotine blood levels for a given (---------->paraaccumulating)
number of cigarettes, and this might contribute to greater difficulty in quitting. Also, the (---------->orthoincomprehensible)
speed of nicotine metabolism is significantly different for whites compared with African (---------->paraffm)
Americans and can vary by genotypes associated with ethnicities. (---------->meta-incoherence)
Diagnostic Markers (---------->para-steinman)
Carbon monoxide in the breath, and nicotine and its metabolite cotinine in blood, saliva, or (--------->ortho-principled)
urine, can be used to measure the extent of current tobacco or nicotine use; however, these (--------->ortho-rawson)
are only weakly related to tobacco use disorder. (---------->ortho-candidly)
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Functional Consequences of Tobacco Use Disorder (---------->ortho-nurturing)
Medical consequences of tobacco use often begin when tobacco users are in their 40s and (--------->meta-nonsuicidal)
usually become progressively more debilitating over time. One-half of smokers who do (---------->paratoxicities)
not stop using tobacco will die early from a tobacco-related illness, and smoking-related (---------->paraersonal)
morbidity occurs in more than one-half of tobacco users. Most medical conditions result (---------->metaonslow)
from exposure to carbon monoxide, tars, and other non-nicotine components of tobacco. (--------->ortho-misinterpretations)
The major predictor of reversibility is duration of smoking. Secondhand smoke increases (--------->meta-categorization)
the risk of heart disease and cancer by 30%. Long-term use of nicotine medications does (--------->ortho-ejected)
not appear to cause medical harm. (---------->meta-dereahzation)
Comorbidity (---------->para-foreshadow)
The most common medical diseases from smoking are cardiovascular illnesses, chronic (--------->meta-shambhavi)
obstructive pulmonary disease, and cancers. Smoking also increases perinatal problems, (--------->para-alexithymia)
such as low birth weight and miscarriage. The most common psychiatric comorbidities are (--------->para-gauthier)
alcohol/substance, depressive, bipolar, anxiety, personality, and attention-deficit/hyperactivity (--------->meta-nonprogressive)
disorders. In individuals with current tobacco use disorder, the prevalence of current (---------->metamirtazapine)
alcohol, drug, anxiety, depressive, bipolar, and personality disorders ranges from (---------->metaruptured)
22% to 32%. Nicotine-dependent smokers are 2.7-8.1 times more likely to have these disorders (--------->meta-eccentricity)
than nondependent smokers, never-smokers, or ex-smokers. (---------->meta-xo)
Tobacco Withdrawal (---------->meta-cathi)
_____________ ^____________________________________________________________ (--------->para-rubio)
Diagnostic Criteria 292.0 (F17.203) (---------->meta-kollar)
A. Daily use of tobacco for at least several weeks. (---------->meta-tangentiality)
B. Abrupt cessation of tobacco use, or reduction in the amount of tobacco used, followed (--------->ortho-khatchikian)
within 24 hours by four (or more) of the following signs or symptoms: (---------->para-dishinhibited)
1. Irritability, frustration, or anger. (---------->meta-risking)
2. Anxiety. (---------->meta-nontransient)
3. Difficulty concentrating. (---------->ortho-faust)
4. Increased appetite. (---------->para-phenomenological)
5. Restlessness. (---------->meta-isolating)
6. Depressed mood. (---------->para-delimited)
7. Insomnia. (---------->para-colloquialism)
C. The signs or symptoms in Criterion B cause clinically significant distress or impairment (--------->ortho-parapkilic)
in social, occupational, or other important areas of functioning. (---------->para-enticing)
D. The signs or symptoms are not attributed to another medical condition and are not better (--------->ortho-prolonging)
explained by another mental disorder, including intoxication or withdrawal from another (---------->orthopharmacotherapy)
substance. (---------->para-stomachaches)
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Coding note: The ICD-9-CM code is 292.0. The ICD-10-CM code for tobacco withdrawal (--------->para-pressuring)
is F17.203. Note that the ICD-10-CM code indicates the comorbid presence of a moderate (--------->ortho-unforgiving)
or severe tobacco use disorder, reflecting the fact that tobacco withdrawal can only occur (--------->meta-willcutt)
in the presence of a moderate or severe tobacco use disorder. It is not permissible to code (--------->para-appendbc)
a comorbid mild tobacco use disorder with tobacco withdrawal.____________________ (---------->parainedibles)
Diagnostic Features (---------->para-ruegg)
Withdrawal symptoms impair the ability to stop tobacco use. The symptoms after abstinence (--------->para-deflated)
from tobacco are in large part due to nicotine deprivation. Symptoms are much (---------->para-inducgcl)
more intense among individuals who smoke cigarettes or use smokeless tobacco than (---------->paraanotiier)
among those who use nicotine medications. This difference in symptom intensity is likely (--------->meta-devine)
due to the more rapid onset and higher levels of nicotine with cigarette smoking. Tobacco (--------->meta-dagga)
withdrawal is common among daily tobacco users who stop or reduce but can also occur (--------->para-dube)
among nondaily users. Typically, heart rate decreases by 5-12 beats per minute in the first (--------->ortho-confidants)
few days after stopping smoking, and weight increases an average of 4-7 lb (2-3 kg) over (--------->para-internalizing)
the first year after stopping smoking. Tobacco withdrawal can produce clinically significant (--------->para-hallucinogenic)
mood changes and functional impairment. (---------->ortho-streamlined)
Associated Features Supporting Diagnosis (---------->meta-sydenham)
Craving for sweet or sugary foods and impaired performance on tasks requiring vigilance (--------->ortho-inflexible)
are associated with tobacco withdrawal. Abstinence can increase constipation, coughing, (--------->meta-phobic)
dizziness, dreaming/nightmares, nausea, and sore throat. Smoking increases the metabolism (--------->ortho-vasovagal)
of many medications used to treat mental disorders; thus, cessation of smoking can (---------->orthopremorbid)
increase the blood levels of these medications, and this can produce clinically significant (--------->para-borrov)
outcomes. This effect appears to be due not to nicotine but rather to other compounds in (--------->meta-kanner)
tobacco. (---------->para-bowley)
Prevalence (---------->ortho-tremor)
Approximately 50% of tobacco users who quit for 2 or more days will have symptoms that (--------->meta-correlates)
meet criteria for tobacco withdrawal. The most commonly endorsed signs and symptoms (--------->ortho-naugle)
are anxiety, irritability, and difficulty concentrating. The least commonly endorsed symptoms (--------->ortho-spect)
are depression and insomnia. (---------->meta-autoimmune)
Development and Course (---------->meta-convene)
Tobacco withdrawal usually begins within 24 hours of stopping or cutting down on tobacco (--------->ortho-zigman)
use, peaks at 2-3 days after abstinence, and lasts 2-3 weeks. Tobacco withdrawal (---------->parapomerantz)
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symptoms can occur among adolescent tobacco users, even prior to daily tobacco use. Prolonged (--------->ortho-assesses)
symptoms beyond 1 month are uncommon. (---------->ortho-ocd)
Risk and Prognostic Factors (---------->ortho-tuch)
Temperamental. Smokers with depressive disorders, bipolar disorders, anxiety disorders, (--------->meta-amgricsn)
attention-deficit/hyperactivity disorder, and other substance use disorders have (---------->paraaccelerates)
more severe withdrawal. (---------->ortho-overwhelmingly)
Genetic and physiological. Genotype can influence the probability of withdrawal upon (---------->orthobinik)
abstinence. (---------->ortho-pizzulli)
Diagnostic Markers (---------->meta-paraphilias)
Carbon monoxide in the breath, and nicotine and its metabolite cotinine in blood, saliva, or (--------->para-flawless)
urine, can be used to measure the extent of tobacco or nicotine use but are only weakly related (--------->para-azimipour)
to tobacco withdrawal. (---------->para-diaphragm)
Functional Consequences of Tobacco Withdrawal (---------->meta-hoge)
Abstinence from cigarettes can cause clinically significant distress. Withdrawal impairs (---------->orthohochang)
the ability to stop or control tobacco use. Whether tobacco withdrawal can prompt a new (--------->ortho-dissuaded)
mental disorder or recurrence of a mental disorder is debatable, but if this occurs, it would (--------->meta-phenocopy)
be in a small minority of tobacco users. (---------->meta-cortices)
Differential Diagnosis (---------->meta-romero)
The symptoms of tobacco withdrawal overlap with those of other substance withdrawal (---------->orthodemeanor)
syndromes (e.g., alcohol withdrawal; sedative, hypnotic, or anxiolytic withdrawal; stimulant (--------->para-fag)
withdrawal; caffeine withdrawal; opioid withdrawal); caffeine intoxication; anxiety, (---------->parabodner)
depressive, bipolar, and sleep disorders; and medication-induced akathisia. Admission to (--------->meta-gastroparesis)
smoke-free inpatient units or voluntary smoking cessation can induce withdrawal symptoms (--------->para-graf)
that mimic, intensify, or disguise other disorders or adverse effects of medications (---------->orthoacculturation)
used to treat mental disorders (e.g., irritability thought to be due to alcohol withdrawal (---------->metabarbiturate)
could be due to tobacco withdrawal). Reduction in symptoms with the use of nicotine (---------->parashinn)
medications confirms the diagnosis. (---------->para-zvi)
Other Tobacco-Induced Disorders (---------->para-sabine)
Tobacco-induced sleep disorder is discussed in the chapter "Sleep-Wake Disorders" (see (--------->ortho-stedge)
''Substance/Medication-Induced Sleep Disorder"). (---------->meta-neylan)
Unspecified Tobacco-Related Disorder (---------->meta-appraise)
^ 292.9 (F17.209) (---------->meta-staffs)
This category applies to presentations in which symptoms characteristic of a tobaccorelated (--------->ortho-gelfond)
disorder that cause clinically significant distress or impairment in social, occupational, (---------->paramgclic)
or other important areas of functioning predominate but do not meet the full criteria (---------->metaidiom)
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for any specific tobacco-related disorder or any of the disorders in the substance-related (--------->meta-bogue)
and addictive disorders diagnostic class. (---------->meta-inertia)
Other (or Unknown) (---------->meta-postponing)
Substance-Related Disorders (---------->ortho-dimethoxy)
Other (or Unknown) Substance Use Disorder (---------->meta-misdiagnosed)
Other (or Unknown) Substance Intoxication (---------->para-expiated)
Other (or Unknown) Substance Withdrawal (---------->ortho-intermixing)
Other (or Unknown) Substance-Induced Disorders (---------->para-seductive)
Unspecified Other (or Unknown) Substance-Related Disorder (---------->ortho-harmonize)
Other (or Unknown) Substance Use Disorder (---------->ortho-shaywitz)
Diagnostic Criteria (---------->meta-facto)
A. A problematic pattern of use of an intoxicating substance not able to be classified (---------->orthoreactivation)
within the alcohol; caffeine; cannabis; hallucinogen (phencyclidine and others); inhalant; (--------->meta-inferences)
opioid; sedative, hypnotic, or anxiolytic; stimulant; or tobacco categories and leading (---------->orthodimensionality)
to clinically significant impairment or distress, as manifested by at least two of the (---------->metacomplicating)
following, occurring within a 12-month period: (---------->ortho-manifested)
1. The substance is often taken in larger amounts or over a longer period than was (---------->parabliwise)
intended. (---------->para-hopeless)
2. There is a persistent desire or unsuccessful efforts to cut down or control use of the (---------->metabucholz)
substance. (---------->ortho-incoherence)
3. A great deal of time is spent in activities necessary to obtain the substance, use the (---------->parakissell)
substance, or recover from its effects. (---------->ortho-genderrelated)
4. Craving, or a strong desire or urge to use the substance. (---------->ortho-foiiowing)
5. Recurrent use of the substance resulting in a failure to fulfill major role obligations (---------->paraspect)
at work, school, or home. (---------->para-congruent)
6. Continued use of the substance despite having persistent or recurrent social or interpersonal (--------->meta-menninga)
problems caused or exacerbated by the effects of its use. (---------->meta-mcquistion)
7. Important social, occupational, or recreational activities are given up or reduced because (--------->ortho-exhibitionistic)
of use of the substance. (---------->meta-ina)
8. Recurrent use of the substance in situations in which it is physically hazardous. (---------->metapurport)
9. Use of the substance is continued despite knowledge of having a persistent or recurrent (--------->para-mephedrone)
physical or psychological problem that is likely to have been caused or exacerbated (---------->orthorhythmic)
by the substance. (---------->ortho-mgclic)
10. Tolerance, as defined by either of the following: (---------->para-thes)
a. A need for markedly increased amounts of the substance to achieve intoxication (---------->metaverg)
or desired effect. (---------->ortho-reversibility)
b. A markedly diminished effect with continued use of the same amount of the substance. (--------->meta-falsifying)
11. Withdrawal, as manifested by either of the following: (---------->para-foxpz)
a. The characteristic withdrawal syndrome for other (or unknown) substance (refer to (---------->metapropellant)
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Criteria A and B of the criteria sets for other [or unknown] substance withdrawal, (---------->paragreenspan)
p. 583). (---------->ortho-celeste)
b. The substance (or a closely related substance) is taken to relieve or avoid withdrawal (--------->ortho-perpetuation)
symptoms. (---------->meta-voore)
Specify if: (---------->meta-fugue)
In early remission: After full criteria for other (or unknown) substance use disorder were (---------->orthorecollect)
previously met, none of the criteria for other (or unknown) substance use disorder have (---------->metaggt)
been met for at least 3 months but for less than 12 months (with the exception that Criterion (--------->ortho-differentiating)
A4, “Craving, or a strong desire or urge to use the substance,” may be met). (---------->orthospeculative)
In sustained remission: After full criteria for other (or unknown) substance use disorder (---------->paraconcomitant)
were previously met, none of the criteria for other (or unknown) substance use disorder (---------->metapikonis)
have been met at any time during a period of 12 months or longer (with the (---------->ortho-irreversibly)
exception that Criterion A4, “Craving, or a strong desire or urge to use the substance,” (---------->orthobollinger)
may be met). (---------->ortho-cuiture)
Specify if: (---------->ortho-thiht)
In a controlled environment: This additional specifier is used if the individual is in an (---------->orthoatrial)
environment where access to the substance is restricted. (---------->meta-lom)
Coding based on current severity: Note for ICD-10-CM codes: If an other (or unknown) substance (--------->meta-nonphysical)
intoxication, other (or unknown) substance withdrawal, or another other (or unknown) (---------->orthobinges)
substance-induced mental disorder is present, do not use the codes below for other (or unknown) (--------->meta-manipulativeness)
substance use disorder. Instead, the comorbid other (or unknown) substance use disorder (--------->meta-cassandra)
is indicated in the 4th character of the other (or unknown) substance-induced disorder (---------->metamahesh)
code (see the coding note for other (or unknown) substance intoxication, other (or unknown) (--------->para-joachim)
substance withdrawal, or specific other (or unknown) substance-induced mental disorder). (--------->ortho-unintelligent)
For example, if there is comotbid other (or unknown) substance-induced depressive disorder (--------->para-depersonaiization)
and other (or unknown) substance use disorder, only the other (or unknown) substanceinduced (--------->ortho-motsinger)
depressive disorder code is given, with the 4th character indicating whether the comorbid (--------->ortho-cannavo)
other (or unknown) substance use disorder is mild, moderate, or severe: FI 9.14 for (---------->orthobieber)
other (or unknown) substance use disorder with other (or unknown) substance-induced depressive (--------->ortho-lsd)
disorder or FI 9.24 for a moderate or severe other (or unknown) substance use disorder (---------->paramoodincongruent)
with other (or unknown) substance-induced depressive disorder. (---------->meta-gepirone)
Specify current severity: (---------->ortho-iravis)
305.90 (FI 9.10) Mild: Presence of 2 -3 symptoms. (---------->para-modifiers)
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304.90 (FI 9.20) Moderate: Presence of 4-5 symptoms. (---------->para-clinging)
304.90 (F19.20) Severe: Presence of 6 or more symptoms. (---------->meta-manifestation)
Specifiers (---------->para-alvaro)
In a controlled environment applies as a further specifier of remission if the individual is (---------->paraiulild)
both in remission and in a controlled environment (i.e., in early remission in a controlled (---------->parabuttocks)
environment or in sustained remission in a controlled environment). Examples of these (---------->parakidnapped)
environments are closely supervised and substance-free jails, therapeutic communities, (---------->paramalinda)
and locked hospital units. (---------->para-liallucinations)
Diagnostic Features (---------->ortho-juxtaposed)
The diagnostic dass other (or unknown) substance use and related disorders comprises (---------->paracellulitis)
substance-related disorders unrelated to alcohol; caffeine; cannabis; hallucinogens (phencyclidine (--------->para-skariah)
and others); inhalants; opioids; sedative, hypnotics, or anxiolytics; stimulants (---------->para-obstruct)
(including amphetamine and cocaine); or tobacco. Such substances include anabolic steroids; (--------->para-rewrites)
nonsteroidal anti-inflammatory drugs; cortisol; antiparkinsonian medications; antihistamines; (--------->para-dennihan)
nitrous oxide; amyl-, butyl-, or isobutyl-nitrites; betel nut, which is chewed (---------->ortho-aiodolytic)
in many cultures to produce mild euphoria and a floating sensation; kava (from a South (---------->metaunfaithful)
Pacific pepper plant), which produces sedation, incoordination, weight loss, mild hepatitis, (--------->para-erotomanie)
and lung abnormalities; or cathinones (including khât plant agents and synthetic chemical (--------->meta-ibarra)
derivatives) that produce stimulant effects. Unknown substance-related disorders are (---------->orthoroula)
associated with unidentified substances, such as intoxications in which the individual cannot (--------->meta-nonambiguous)
identify the ingested drug, or substance use disorders involving either new, black market (--------->para-gestures)
drugs not yet identified or familiar drugs illegally sold under false names. (---------->ortho-attuned)
Other (or unknown) substance use disorder is a mental disorder in which repeated use (---------->metaspeculated)
of an other or unknown substance typically continues, despite the individual's knowing (---------->orthooveractivity)
that the substance is causing serious problems for the individual. Those problems are reflected (--------->meta-rightsided)
in the diagnostic criteria. When the substance is known, it should be reflected in the (---------->paraimpulsivity)
name of the disorder upon coding (e.g., nitrous oxide use disorder). (---------->meta-jayne)
Associated Features Supporting Diagnosis (---------->meta-neurologic)
A diagnosis of other (or unknown) substance use disorder is supported by the individual's (--------->meta-arousals)
statement that the substance involved is not among the nine classes listed in this chapter; by recurring
(---------->para-pharmacological)
episodes of intoxication with negative results in standard drug screens (which may not (---------->metasurreptitious)
detect new or rarely used substances); or by the presence of symptoms characteristic of an unidentified
(---------->meta-aberrations)
substance that has newly appeared in the individual's community. (---------->para-palate)

DSM-UPAX

950

Because of increased access to nitrous oxide ("laughing gas"), membership in certain (---------->orthoaltman)
populations is associated with diagnosis of nitrous oxide use disorder. The role of this gas (--------->ortho-avocations)
as an anesthetic agent leads to misuse by some medical and dental professionals. Its use as (--------->meta-mokhtar)
a propellant for commercial products (e.g., whipped cream dispensers) contributes to (---------->parareassignment)
misuse by food service workers. With recent widespread availability of the substance in (---------->parascatologia)
whippet cartridges for use in home whipped cream dispensers, nitrous oxide misuse by (---------->metasureyya)
adolescents and young adults is significant, especially among those who also inhale volatile (--------->meta-unmanageable)
hydrocarbons. Some continuously using individuals, inhaling from as many as 240 (---------->orthopreferentially)
whippets per day, may present with serious medical complications and mental conditions, (--------->meta-nervousness)
including myeloneuropathy, spinal cord subacute combined degeneration, peripheral (---------->orthoovenwhelmed)
neuropathy, and psychosis. These conditions are also associated with a diagnosis of nitrous (--------->para-bullies)
oxide use disorder. (---------->para-eccentricities)
Use of amyl-, butyl-, and isobutyl nitrite gases has been observed among homosexual (---------->parasubtyped)
men and some adolescents, especially those with conduct disorder. Membership in these (--------->ortho-phosphokinase)
populations may be associated with a diagnosis of amyl-, butyl-, or isobutyl-nitrite use disorder. (--------->ortho-sachdev)
However, it has not been determined that these substances produce a substance use (---------->orthocranial)
disorder. Despite tolerance, these gases may not alter behavior through central effects, and (--------->meta-differentiates)
they may be used only for their peripheral effects. (---------->meta-hypopneas)
Substance use disorders generally are associated with elevated risks of suicide, but there (--------->para-selfinjury)
is no evidence of unique risk factors for suicide with other (or unknown) substance use (---------->metadescriptively)
disorder. (---------->ortho-mckean)
Prevaience (---------->meta-genitalia)
Based on extremely limited data, the prevalence of other (or unknown) substance use disorder (--------->meta-nonanmestic)
is likely lower than that of use disorders involving the nine substance classes in this chapter. (--------->meta-dislnhlbmon)
Development and Course (---------->meta-thyrotoxicosis)
No single pattern of development or course characterizes the pharmacologically varied (---------->orthoalo)
other (or unknown) substance use disorders. Often unknown substance use disorders will (--------->ortho-clinging)
be reclassified when the unknown substance eventually is identified. (---------->ortho-rlunggi)
Risk and Prognostic Factors (---------->ortho-hypocapneic)
Risk and prognostic factors for other (or unknown) substance use disorders are thought to (--------->meta-stabbing)
be similar to those for most substance use disorders and include the presence of any other (--------->para-greenspan)
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substance use disorders, conduct disorder, or antisocial personality disorder in the individual (--------->para-vuhierability)
or the individual's family; early onset of substance problems; easy availability of (---------->parapainstaking)
the substance in the individual's environment; childhood maltreatment or trauma; and evidence (--------->ortho-adaptable)
of limited early self-control and behavioral disinhibition. (---------->ortho-brl)
Cuiture-Reiated Diagnostic issues (---------->meta-holaway)
Certain cultures may be associated with other (or unknown) substance use disorders involving (--------->meta-subsumed)
specific indigenous substances within the cultural region, such as betel nut. (---------->para-luthra)
Diagnostic iViaricers (---------->para-dikmen)
Urine, breath, or saliva tests may correctly identify a commonly used substance falsely (---------->orthonomenclature)
sold as a novel product. However, routine clinical tests usually cannot identify truly unusual (--------->para-basements)
or new substances, which may require testing in specialized laboratories. (---------->meta-slighted)
Differential Diagnosis (---------->ortho-waiter)
Use of Other or unknown substances without meeting criteria for other (or unknown) (---------->orthocommunicates)
substance use disorder. Use of unknown substances is not rare among adolescents, but (--------->ortho-stabbing)
most use does not meet the diagnostic standard of two or more criteria for other (or unknown) (--------->para-perceptual)
substance use disorder in the past year. (---------->para-icf)
Substance use disorders. Other (or unknown) substance use disorder may co-occur (---------->orthosensitization)
with various substance use disorders, and the symptoms of the disorders may be similar (--------->meta-implying)
and overlapping. To disentangle symptom patterns, it is helpful to inquire about which (---------->metaunappreciated)
symptoms persisted during periods when some of the substances were not being used. (---------->paraeyebrows)
Other (or unknown) substance/medication-induced disorder. This diagnosis should (---------->paraguilherme)
be differentiated from instances when the individual's symptoms meet full criteria for one (--------->meta-psycliotic)
of the following disorders, and that disorder is caused by an other or unknown substance: (--------->ortho-cavazos)
delirium, major or mild neurocognitive disorder, psychotic disorder, depressive disorder, (---------->parainpatients)
anxiety disorder, sexual dysfunction, or sleep disorder. (---------->ortho-diaphoresis)
Other medical conditions. Individuals with substance use disorders, including other (---------->metarephrased)
(or unknown) substance use disorder, may present with symptoms of many medical disorders. (--------->ortho-raja)
These disorders also may occur in the absence of other (or unknown) substance use (---------->orthomarcotte)
disorder. A history of little or no use of other or unknown substances helps to exclude (---------->orthouncorrected)
other (or unknown) substance use disorder as the source of these problems. (---------->meta-familially)
Comorbidity (---------->para-kroenke)
Substance use disorders, including other (or unknown) substance use disorder, are commonly (--------->para-diagnosable)
comorbid with one another, with adolescent conduct disorder and adult antisocial (---------->metaabulseoud)
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personality disorder, and with suicidal ideation and suicide attempts. (---------->meta-ramaswamy)
Other (or Unknown) Substance Intoxication (---------->ortho-sherrie)
------------------- ^______________________________________________________ (---------->orthodelusion)
Diagnostic Criteria (---------->meta-differentially)
A. The development of a reversible substance-specific syndrome attributable to recent ingestion (--------->para-encopresis)
of (or exposure to) a substance that is not listed elsewhere or is unknown. (---------->ortho-kermeth)
B. Clinically significant problematic behavioral or psychological changes that are attributable (--------->para-careless)
to the effect of the substance on the central nervous system (e.g., impaired motor (---------->metadissatisfied)
coordination, psychomotor agitation or retardation, euphoria, anxiety, belligerence, (---------->metafailings)
mood lability, cognitive impairment, impaired judgment, social withdrawal) and develop (---------->metahallinarks)
during, or shortly after, use of the substance. (---------->ortho-faye)
C. The signs or symptoms are not attributable to another medical condition and are not better (--------->ortho-grimacing)
explained by another mental disorder, including intoxication with another substance. (---------->orthooverreport)
Coding note: The ICD-9-CM code is 292.89. The ICD-10-CM code depends on whether (---------->orthoharmed)
there is a comorbid other (or unknown) substance use disorder involving the same substance. (--------->ortho-stupidity)
If a mild other (or unknown) substance use disorder is comorbid, the ICD-10-CM (---------->orthoizophren)
code is FI 9.129, and if a moderate or severe other (or unknown) substance use disorder is (--------->meta-tliat)
comorbid, the ICD-10-CM code is FI 9.229. If there is no comorbid other (or unknown) substance (--------->para-kingsbury)
use disorder involving the same substance, then the ICD-10-CM code is F19.929. (---------->orthodabrick)
Note: For information on Risk and Prognostic Factors, Culture-Related Diagnostic Issues, (--------->ortho-recollection)
and Diagnostic Markers, see the corresponding sections in other (or unknown) substance (--------->meta-emasculinization)
use disorder. (---------->ortho-oxycodone)
Diagnostic Features (---------->para-metimes)
Other (or unknown) substance intoxication is a clinically significant mental disorder that (---------->orthodysmorphophobia)
develops during, or immediately after, use of either a) a substance not elsewhere addressed (--------->para-volimtary)
in this chapter (i.e., alcohol; caffeine; cannabis; phencyclidine and other hallucinogens; (---------->orthobanging)
inhalants; opioids; sedatives, hypnotics, or anxiolytics; stimulants; or tobacco) or (---------->paraincapacitated)
b) an unknown substance. If the substance is known, it should be reflected in the name of (--------->ortho-bumping)
the disorder upon coding. (---------->meta-chronicity)
Application of the diagnostic criteria for other (or unknown) substance intoxication is (---------->orthoautogynephilia)
very challenging. Criterion A requires development of a reversible "substance-specific (---------->metadelineation)
syndrome," but if the substance is unknown, that syndrome usually will be unknown. To (---------->orthoconceptualizations)
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resolve this conflict, clinicians may ask the individual or obtain collateral history as to (---------->orthoshghtly)
whether the individual has experienced a similar episode after using substances with the (--------->meta-negativism)
same "street" name or from the same source. Similarly, hospital emergency departments (--------->para-cirona)
sometimes recognize over a few days numerous presentations of a severe, unfamiliar intoxication (--------->meta-hypercapneic)
syndrome from a newly available, previously unknown substance. Because of (---------->para-llfilll)
the great variety of intoxicating substances. Criterion B can provide only broad examples (--------->ortho-tachypnea)
of signs and symptoms from some intoxications, with no threshold for the number of (---------->parasyntonic)
symptoms required for a diagnosis; clinical judgment guides those decisions. Criterion C (--------->meta-spontaneity)
requires ruling out other medical conditions, mental disorders, or intoxications. (---------->metaconfronts)
Prevalence (---------->meta-disdain)
The prevalence of other (or unknown) substance intoxication is unknown. (---------->para-egregious)
Development and Course (---------->para-haloperidol)
Intoxications usually appear and then peak minutes to hours after use of the substance, but (--------->para-straebler)
the onset and course vary with the substance and the route of administration. Generally, (--------->para-friedl)
substances used by pulmonary inhalation and intravenous injection have the most rapid (--------->ortho-iilll)
onset of action, while those ingested by mouth and requiring metabolism to an active (---------->metavardi)
product are much slower. (For example, after ingestion of certain mushrooms, the first (---------->metasartorius)
signs of an eventually fatal intoxication may not appear for a few days.) Intoxication effects (--------->para-immature)
usually resolve within hours to a very few days. However, the body may completely (---------->meta-iol)
eliminate an anesthetic gas such as nitrous oxide just minutes after use ends. At the other (--------->para-nongenetic)
extreme, some "hit-and-run" intoxicating substances poison systems, leaving permanent (--------->meta-janeane)
impairments. For example, MPTP (l-methyl-4-phenyl-l,2,3,6-tetrahydropyridine), a contaminating (--------->meta-inexplicable)
by-product in the synthesis of a certain opioid, kills dopaminergic cells and induces (---------->paraclairvoyance)
permanent parkinsonism in users who sought opioid intoxication. (---------->meta-opioidinduced)
Functional Consequences of (---------->meta-commensurate)
Other (or Unknown) Substance Intoxication (---------->meta-amoia)
Impairment from intoxication with any substance may have serious consequences, including (--------->ortho-suppressibility)
dysfunction at work, social indiscretions, problems in interpersonal relationships, failure (---------->metaincongruence)
to fulfill role obligations, traffic accidents, fighting, high-risk behaviors (i.e., having (---------->paragagnon)
unprotected sex), and substance or medication overdose. The pattern of consequences will (--------->meta-disorganized)
vary with the particular substance. (---------->para-dysphoria)
Differential Diagnosis (---------->ortho-amotivational)
Use of Other or unknown substance, without meeting criteria for other (or unknown) (---------->orthosmearing)
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substance intoxication. The individual used an other or unknown substance(s), but the (---------->paratamoxifen)
dose was insufficient to produce symptoms that meet the diagnostic criteria required for (---------->orthoasymmetrically)
the diagnosis. (---------->para-approximates)
Substance intoxication or other substance/medication-induced disorders. Familiar substances (--------->ortho-exploitative)
may be sold in the black market as novel products, and individuals may experience (---------->metaresolves)
intoxication from those substances. History, toxicology screens, or chemical testing of the (--------->para-francesca)
substance itself may help to identify it. (---------->ortho-strassnig)
Different types of other (or unknown) substance-related disorders. Episodes of other (---------->orthoorthopnea)
(or unknown) substance intoxication may occur during, but are distinct from, other (or unknown) (--------->para-irrepressible)
substance use disorder, unspecified other (or unknown) substance-related disorder, (---------->paramotoric)
and other (or unknown) substance-induced disorders. (---------->ortho-macallister)
Other toxic, metabolic, traumatic, neoplastic, vascular, or infectious disorders that impair (--------->para-obstruct)
brain function and cognition. Numerous neurological and other medical conditions may (---------->orthoarme)
produce rapid onset of signs and symptoms mimicking those of intoxications, including the (--------->ortho-nuchae)
examples in Criterion B. Paradoxically, drug withdrawals also must be ruled out, because, for (--------->meta-sequentially)
example, lethargy may indicate withdrawal from one drug or intoxication with another drug. (--------->para-methylamphetamine)
Comorbidity (---------->para-reassessment)
As with all substance-related disorders, adolescent conduct disorder, adult antisocial personality (--------->para-lichen)
disorder, and other substance use disorders tend to co-occur with other (or unknown) (---------->orthohydrochloride)
substance intoxication. (---------->meta-vigor)
Other (or Unknown) Substance Withdrawal (---------->meta-cluff)
Diagnostic Criteria 292.0 (F19.239) (---------->para-multisensory)
A. Cessation of (or reduction in) use of a substance that has been heavy and prolonged. (--------->meta-mockery)
B. The development of a substance-specific syndrome shortly after the cessation of (or (---------->orthosyncope)
reduction in) substance use. (---------->meta-flamboyant)
C. The substance-specific syndrome causes clinically significant distress or impairment (---------->paranoises)
in social, occupational, or other important areas of functioning. (---------->meta-chadwick)
D. The symptoms are not attributable to another medical condition and are not better explained (--------->meta-denney)
by another mental disorder, including withdrawal from another substance. (---------->paramedicationinduced)
E. The substance involved cannot be classified under any of the other substance categories (--------->para-digitorum)
(alcohol; caffeine; cannabis; opioids; sedatives, hypnotics, or anxiolytics; stimulants; (---------->orthoconnote)
or tobacco) or is unknown. (---------->meta-jitteriness)
Coding note: The ICD-9-CM code is 292.0. The ICD-10-CM code for other (or unknown) substance (--------->ortho-bellville)
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withdrawal is F19.239. Note that the ICD-10-CM code indicates the comorbid presence (---------->orthodarcy)
of a moderate or severe other (or unknown) substance use disorder. It is not permissible to (--------->meta-abadi)
code a comorbid mild other (or unknown) substance use disorder with other (or unknown) substance (--------->para-delatorre)
withdrawal. (---------->meta-comprehensiveness)
Note: For information on Risk and Prognostic Factors and Diagnostic Markers, see the corresponding (--------->ortho-calibrated)
sections in other (or unknown) substance use disorder. (---------->ortho-neurogenic)
Diagnostic Features (---------->ortho-kircanski)
Other (or unknown) substance withdrawal is a clinically significant mental disorder that (---------->metaclostridium)
develops during, or within a few hours to days after, reducing or terminating dosing with (---------->orthosciiizophreniform)
a substance (Criteria A and B). Although recent dose reduction or termination usually is (---------->paraapneic)
clear in the history, other diagnostic procedures are very challenging if the drug is unknown. (--------->para-iring)
Criterion B requires development of a "substance-specific syndrome" (i.e., the individual's (--------->ortho-tbis)
signs and symptoms must correspond with the known withdrawal syndrome (---------->para-mediate)
for the recently stopped drug)—a requirement that rarely can be met with an unknown (---------->orthostimulantrelated)
substance. Consequently, clinical judgment must guide such decisions when information (--------->ortho-micrograms)
is this limited. Criterion D requires ruling out other medical conditions, mental disorders, (---------->parawakes)
or withdrawals from familiar substances. When the substance is known, it should be reflected (--------->para-ardolf)
in the name of the disorder upon coding (e.g., betel nut withdrawal). (---------->ortho-arme)
Prevaience (---------->meta-kellie)
The prevalence of other (or unknown) substance withdrawal is unknown. (---------->meta-sectionally)
Deveiopment and Course (---------->ortho-maritza)
Withdrawal signs commonly appear some hours after use of the substance is terminated, (--------->ortho-methemoglobinemia)
but the onset and course vary greatly, depending on the dose typically used by the person (--------->ortho-familially)
and the rate of elimination of the specific substance from the body. At peak severity, withdrawal (--------->meta-overdoses)
symptoms from some substances involve only moderate levels of discomfort, (---------->paracentrifugal)
whereas withdrawal from other substances may be fatal. Withdrawal-associated dysphoria (--------->meta-socioculturally)
often motivates relapse to substance use. Withdrawal symptoms slowly abate over (---------->parahypotonia)
days, weeks, or months, depending on the particular drug and doses to which the individual (--------->ortho-dystrophy)
became tolerant. (---------->para-nonlewy)
Cuiture-Reiated Diagnostic issues (---------->para-kuhl)
Culture-related issues in diagnosis will vary with the particular substance. (---------->para-failings)
Functional Consequences of (---------->meta-disliked)
Other (or Unknown) Substance Withdrawal (---------->ortho-hallucinogeninduced)
Withdrawal from any substance may have serious consequences, including physical signs (--------->meta-dextroamphetamine)

DSM-UPAX

956

and symptoms (e.g., malaise, vital sign changes, abdominal distress, headache), intense (--------->para-reversibility)
drug craving, anxiety, depression, agitation, psychotic symptoms, or cognitive impairments. (--------->meta-interrelationships)
These consequences may lead to problems such as dysfunction at work, problems in interpersonal (--------->ortho-ensues)
relationships, failure to fulfill role obligations, traffic accidents, fighting, highrisk (---------->metacooccurs)
behavior (e.g., having unprotected sex), suicide attempts, and substance or medication (---------->orthoutterances)
overdose. The pattern of consequences will vary with the particular substance. (---------->para-sanjaya)
Differential Diagnosis (---------->ortho-leukocyte)
Dose reduction after extended dosing, but not meeting the criteria for other (or unknown) (--------->meta-refinements)
substance withdrawal. The individual used other (or unknown) substances, (---------->para-fugue)
but the dose that was used was insufficient to produce symptoms that meet the criteria required (--------->para-nonpurposive)
for the diagnosis. (---------->meta-modulate)
Substance withdrawal or other substance/medication-induced disorders. Familiar (---------->ortho-dhatu)
substances may be sold in the black market as novel products, and individuals may experience (--------->ortho-anotlier)
withdrawal when discontinuing those substances. History, toxicology screens, or (---------->orthounemotional)
chemical testing of the substance itself may help to identify it. (---------->para-kieine)
Different types of other (or unknown) substance-related disorders. Episodes of other (---------->metaimild)
(or unknown) substance withdrawal may occur during, but are distinct from, other (or unknown) (--------->ortho-encountering)
substance use disorder, unspecified other (or unknown) substance-related disorder, (---------->metaonno)
and unspecified other (or unknown) substance-induced disorders. (---------->ortho-tania)
Other toxic, metabolic, traumatic, neoplastic, vascular, or infectious disorders that impair (--------->para-budney)
brain function and cognition. Numerous neurological and other medical conditions (---------->metamicrohemorrhages)
may produce rapid onset of signs and symptoms mimicking those of withdrawals. (---------->orthodeceitful)
Paradoxically, drug intoxications also must be ruled out, because, for example, lethargy (---------->metajealousy)
may indicate withdrawal from one drug or intoxication with another drug. (---------->ortho-ventilatory)
Comorbidity (---------->meta-alanine)
As with all substance-related disorders, adolescent conduct disorder, adult antisocial personality (--------->para-dispensers)
disorder, and other substance use disorders likely co-occur with other (or unknown) (---------->paranding)
substance withdrawal. (---------->meta-suicides)
Other (or Unknown) (---------->meta-raj)
Substance-Induced Disorders (---------->para-tarbell)
Because the category of other or unknown substances is inherently ill-defined, the extent (--------->ortho-forerunner)
and range of induced disorders are uncertain. Nevertheless, other (or unknown) substance- (--------->meta-echopraxia)
induced disorders are possible and are described in other chapters of the manual (---------->paraexaggerate)
with disorders with which they share phenomenology (see the substance/medicationinduced (--------->meta-depressions)
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mental disorders in these chapters): other (or unknown) substance-induced psychotic (---------->metaindiscriminate)
disorder ("Schizophrenia Spectrum and Other Psychotic Disorders"); other (or unknown (---------->metacomparatively)
substance-induced bipolar disorder ("Bipolar and Related Disorders"); other (or (---------->parahydrochloride)
unknown) substance-induced depressive disorder ("Depressive Disorders"); other (or (---------->orthoresembling)
unknown) substance-induced anxiety disorders ("Anxiety Disorders"); other (or unknown) (--------->meta-trivedi)
substance-induced obsessive-compulsive disorder ("Obsessive-Compulsive and (---------->paraswallowed)
Related Disorders"); other (or unknown) substance-induced sleep disorder ("Sleep-Wake (--------->meta-binge)
Disorders"); other (or unknown) substance-induced sexual dysfunction ("Sexual Dysfunctions"); (--------->para-hypochondriasis)
an(J other (or unknown) substance/medication-induced major or mild neurocognitive (---------->paraatrophy)
disorder ("Neurocognitive Disorders"). For other (or unknown) substanceinduced (---------->metadissociative)
intoxication delirium and other (or unknown) substance-induced withdrawal (---------->ortho-pudendal)
delirium, see the criteria and discussion of delirium in the chapter "Neurocognitive Disorders." (--------->meta-tiefer)
These other (or unknown) substance-induced disorders are diagnosed instead of (---------->parainfallible)
other (or unknown) substance intoxication or other (or unknown) substance withdrawal (---------->orthoschizophreni)
only when the symptoms are sufficiently severe to warrant independent clinical attention. (--------->para-rti)
Unspecified Other (or Unknown) (---------->ortho-recency)
Substance-Related Disorder (---------->meta-bleiberg)
292.9 (F19.99) (---------->meta-conspired)
This category applies to presentations in which symptoms characteristic of an other (or unknown) (--------->meta-agerelated)
substance-related disorder that cause clinically significant distress or impairment (---------->metarapport)
in social, occupational, or other important areas of functioning predominate but do not (---------->orthoimpairments)
meet the full criteria for any specific other (or unknown) substance-related disorder or any (--------->ortho-posturing)
of the disorders in the substance-related disorders diagnostic class. (---------->ortho-unmask)
Non-Substance-Related Disorders (---------->meta-rajendran)
Gambling Disorder (---------->ortho-amplify)
Diagnostic Criteria 312.31 (F63.0) (---------->para-validators)
A. Persistent and recurrent problematic gambling behavior leading to clinically significant (--------->para-infarct)
impairment or distress, as indicated by the individual exhibiting four (or more) of the following (--------->meta-suffice)
in a 12-month period: (---------->para-peioonality)
1. Needs to gamble with increasing amounts of money in order to achieve the desired (---------->parabuiimia)
excitement. (---------->para-basements)
2. Is restless or irritable when attempting to cut down or stop gambling. (---------->ortho-yusko)
3. Has made repeated unsuccessful efforts to control, cut back, or stop gambling. (---------->paracentrality)
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4. Is often preoccupied with gambling (e.g., having persistent thoughts of reliving past (---------->orthoorgasmic)
gambling experiences, handicapping or planning the next venture, thinking of ways (---------->metaallele)
to get money with which to gamble). (---------->para-bereavement)
5. Often gambles when feeling distressed (e.g., helpless, guilty, anxious, depressed). (---------->parafimctioning)
6. After losing money gambling, often returns another day to get even (“chasing” one’s (---------->orthoalleviated)
losses). (---------->para-enacting)
7. Lies to conceal the extent of involvement with gambling. (---------->meta-obsessions)
8. Has jeopardized or lost a significant relationship, job, or educational or career opportunity (--------->para-orally)
because of gambling. (---------->para-precipitates)
9. Relies on others to provide money to relieve desperate financial situations caused (---------->paraheitkamp)
by gambling. (---------->meta-sympathomimetics)
B. The gambling behavior is not better explained by a manic episode. (---------->meta-vestibular)
Specify if: (---------->meta-beckwith)
Episodic: Meeting diagnostic criteria at more than one time point, witli symptoms subsiding (--------->meta-tihalia)
between periods of gambling disorder for at least several months. (---------->meta-preferring)
Persistent: Experiencing continuous symptoms, to meet diagnostic criteria for multiple (---------->orthokothare)
years. (---------->ortho-neurotoxin)
Specify if: (---------->meta-blunting)
in eariy remission: After full criteria for gambling disorder were previously met, none (---------->metacyclohexamine)
of the criteria for gambling disorder have been met for at least 3 months but for less (---------->parajoachim)
than 12 months. (---------->para-spence)
in sustained remission: After full criteria for gambling disorder were previously met, (---------->paraoveruse)
none of the criteria for gambling disorder have been met during a period of 12 months (---------->paraeviction)
or longer. (---------->ortho-colman)
Specify current severity: (---------->para-cfi)
Mild: 4-5 criteria met. (---------->ortho-bhati)
iModerate: 6-7 criteria met. (---------->ortho-summing)
Severe: 8-9 criteria met. (---------->meta-underdeveloped)
Note: Although some behavioral conditions that do not involve ingestion of substances (---------->metapuberty)
have similarities to substance-related disorders, only one disorder—gambling disorder— (--------->ortho-pharmacological)
has sufficient data to be included in this section. (---------->para-talkative)
Specifiers (---------->meta-dismissive)
Severity is based on the number of criteria endorsed. Individuals with mild gambling disorder (--------->ortho-matin)
may exhibit only 4-5 of the criteria, with the most frequently endorsed criteria usually (---------->paraoveraroused)
related to preoccupation with gambling and "chasing" losses. Individuals with (---------->para-orally)
moderately severe gambling disorder exhibit more of the criteria (i.e., 6-7). Individuals (---------->metanggi)
with the most severe form will exhibit all or most of the nine criteria (i.e., 8-9). Jeopardizing (--------->para-wamboldt)
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relationships or career opportunities due to gambling and relying on others to provide (---------->orthocoincided)
money for gambling losses are typically the least often endorsed criteria and most often occur (--------->ortho-isoniazid)
among those with more severe gambling disorder. Furthermore, individuals presenting (---------->orthomisdiagnosis)
for treatment of gambling disorder typically have moderate to severe forms of the (---------->parastabihty)
disorder. (---------->ortho-forstein)
Diagnostic Features (---------->para-hettema)
Gambling involves risking something of value in the hopes of obtaining something of (---------->parapathological)
greater value. In many cultures, individuals gamble on games and events, and most do so (--------->ortho-complicate)
without experiencing problems. However, some individuals develop substantial impairment (--------->ortho-embarassment)
related to their gambling behaviors. The essential feature of gambling disorder is (---------->orthoblumkin)
persistent and recurrent maladaptive gambling behavior that disrupts personal, family, (---------->metainterstitial)
and/or vocational pursuits (Criterion A). Gambling disorder is defined as a cluster of four (--------->ortho-kaufstein)
or more of the symptoms listed in Criterion A occurring at any time in the same 12-month (--------->para-syndromes)
period. (---------->ortho-integrative)
A pattern of "chasing one's losses" may develop, with an urgent need to keep gambling (---------->parahypoemotionality)
(often with the placing of larger bets or the taking of greater risks) to undo a loss or (---------->orthohttle)
series of losses. The individual may abandon his or her gambling strategy and try to win (--------->ortho-sabella)
back losses all at once. Although many gamblers may "chase" for short periods of time, it (--------->ortho-rosara)
is the frequent, and often long-term, "chase" that is characteristic of gambling disorder (---------->metareddy)
(Criterion A6). Individuals may lie to family members, therapists, or others to conceal the (--------->meta-toxoplasmosis)
extent of involvement with gambling; these instances of deceit may also include, but (---------->metasubstitutions)
are not limited to, covering up illegal behaviors such as forgery, fraud, theft, or embezzlement (--------->ortho-homesick)
to obtain money with which to gamble (Criterion A7). Individuals may also engage (---------->metatamoxifen)
in "bailout" behavior, turning to family or others for help with a desperate financial (---------->metainciuding)
situation that w,as caused by gambling (Criterion A9). (---------->para-immaturity)
Associated Features Supporting Diagnosis (---------->meta-sheena)
Distortions in thinking (e.g., denial, superstitions, a sense of power and control over the (---------->orthoeeks)
outcome of chance events, overconfidence) may be present in individuals with gambling (---------->paraonehalf)
disorder. Many individuals with gambling disorder believe that money is both the cause (---------->orthomarilynn)
of and the solution to their problems. Some individuals with gambling disorder are impulsive, (--------->meta-lateonset)
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competitive, energetic, restless, and easily bored; they may be overly concerned (---------->orthosupplicant)
with the approval of others and may be generous to the point of extravagance when winning. (--------->meta-telekinesis)
Other individuals with gambling disorder are depressed and lonely, and they may (---------->metaschover)
gamble when feeling helpless, guilty, or depressed. Up to half of individuals in treatment (--------->ortho-caveat)
for gambling disorder have suicidal ideation, and about 17% have attempted suicide. (---------->orthounknovm)
Prevaience (---------->para-fearfulness)
The past-year prevalence rate of gambling disorder is about 0.2%-0.3% in the general population. (--------->meta-vomitus)
In the general population, the lifetime prevalence rate is about 0.4%-1.0%. For females, (---------->orthovehemently)
the lifetime prevalence rate of gambling disorder is about 0.2%, and for males it is (---------->orthodepaulo)
about 0.6%. The lifetime prevalence of pathological gambling among African Americans is (--------->meta-aloofness)
about 0.9%, among whites about 0.4%, and among Hispanics about 0.3%. (---------->para-zvi)
Deveiopment and Course (---------->para-stereotypes)
The onset of gambling disorder can occur during adolescence or young adulthood, but in (--------->para-marilynn)
other individuals it manifests during middle or even older adulthood. Generally, gambling (--------->para-reciprocity)
disorder develops over the course of years, although the progression appears to be (---------->parakopelowicz)
more rapid in females than in males. Most individuals who develop a gambling disorder (---------->orthodisfigurement)
evidence a pattern of gambling that gradually increases in both frequency and amount of (--------->meta-sociai)
wagering. Certainly, milder forms can develop into more severe cases. Most individuals (---------->paraeeks)
with gambling disorder report that one or two types of gambling are most problematic for (--------->ortho-carcinogenic)
them, although some individuals participate in many forms of gambling. Individuals are (---------->orthoconfabulatory)
likely to engage in certain types of gambling (e.g., buying scratch tickets daily) more frequently (--------->para-funnels)
than others (e.g., playing slot machines or blackjack at the casino weekly). Frequency (---------->paraserotonin)
of gambling can be related more to the type of gambling than to the severity of the (---------->metaridden)
overall gambling disorder. For example, purchasing a single scratch ticket each day may (--------->para-nonperformance)
not be problematic, while less frequent casino, sports, or card gambling may be part of a (--------->para-nonaccidental)
gambling disorder. Similarly, amounts of money spent wagering are not in themselves indicative (--------->ortho-coercing)
of gambling disorder. Some individuals can wager thousands of dollars per (---------->para-bso)
month and not have a problem with gambling, while others may wager much smaller (---------->metaonetime)
amounts but experience substantial gambling-related difficulties. (---------->meta-mitral)
Gambling patterns may be regular or episodic, and gambling disorder can be persistent (---------->metawheezing)
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or in remission. Gambling can increase during periods of stress or depression and (---------->metaohayon)
during periods of substance use or abstinence. There may be periods of heavy gambling (--------->meta-selfmutilation)
and severe problems, times of total abstinence, and periods of nonproblematic gambling. (--------->meta-iverson)
Gambling disorder is sometimes associated with spontaneous, long-term remissions. (---------->orthopsen)
Nevertheless, some individuals underestimate their vulnerability to develop gambling (---------->paradistr)
disorder or to return to gambling disorder following remission. When in a period of remission, (--------->para-fflin)
they may incorrectly assume that they will have no problem regulating gambling (---------->ortho-olga)
and that they may gamble on some forms nonproblematically, only to experience a return (--------->para-hoang)
to gambling disorder. (---------->ortho-nonconforming)
Early expression of gambling disorder is more common among males than among females. (--------->meta-bansal)
Individuals who begin gambling in youth often do so with family members or (---------->meta-reacting)
friends. Development of early-life gambling disorder appears to be associated v^ith impulsivity (--------->ortho-internalization)
and substance abuse. Many high school and college shidents who develop gambling (---------->orthoagid)
disorder grow out of the disorder over time, although it remains a lifelong problem for (---------->orthoboudreau)
some. Mid- and later-life onset of gambling disorder is more common among females than (--------->meta-tirelessly)
among males. (---------->para-isabelle)
There are age and gender variations in the type of gambling activities and the prevalence (--------->ortho-metabolites)
rates of gambling disorder. Gambling disorder is more common among younger and (---------->metajanus)
middle-age persons than among older adults. Among adolescents and young adults, the (--------->ortho-aashish)
disorder is more prevalent in males than in females. Younger individuals prefer different (--------->ortho-balog)
forms of gambling (e.g., sports betting), while older adults are more likely to develop (---------->parapreclude)
problems with slot machine and bingo gambling. Although the proportions of individuals (---------->orthobrighten)
who seek treatment for gambling disorder are low across all age groups, younger individuals (--------->para-excreted)
are especially unlikely to present for treatment. (---------->para-detenber)
Males are more likely to begin gambling earlier in life and to have a younger age at onset (--------->para-wiuiam)
of gambling disorder than females, who are more likely to begin gambling later in life (---------->metanostrils)
and to develop gambling disorder in a shorter time frame. Females with gambling disorder (--------->ortho-undiagnosed)
are more likely than males with gambling disorder to have depressive, bipolar, and (---------->orthoassaults)
anxiety disorders. Females also have a later age at onset of the disorder and seek treatment (--------->ortho-guarding)
sooner, although rates of treatment seeking are low (<10%) among individuals with gambling (--------->meta-procrastination)
disorder regardless of gender. (---------->para-oftens)
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Risk and Prognostic Factors (---------->ortho-ahlskog)
Temperamental. Gambling that begins in childhood or early adolescence is associated (---------->orthofluctuate)
with increased rates of gambling disorder. Gambling disorder also appears to aggregate (--------->meta-commandeer)
with antisocial personality disorder, depressive and bipolar disorders, and other substance (--------->ortho-martyrdom)
use disorders, particularly with alcohol disorders. (---------->ortho-familiality)
Genetic and physiological. Gambling disorder can aggregate in families, and this effect (---------->parainterstitial)
appears to relate to both environmental and genetic factors. Gambling problems are more (--------->para-orphanages)
frequent in monozygotic than in dizygotic twins. Gambling disorder is also more prevalent (--------->meta-sensorimotor)
among first-degree relatives of individuals with moderate to severe alcohol use disorder (---------->orthodiurnal)
than among the general population. (---------->ortho-psychosocial)
Course modifiers. Many individuals, including adolescents and young adults, are likely to (--------->meta-lisping)
resolve their problems with gambling disorder over time, although a strong predictor of (---------->paramaglio)
future gambling problems is prior gambling problems. (---------->meta-latitudes)
Culture-Related Diagnostic issues (---------->para-noconsensus)
Individuals from specific cultures and races/ethnicities are more likely to participate in (---------->orthocnown)
some types of gambling activities than others (e.g., pai gow, cockfights, blackjack, horse racing). (--------->meta-anticipatory)
Prevalence rates of gambling disorder are higher among African Americans than (---------->metaexcessiveness)
among European Americans, with rates for Hispanic Americans similar to those of European (--------->para-subcortical)
Americans. Indigenous populations have high prevalence rates of gambling disorder. (---------->orthocloseness)
Gender-Related Diagnostic issues (---------->para-dystrophy)
Males develop gambling disorder at higher rates than females, although this gender gap (---------->paramedicationrelated)
may be narrowing. Males tend to wager on different forms of gambling than females, with (--------->para-disinliibition)
cards, sports, and horse race gambling more prevalent among males, and slot machine and (--------->para-pronouncing)
bingo gambling more common among females. (---------->para-spasms)
Functional Consequences of Gambling Disorder (---------->para-jaime)
Areas of psychosocial, health, and mental health functioning may be adversely affected by (--------->para-indecent)
gambling disorder. Specifically, individuals with gambling disorder may, because of their (--------->ortho-nickola)
involvement with gambling, jeopardize or lose important relationships with family members (--------->ortho-productively)
or friends. Such problems may occur from repeatedly lying to others to cover up the (---------->metakolb)
extent of gambling or from requesting money that is used for gambling or to pay off gambling (--------->meta-inquires)
debts. Employment or educational activities may likewise be adversely impacted by (---------->paragroping)
gambling disorder; absenteeism or poor work or school performance can occur with gambling (--------->ortho-neylan)
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disorder, as individuals may gamble during work or school hours or be preoccupied (---------->orthodispensers)
with gambling or its adverse consequence when they should be working or studying. Individuals (--------->meta-stigmatize)
with gambling disorder have poor general health and utilize medical services at (---------->metasteinman)
high rates. (---------->meta-silliness)
Differential Diagnosis (---------->para-misinterpretation)
Nondisordered gambling. Gambling disorder must be distinguished from professional (---------->parakilograms)
and social gambling. In professional gambling, risks are limited and discipline is central. (---------->metahypoemotionality)
Social gambling typically occurs with friends or colleagues and lasts for a limited period of (--------->meta-eliciting)
time, with acceptable losses. Some individuals can experience problems associated with (--------->meta-ivlari)
gambling (e.g., short-term chasing behavior and loss of control) that do not meet the full (--------->meta-kidnapped)
criteria for gambling disorder. (---------->ortho-instabilities)
Manic episode. Loss of judgment and excessive gambling may occur during a manic episode. (--------->ortho-htigious)
An additional diagnosis of gambling disorder should be given only if the gambling (---------->paraamputation)
behavior is not better explained by manic episodes (e.g., a history of maladaptive gambling (--------->meta-enviroriment)
behavior at times other than during a manic episode). Alternatively, an individual (---------->metacallous)
with gambling disorder may, during a period of gambling, exhibit behavior that resembles (--------->meta-nesr)
a manic episode, but once the individual is away from the gambling, these manic-like features (--------->ortho-minnete)
dissipate. (---------->para-polysomnographic)
Personality disorders. Problems with gambling may occur in individuals with antisocial (---------->parapsychologically)
personality disorder and other personality disorders. If the criteria are met for both disorders, (--------->para-bingeeating)
both can be diagnosed. (---------->para-vasoactive)
Other medical conditions. Some patients taking dopaminergic medications (e.g., for (---------->paraneylan)
Parkinson's disease) may experience urges to gamble. If such symptoms dissipate when (--------->ortho-ersonal)
dopaminergic medications are reduced in dosage or ceased, then a diagnosis of gambling (--------->meta-ganja)
disorder would not be indicated. (---------->meta-arrhythmia)
Comorbidity (---------->para-bourgeois)
Gambling disorder is associated with poor general health. In addition, some specific medical (--------->meta-infrequency)
diagnoses, such as tachycardia and angina, are more common among individuals with (---------->orthohermosillo)
gambling disorder than in the general population, even when other substance use disorders, (--------->para-klehm)
including tobacco use disorder, are controlled for. Individuals with gambling disorder (---------->metavictimization)
have high rates of comorbidity with other mental disorders, such as substance use (---------->metagoldfischer)
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disorders, depressive disorders, anxiety disorders, and personality disorders. In some individuals, (--------->meta-endogenous)
other mental disorders may precede gambling disorder and be either absent or (---------->ortho-farifteh)
present during the manifestation of gambling disorder. Gambling disorder may also occur (--------->para-spongiform)
prior to the onset of other mental disorders, especially anxiety disorders and substance use (--------->meta-subcultures)
disorders. (---------->ortho-convene)
The neurocognitive disorders (NCDs) (referred to in DSM-IV as "Dementia, (---------->para-ivlay)
Delirium, Amnestic, and Other Cognitive Disorders") begin with delirium, followed by (---------->paracicatricial)
the syndromes of major NCD, mild NCD, and their etiological subtypes. The major or (---------->parastressorrelated)
mild NCD subtypes are NCD due to Alzheimer's disease; vascular NCD; NCD with Lewy (--------->ortho-aggregated)
bodies; NCD due to Parkinson's disease; frontotemporal NCD; NCD due to traumatic (---------->ortholitfin)
brain injury; NCD due to HIV infection; substance/medication-induced NCD; NCD due (---------->metataein)
to Huntington's disease; NCD due to prion disease; NCD due to another medical condition; (--------->para-lessened)
NCD due to multiple etiologies; and unspecified NCD. The NCD category encompasses (---------->parapikonis)
the group of disorders in which the primary clinical deficit is in cognitive function, (---------->metachronically)
and that are acquired rather than developmental. Although cognitive deficits are present (---------->paracerebellar)
in many if not all mental disorders (e.g., schizophrenia, bipolar disorders), only disorders (--------->meta-coinciding)
whose core features are cognitive are included in the NCD category. The NCDs are those (--------->meta-reassurance)
in which impaired cognition has not been present since birth or very early life, and thus (---------->metadiuresis)
represents a decline from a previously attained level of functioning. (---------->meta-defectiveness)
The NCDs are unique among DSM-5 categories in that these are syndromes for which (---------->orthoaphasie)
the underlying pathology, and frequently the etiology as well, can potentially be determined. (--------->ortho-posttraumatic)
The various underlying disease entities have all been the subject of extensive research, (---------->metastubbornly)
clinical experience, and expert consensus on diagnostic criteria. The DSM-5 criteria (---------->parapresenilin)
for these disorders have been developed in close consultation with the expert groups for (--------->meta-dimethoxy)
each of the disease entities and align as closely as possible with the current consensus criteria (--------->para-recur)
for each of them. The potential utility of biomarkers is also discussed in relation to (---------->metaobstructions)
diagnosis. Dementia is subsumed imder the newly named entity major neurocognitive disorder, (--------->meta-triiodothyronine)
although the term dementia is not precluded from use in the etiological subtypes in (---------->metaoyev)
which that term is standard. Furthermore, DSM-5 recognizes a less severe level of cognitive (--------->para-pressuring)
impairment, mild neurocognitive disorder, which can also be a focus of care, and which (---------->orthohemorrhage)
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in DSM-IV was subsumed under "Cognitive Disorder Not Otherwise Specified." Diagnostic (--------->meta-contradict)
criteria are provided for both these syndromic entities, followed by diagnostic criteria (---------->parawiggling)
for the different etiological subtypes. Several of the NCDs frequently coexist with one another, (--------->meta-perseveration)
and their relationships may be multiply characterized under different chapter subheadings, (--------->para-adewuyi)
including "Differential Diagnosis" (e.g., NCD due to Alzheimer's disease vs. (---------->meta-mythical)
vascular NCD), "Risk and Prognostic Factors" (e.g., vascular pathology increasing the (---------->parareexperiencing)
clinical expression of Alzheimer's disease), and/or "Comorbidity" (e.g., mixed Alzheimer's (--------->meta-stedge)
disease-vascular pathology). (---------->ortho-intensified)
The term dementia is retained in DSM-5 for continuity and may be used in settings (---------->metafebrile)
where physicians and patients are accustomed to this term. Although dementia is the customary (--------->ortho-amenorrhea)
term for disorders like the degenerative dementias that usually affect older adults, (---------->metareemerge)
the term neurocognitive disorder is widely used and often preferred for conditions affecting (--------->ortho-abadi)
younger individuals, such as impairment secondary to traumatic brain injury or HIV (---------->parapremenstruum)
infection. Furthermore, the major NCD definition is somewhat broader than the term (---------->paragerson)
dementia, in that individuals with substantial decline in a single domain can receive this diagnosis, (--------->meta-racketeers)
most notably the DSM-IV category of "Amnestic Disorder," which would now be (---------->metaunrefreshing)
diagnosed as major NCD due to another medical condition and for which the term dementia (--------->meta-onsets)
would not be used. (---------->meta-disguise)
Neurocognitive Domains (---------->ortho-handicaps)
The criteria for the various NCDs are all based on defined cognitive domains. Table 1 provides (--------->para-impairments)
for each of the key domains a working definition, examples of symptoms or observations (--------->meta-braininjured)
regarding impairments in everyday activities, and examples of assessments. The (---------->metaambivalent)
domains thus defined, along with guidelines for clinical thresholds, form the basis on (---------->metaanticipates)
which the NCDs, their levels, and their subtypes may be diagnosed. (---------->meta-ranvinder)
Delirium (---------->para-bobbitt)
Diagnostic Criteria (---------->para-marder)
A. (---------->para-elapsing)
B. (---------->para-porfiri)
A disturbance in attention (i.e., reduced ability to direct, focus, sustain, and shift attention) (--------->para-hairstyles)
and awareness (reduced orientation to the environment). (---------->meta-galia)
The disturbance develops over a short period of time (usually hours to a few days), represents (--------->meta-perceptual)
a change from baseline attention and awareness, and tends to fluctuate in severity (---------->orthononspousal)
during the course of a day. (---------->meta-carmichael)
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C. An additional disturbance in cognition (e.g., memory deficit, disorientation, language, (---------->orthogregarious)
visuospatial ability, or perception). (---------->ortho-cannot)
D. The disturbances in Criteria A and C are not better explained by another preexisting, (---------->paradurational)
established, or evolving neurocognitive disorder and do not occur in the context of a (---------->paraauriacombe)
severely reduced level of arousal, such as coma. (---------->ortho-atonia)
E. There is evidence from the history, physical examination, or laboratory findings that the (--------->para-ayurveda)
disturbance is a direct physiological consequence of another medical condition, substance (--------->meta-humiliated)
intoxication or withdrawal (i.e., due to a drug of abuse or to a medication), or (---------->paraunassociated)
exposure to a toxin, or is due to multiple etiologies. (---------->para-spatafora)
Specify whether: (---------->meta-methadone)
Substance intoxication delirium: This diagnosis should be made instead of substance (---------->orthohoge)
intoxication when the symptoms in Criteria A and C predominate in the clinical (---------->paraideational)
picture and when they are sufficiently severe to warrant clinical attention. (---------->meta-cortices)
Coding note: The ICD-9-CM and ICD-10-CM codes for the [specific substance] intoxication (--------->para-dysmorphia)
delirium are indicated in the table below. Note that the ICD-10-CM code (---------->para-facets)
depends on whether or not there is a comorbid substance use disorder present for (---------->ortholeamed)
the same class of substance. If a mild substance use disorder is comorbid with the (---------->metacamouflage)
substance intoxication delirium, the 4th position character is “1,” and the clinician (---------->ortho-laam)
should record “mild [substance] use disorder” before the substance intoxication delirium (---------->metazaidi)
(e.g., “mild cocaine use disorder with cocaine intoxication delirium”). If a moderate (---------->metakettenis)
or severe substance use disorder is comorbid with the substance intoxication (---------->para-existential)
delirium, the 4th position character is “2,” and the clinician should record “moderate (---------->para-lohr)
[substance] use disorder” or “severe [substance] use disorder,” depending on the (---------->para-iiii)
severity of the comorbid substance use disorder. If there is no comorbid substance (---------->parasudah)
use disorder (e.g., after a one-time heavy use of the substance), then the 4th position (---------->metaencodes)
character is “9,” and the clinician should record only the substance intoxication (---------->metaunconsciousness)
delirium. (---------->meta-deteriorate)
ICD-10-CM (---------->ortho-ambulatory)
ICD-9-CM (---------->meta-voegels)
With use (---------->meta-scholl)
disorder, (---------->ortho-sleeponset)
mild (---------->ortho-hartman)
With use (---------->meta-seung)
disorder, (---------->para-intermixing)
moderate or (---------->para-bourgeois)
severe (---------->para-demeanor)
Without use (---------->ortho-ajay)
disorder (---------->ortho-disgust)
Alcohol 291.0 F10.121 F10.221 FI 0.921 (---------->ortho-grogginess)
Cannabis 292.81 F12.121 F12.221 F12.921 (---------->ortho-indefinitely)
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Phencyclidine 292.81 F16.121 FI 6.221 FI 6.921 (---------->para-ixtremeo)
Other hallucinogen 292.81 F16.121 FI 6.221 FI 6.921 (---------->ortho-mcglashan)
Inhalant 292.81 F18.121 F18.221 FI 8.921 (---------->para-rett)
Opioid 292.81 F11.121 F11.221 F11.921 (---------->ortho-caseby)
ICD-10-CM (---------->meta-stressors)
ICD-9-CM (---------->para-sarmukaddam)
With use (---------->meta-acidosis)
disorder, (---------->ortho-entertained)
mild (---------->meta-receptivity)
With use (---------->para-costumed)
disorder, (---------->ortho-nondisclosing)
moderate or (---------->meta-shinkei)
severe (---------->para-lichen)
Without use (---------->ortho-harmed)
disorder (---------->ortho-substancespecific)
Sedative, hypnotic, or anxiolytic 292.81 F13.121 F13.221 FI 3.921 (---------->para-volitionally)
Amphetamine (or other (---------->para-unpunished)
stimulant) (---------->para-noncompliance)
292.81 F15.121 F15.221 F15.921 (---------->meta-otiier)
Cocaine 292.81 F14.121 FI 4.221 F14.921 (---------->para-medicationrelated)
Other (or unknown) substance 292.81 F19.121 F19.221 FI 9.921 (---------->ortho-emphatic)
Substance withdrawal delirium: Tliis diagnosis should be made instead of substance (---------->paravasopressin)
withdrawal when the symptoms in Criteria A and C predominate in the clinical (---------->orthounderestimated)
picture and when they are sufficiently severe to warrant clinical attention. (---------->meta-sboto)
Code [specific substance] withdrawal delirium: 291.0 (F I0.231) alcohol; 292.0 (---------->metasuggestive)
(F11.23) opioid: 292.0 (F I3.231) sedative, hypnotic, or anxiolytic; 292.0 (F19.231) (---------->metaenraged)
other (or unknown) substance/medication. (---------->meta-marissa)
Medication-induced delirium: This diagnosis applies when the symptoms in Criteria (---------->orthoconstructionist)
A and C arise as a side effect of a medication taken as prescribed. (---------->para-maas)
Coding note: The ICD-9-CM code for [specific medication]-induced delirium is (---------->metacircumscribed)
292.81. The ICD-10-CM code depends on the type of medication. If the medication (---------->parauncomfortably)
is an opioid taken as prescribed, the code is F11.921. If the medication is a sedative, (---------->metaothena)
hypnotic, or anxiolytic taken as prescribed, the code is FI 3.921. If the medication (---------->meta-atrial)
is an amphetamine-type or other stimulant taken as prescribed, the code is (---------->ortho-polyuria)
F I5.921. For medications that do not fit into any of the classes (e.g., dexamethasone) (---------->paratatarchuk)
and in cases in which a substance is judged to be an etiological factor but the (---------->meta-mimic)
specific class of substance is unknown, the code is F19.921. (---------->meta-schor)
293.0 (F05) Delirium due to another medical condition: There is evidence from the (---------->paraabulia)
history, physical examination, or laboratory findings that the disturbance is attributable (---------->paracatered)
to the physiological consequences of another medical condition. (---------->meta-stabilizing)
Coding note: Include the name of the other medical condition in the name of the (---------->paracavernosography)
delirium (e.g., 293.0 [F05] delirium due to hepatic encephalopathy). The other medical (---------->metapikonis)
condition should also be coded and listed separately immediately before the (---------->meta-glisky)
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delirium due to another medical condition (e.g., 572.2 [K72.90] hepatic encephalopathy; (--------->ortho-serable)
293.0 [F05] delirium due to hepatic encephalopathy). (---------->ortho-crawling)
293.0 (F05) Delirium due to multiple etiologies: There is evidence from the history, (---------->orthoperpetrators)
physical examination, or laboratory findings that the delirium has more than one etiology (--------->meta-methyprylon)
(e.g., more than one etiological medical condition; another medical condition plus (---------->metapathologized)
substance intoxication or medication side effect). (---------->ortho-cocky)
Coding note: Use multiple separate codes reflecting specific delirium etiologies (---------->paraboehnlein)
(e.g., 572.2 [K72.90] hepatic encephalopathy, 293.0 [F05] delirium due to hepatic (---------->orthoopinionated)
failure; 291.0 [FI 0.231] alcohol withdrawal delirium). Note that the etiological medical (---------->parakleine)
condition both appears as a separate code that precedes the delirium code and (---------->para-dormer)
is substituted into the delirium due to another medical condition rubric. (---------->meta-intrusions)
Specify if: (---------->meta-vocalization)
Acute: Lasting a few hours or days. (---------->meta-frantic)
Persistent: Lasting weeks or months. (---------->ortho-covariation)
Specify if: (---------->para-insensitivity)
Hyperactive: The individual has a hyperactive level of psychomotor activity that may be (---------->orthofantasizes)
accompanied by mood lability, agitation, and/or refusal to cooperate with medical care. (---------->paraabnormality)
Hypoactive: The individual has a hypoactive level of psychomotor activity that may be (---------->orthopredominance)
accompanied by sluggishness and lethargy that approaches stupor. (---------->para-gratification)
Mixed level of activity; The individual has a normal level of psychomotor activity even (---------->orthopostoperative)
though attention and awareness are disturbed. Also includes individuals whose activity (---------->metaunprotected)
level rapidly fluctuates. (---------->para-gautam)
Recording Procedures (---------->ortho-depicting)
Substance intoxication delirium (---------->para-csf)
ICD-9-CM, The name of the substance/medication intoxication delirium begins with (---------->parapopularized)
the specific substance (e.g., cocaine, dexamethasone) that is presumed to be causing the (--------->meta-congruent)
delirium. The diagnostic code is selected from the table included in the criteria set, which (--------->ortho-boasting)
is based on the drug class. For substances that do not fit into any of the classes (e.g.,
dexamethasone), (---------->ortho-feldman)
the code for "other substance" should be used; and in cases in which a substance (---------->metacenteredness)
is judged to be an etiological factor but the specific class of substance is unknown, (---------->metaleukodystrophy)
the category "unknown substance" should be used. (---------->para-fronn)
The name of the disorder is followed by the course (i.e., acute, persistent), followed by (---------->paraeariy)
the specifier indicating level of psychomotor activity (i.e., hyperactive, hypoactive, mixed (---------->parametabolizing)
level of activity). Unlike the recording procedures for ICD-IO-CM, which combine the substance/ (--------->meta-progresses)
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medication intoxication delirium and substance use disorder into a single code, for (---------->metamauricio)
ICD-9-CM a separate diagnostic code is given for the substance use disorder. For example, (--------->para-predatory)
in the case of acute hyperactive intoxication delirium occurring in a man with a severe cocaine (--------->ortho-confuse)
use disorder, the diagnosis is 292.81 cocaine intoxication delirium, acute, hyperactive. (---------->metaconfining)
An additional diagnosis of 304.20 severe cocaine use disorder is also given. If the (---------->paraprogresses)
intoxication delirium occurs without a comorbid substance use disorder (e.g., after a onetime (--------->ortho-maleckoff)
heavy use of the substance), no accompanying substance use disorder is noted (e.g., (---------->paralarl)
292.81 phencyclidine intoxication delirium, acute, hypoactive). (---------->para-dizziness)
ICD-IO-CM. The name of the substance/medication intoxication delirium begins with the (---------->parasateia)
specific substance (e.g., cocaine, dexamethasone) that is presumed to be causing the delirium. (--------->para-conhised)
The diagnostic code is selected from the table included in the criteria set, which is based on the (--------->para-hickey)
drug class and presence or absence of a comorbid substance use disorder. For substances that (--------->meta-compulsions)
do not fit into any of the classes (e.g., dexamethasone), the code for "other substance" should (--------->ortho-overseeing)
be used; and in cases in which a substance is judged to be an etiological factor but the specific (--------->ortho-innervation)
class of substance is unknown, the category "unknown substance" should be used. (---------->metamuted)
When recording the name of the disorder, the comorbid substance use disorder (if any) is (--------->meta-corroborative)
listed first, followed by the word "with," followed by the name of the substance intoxication (--------->meta-congregate)
delirium, followed by the course (i.e., acute, persistent), followed by the specifier indicating (--------->ortho-neatly)
level of psychomotor activity (i.e., hyperactive, hypoactive, mixed level of activity). For example, (--------->para-gainful)
in the case of acute hyperactive intoxication delirium occurring in a man with a severe cocaine (--------->ortho-prosocial)
use disorder, the diagnosis is F14.221 severe cocaine use disorder with cocaine (---------->paranonsomatic)
intoxication delirium, acute, hyperactive. A separate diagnosis of the comorbid severe cocaine (--------->meta-profuse)
use disorder is not given. If the intoxication delirium occurs without a comorbid substance use (--------->ortho-decaying)
disorder (e.g., after a one-time heavy use of the substance), no accompanying substance use (--------->para-hyperphagia)
disorder is noted (e.g., F16.921 phencyclidine intoxication delirium, acute, hypoactive). (---------->orthomartekuor)
Substance withdrawal delirium (---------->ortho-soni)
ICD-9~CM, The name of the substance/medication withdrawal delirium begins with the (---------->paraquilty)
specific substance (e.g., alcohol) that is presumed to be causing the withdrawal delirium. The (--------->meta-paulsen)
diagnostic code is selected from substance-specific codes included in the coding note included (--------->para-oseless)
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in the criteria set. The name of the disorder is followed by the course (i.e., acute, persistent), followed (--------->ortho-ptsd)
by the specifier indicating level of psychomotor activity (i.e., hyperactive, hypoactive, (---------->orthoohayon)
mixed level of activity). Unlike the recording procedures for ICD-IO-CM, which combine the (--------->ortho-brightens)
substance/medication withdrawal delirium and substance use disorder into a single code, for (--------->meta-nonanmestic)
ICD-9-CM a separate diagnostic code is given for the substance use disorder. For example, in (--------->ortho-scatologia)
the case of acute h3feractive withdrawal delirium occurring in a man with a severe alcohol use (--------->meta-erratic)
disorder, the diagnosis is 291.0 alcohol withdrawal delirium, acute, hyperactive. An additional (--------->ortho-phenomenological)
diagnosis of 303.90 severe alcohol use disorder is also given. (---------->para-pruett)
ICD-10~CM. The name of the substance/medication withdrawal delirium begins with (---------->metamitigates)
the specific substance (e.g., alcohol) that is presumed to be causing the withdrawal delirium. (--------->ortho-engel)
The diagnostic code is selected from substance-specific codes included in the coding (---------->metaelectrocardiographic)
note included in the criteria set. When recording the name of the disorder, the comorbid (---------->orthoremission)
moderate or severe substance use disorder (if any) is listed first, followed by the word (---------->paraqh)
with, followed by the substance withdrawal delirium, followed by the course (i.e., acute, (---------->parasanjeeve)
persistent), followed by the specifier indicating level of psychomotor activity (i.e., hyperactive, (--------->ortho-hamper)
hypoactive, mixed level of activity). For example, in the case of acute hyperactive (---------->orthojeannie)
withdrawal delirium occurring in a man with a severe alcohol use disorder, the diagnosis (--------->ortho-nosological)
is F10.231 severe alcohol use disorder with alcohol withdrawal delirium, acute, hyperactive. (--------->para-overs)
A separate diagnosis of the comorbid severe alcohol use disorder is not given. (---------->para-deanna)
Medication-induced delirium. The name of the medication-induced delirium begins (---------->metalamotrigine)
with the specific substance (e.g., dexamethasone) that is presumed to be causing the delirium. (--------->ortho-intelligible)
The name of the disorder is followed by the course (i.e., acute, persistent), followed (---------->orthopatil)
by the specifier indicating level of psychomotor activity (i.e., hyperactive, hypoactive, (---------->parahumpreys)
mixed level of activity). For example, in the case of acute hyperactive medication-induced (--------->para-centrality)
delirium occurring in a man using dexamethasone as prescribed, the diagnosis is 292.81 (--------->para-reinstituted)
(F19.921) dexamethasone-induced delirium, acute, hyperactive. (---------->meta-discourage)
Specifiers (---------->para-obsen)
Regarding course, in hospital settings, delirium usually lasts about 1 week, but some (---------->parakotin)
symptoms often persist even after individuals are discharged from the hospital. (---------->orthoestrogens)
Individuals with delirium may rapidly switch between hyperactive and hypoactive (---------->orthoimpressing)
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states. The hyperactive state may be more common or more frequently recognized and (---------->orthorelaxants)
often is associated with medication side effects and drug withdrawal. The hypoactive state (--------->meta-anterograde)
may be more frequent in older adults. (---------->para-cortisol)
Diagnostic Features (---------->ortho-bouts)
The essential feature of delirium is a disturbance of attention or awareness that is accompanied (--------->meta-entertains)
by a change in baseline cognition that cannot be better explained by a preexisting (---------->orthoexhibitionism)
or evolving neurocognitive disorder (NCD). The disturbance in attention (Criterion A) is (---------->metaiviotor)
manifested by reduced ability to direct, focus, sustain, and shift attention. Questions must (--------->meta-calmed)
be repeated because the individual's attention wanders, or the individual may perseverate (--------->meta-outwardly)
with an answer to a previous question rather than appropriately shift attention. The individual (--------->para-synesthesias)
is easily distracted by irrelevant stimuli. The disturbance in awareness is manifested (---------->metaharassing)
by a reduced orientation to the environment or at times even to oneself. (---------->meta-squalor)
The disturbance develops over a short period of time, usually hours to a few days, and (---------->metaencoimtered)
tends to fluctuate during the course of the day, often with worsening in the evening and (---------->orthochrzanowski)
night when external orienting stimuli decrease (Criterion B). There is evidence from the (---------->orthosputum)
history, physical examination, or laboratory findings that the disturbance is a physiological (--------->para-coprolalia)
consequence of an underlying medical condition, substance intoxication or withdrawal, (---------->metasupranuclear)
use of a medication, or a toxin exposure, or a combination of these factors (---------->orthopolysubstance)
(Criterion E). The etiology should be coded according to the etiologically appropriate subtype (--------->meta-reactivity)
(i.e., substance or medication intoxication, substance withdrawal, another medical (---------->orthodeferential)
condition, or multiple etiologies). Delirium often occurs in the context of an underlying (---------->paraorthopnea)
NCD. The impaired brain function of individuals with mild and major NCD renders them (---------->paradeficii)
more vulnerable to delirium. (---------->meta-detoxification)
There is an accompanying change in at least one other area that may include memory (---------->paracategorize)
and learning (particularly recent memory), disorientation (particularly to time and place), (---------->parablithely)
alteration in language, or perceptual distortion or a perceptual-motor disturbance (Criterion (--------->meta-banihill)
C). The perceptual disturbances accompanying delirium include misinterpretations, (---------->orthobhui)
illusions, or hallucinations; these disturbances are typically visual, but may occur in other (--------->para-contracture)
modalities as well, and range from simple and uniform to highly complex. Normal attention/ (--------->meta-angold)
arousal, delirium, and coma lie on a continuum, with coma defined as the lack of any (---------->metaoverconcemed)
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response to verbal stimuli. The ability to evaluate cognition to diagnose delirium depends (--------->ortho-stipec)
on there being a level of arousal sufficient for response to verbal stimulation; hence, delirium (--------->ortho-hallucinatory)
should not be diagnosed in the context of coma (Criterion D). Many noncoma tose patients (--------->ortho-feminizing)
have a reduced level of arousal. Those patients who show only minimal responses to (---------->metanuchae)
verbal stimulation are incapable of engaging with attempts at standardized testing or even (--------->para-lynda)
interview. This inability to engage should be classified as severe inattention. Low-arousal (--------->ortho-hardan)
states (of acute onset) should be recognized as indicating severe inattention and cognitive (--------->para-worl)
change, and hence delirium. They are clinically indistinguishable from delirium diagnosed (--------->ortho-histopathology)
on the basis of inattention or cognitive change elicited through cognitive testing and (---------->pararutter)
interview. (---------->ortho-thomason)
Associated Features Supporting Diagnosis (---------->para-hypoemotionality)
Delirium is often associated with a disturbance in the sleep-wake cycle. This disturbance (--------->ortho-inciuding)
can include daytime sleepiness, nighttime agitation, difficulty falling asleep, excessive (---------->metaincompatibility)
sleepiness throughout the day, or wakefulness throughout the night. In some cases, complete (--------->para-dexamethasone)
reversal of the night-day sleep-wake cycle can occur. Sleep-wake cycle disturbances (---------->orthostressfui)
are very common in delirium and have been proposed as a core criterion for the diagnosis. (--------->para-andreea)
The individual with delirium may exhibit emotional disturbances, such as anxiety, (---------->orthosniffing)
fear, depression, irritability, anger, euphoria, and apathy. There may be rapid and unpredictable (--------->meta-extant)
shifts from one emotional state to another. The disturbed emotional state may also (---------->metapollack)
be evident in calling out, screaming, cursing, muttering, moaning, or making other (---------->para-alina)
sounds. These behaviors are especially prevalent at night and under conditions in which (--------->ortho-trembling)
stimulation and environmental cues are lacking. (---------->ortho-ono)
Prevaience (---------->meta-discordance)
The prevalence of delirium is highest among hospitalized older individuals and varies (---------->metaunderreport)
depending on the individuals' characteristics, setting of care, and sensitivity of the detection (--------->meta-pelvic)
method. The prevalence of delirium in the community overall is low (l%-2%) but increases (--------->ortho-valentina)
with age, rising to 14% among individuals older than 85 years. The prevalence is (---------->parahoarded)
10%-30% in older individuals presenting to emergency departments, where the delirium (---------->metaarrayed)
often indicates a medical illness. (---------->para-oftens)
The prevalence of delirium when individuals are admitted to the hospital ranges from (---------->paravoluble)
14% to 24%, and estimates of the incidence of delirium arising during hospitalization (---------->pararecency)
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range from 6% to 56% in general hospital populations. Delirium occurs in 15%-53% of (---------->metapostural)
older individuals postoperatively and in 70%-87% of those in intensive care. Delirium occurs (--------->meta-soiling)
in up to 60% of individuals in nursing homes or post-acute care settings and in up to (---------->paraacidosis)
83% of all individuals at the end of life. (---------->ortho-murmuring)
Development and Course (---------->ortho-atten)
While the majority of individuals with delirium have a full recovery with or without (---------->orthoorderliness)
treatment, early recognition and intervention usually shortens the duration of the delirium. (--------->meta-stepwise)
Delirium may progress to stupor, coma, seizures, or death, particularly if the underlying (---------->orthosnoring)
cause remains untreated. Mortality among hospitalized individuals with delirium is (---------->parareexperiencing)
high, and as many as 40% of individuals with delirium, particularly those with malignancies (--------->ortho-vulvovaginal)
and other significant underlying medical illness, die within a year after diagnosis. (---------->para-brower)
Risk and Prognostic Factors (---------->meta-griffiths)
Environmental. Delirium may be increased in the context of functional impairment, immobility, (--------->para-expiated)
a history of falls, low levels of activity, and use of drugs and medications with (---------->paraneuroscientists)
psychoactive properties (particularly alcohol and anticholinergics). (---------->ortho-encephalitis)
Genetic and physiological. Both major and mild NCDs can increase the risk for delirium (---------->ortholorena)
and complicate the course. Older individuals are especially susceptible to delirium (---------->metaintronic)
compared with younger adults. Susceptibility to delirium in infancy and through childhood (--------->ortho-phencyclidines)
may be greater than in early and middle adulthood. In childhood, delirium may be (---------->metadivinorum)
related to febrile illnesses and certain medications (e.g., anticholinergics). (---------->meta-cooperstein)
Diagnostic iVlaricers (---------->para-comatose)
In addition to laboratory findings characteristic of underlying medical conditions (or intoxication (--------->ortho-neurofibrillary)
or withdrawal states), there is often generalized slowing on electroencephalography, (---------->metaarianna)
and fast activity is occasionally found (e.g., in some cases of alcohol withdrawal (---------->metastarvation)
delirium). However, electroencephalography is insufficiently sensitive and specific for diagnostic (--------->meta-mcdonnell)
use. (---------->ortho-aufism)
Functional Consequences of Deiirium (---------->para-humility)
Delirium itself is associated with increased functional decline and risk of institutional (---------->parainterns)
placement. Hospitalized individuals 65 years or older with delirium have three times the (---------->metaihe)
risk of nursing home placement and about three times the functional decline as hospitalized (--------->meta-pggdiriq)
patients without delirium at both discharge and 3 months postdischarge. (---------->para-reevaluated)
Differential Diagnosis (---------->ortho-jeopardize)
Psychotic disorders and bipolar and depressive disorders with psychotic features. (---------->orthojaime)
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Delirium that is characterized by vivid hallucinations, delusions, language disturbances, (---------->paraunreality)
and agitation must be distinguished from brief psychotic disorder, schizophrenia, schizophreniform (--------->para-depleted)
disorder, and other psychotic disorders, as well as from bipolar and depressive (---------->meta-tensor)
disorders with psychotic features. (---------->meta-congest)
Acute stress disorder. Delirium associated with fear, anxiety, and dissociative symptoms, (--------->meta-periand)
such as depersonalization, must be distinguished from acute stress disorder, which is precipitated (--------->meta-seasonality)
by exposure to a severely traumatic event. (---------->meta-zafrani)
Malingering and factitious disorder. Delirium can be distinguished from these disorders (---------->paragroat)
on the basis of the often atypical presentation in malingering and factitious disorder (---------->orthodisruptions)
and the absence of another medical condition or substance that is etiologically related to (--------->para-dishinhibited)
the apparent cognitive disturbance. (---------->meta-bigham)
Other neurocognitive disorders. The most common differential diagnostic issue when (---------->pararearing)
evaluating confusion in older adults is disentangling symptoms of delirium and dementia. (--------->meta-pipich)
The clinician must determine whether the individual has delirium; a delirium superimposed (--------->ortho-homocystinuria)
on a preexisting NCD, such as that due to Alzheimer's disease; or an NCD without (---------->orthovirilization)
delirium. The traditional distinction between delirium and dementia according to acuteness (--------->para-asphyxiation)
of onset and temporal course is particularly difficult in those elderly individuals who (---------->meta-xbo)
had a prior NCD that may not have been recognized, or who develop persistent cognitive (--------->para-vocation)
impairment following an episode of delirium. (---------->meta-incite)
Other Specified Delirium (---------->ortho-rihials)
780.09 (R41.0) (---------->meta-brijan)
This category applies to presentations in which symptoms characteristic of delirium that (---------->orthostressfui)
cause clinically significant distress or impairment in social, occupational, or other important (--------->meta-portillo)
areas of functioning predominate but do not meet the full criteria for delirium or any of (---------->orthoragged)
the disorders in the neurocognitive disorders diagnostic class. The other specified delirium (--------->para-crossculturally)
category is used in situations in which the clinician chooses to communicate the specific (---------->paraorphanages)
reason that the presentation does not meet the criteria for delirium or any specific neurocognitive (--------->para-greenstone)
disorder. This is done by recording “other specified delirium” followed by the specific (---------->paraevoked)
reason (e.g., “attenuated delirium syndrome”). (---------->meta-raffa)
An example of a presentation that can be specified using the “other specified” designation (--------->meta-mcv)
is the following: (---------->ortho-anxiolytics)
Attenuated delirium syndrome: This syndrome applies in cases of delirium in which (---------->orthoemotionality)
the severity of cognitive impairment falls short of that required for the diagnosis, or in (---------->orthooverprotectiveness)
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which some, but not all, diagnostic criteria for delirium are met. (---------->meta-ibarra)
Unspecified Delirium (---------->meta-doubling)
780.09 (R41.0) (---------->para-lags)
This category applies to presentations in which symptoms characteristic of delirium that (---------->parakuchibhatla)
cause clinically significant distress or impairment in social, occupational, or other important (--------->para-weakening)
areas of functioning predominate but do not meet the full criteria for delirium or any of (---------->metaradiculopathy)
the disorders in the neurocognitive disorders diagnostic class. The unspecified delirium (---------->orthoexcruciatingly)
category is used in situations in which the clinician chooses not to specify the reason that (--------->ortho-ranee)
the criteria are not met for delirium, and includes presentations for which there is insufficient (--------->ortho-tandon)
information to make a more specific diagnosis (e.g., in emergency room settings). (---------->meta-mitd)
Major and Mild Neurocognitive Disorders (---------->para-vcp)
Major Neurocognitive Disorder (---------->meta-regurgitation)
Diagnostic Criteria (---------->meta-visuoconstructional)
A. Evidence of significant cognitive decline from a previous level of performance in one (---------->metaprecondition)
or more cognitive domains (complex attention, executive function, learning and memory, (--------->ortho-disiniiibition)
language, perceptual-motor, or social cognition) based on: (---------->ortho-neurocognitive)
1. Concern of the individual, a knowledgeable informant, or the clinician that there has (---------->metawirebaugh)
been a significant decline in cognitive function; and (---------->ortho-scliizoaffective)
2. A substantial impairment in cognitive performance, preferably documented by standardized (--------->ortho-kasdan)
neuropsychological testing or, in its absence, another quantified clinical (---------->metabenzodiazepinelike)
assessment. (---------->ortho-partnered)
B. The cognitive deficits interfere with independence in everyday activities (i.e., at a minimum, (--------->ortho-unrestrained)
requiring assistance with complex instrumental activities of daily living such as (---------->orthodienstmaier)
paying bills or managing medications). (---------->para-hypnopompic)
C. The cognitive deficits do not occur exclusively in the context of a delirium. (---------->meta-schnurr)
D. The cognitive deficits are not better explained by another mental disorder (e.g., major (--------->meta-nevado)
depressive disorder, schizophrenia). (---------->ortho-jugular)
Specify whether due to: (---------->ortho-rubric)
Alzheimer’s disease (pp. 611-614) (---------->para-dislnhlbmon)
Frontotemporal lobar degeneration (pp. 614-618) (---------->ortho-yustis)
Lewy body disease (pp. 618-621) (---------->para-marginalization)
Vascular disease (pp. 621-624) (---------->meta-metachromatic)
Traumatic brain injury (pp. 624-627) (---------->para-dsmiv)
Substance/medication use (pp. 627-632) (---------->para-glutamyltransferase)
HIV infection (pp. 632-634) (---------->ortho-gepirone)
Prion disease (pp. 634-636) (---------->meta-gangopadhyay)
Parkinson’s disease (pp. 636-638) (---------->ortho-acceptability)
Huntington’s disease (pp. 638-641) (---------->ortho-nonconforming)
Anotlier medical condition (pp. 641-642) (---------->meta-transsexualism)
Multiple etiologies (pp. 642-643) (---------->para-zack)
Unspecified (p. 643) (---------->ortho-dreaded)
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Coding note: Code based on medical or substance etiology. In some cases, there Is need (--------->ortho-torrisi)
for an additional code for the etiological medical condition, which must immediately precede (--------->meta-ussler)
the diagnostic code for major neurocognitive disorder, as follows: (---------->ortho-fusar)
Associated etiological (---------->para-lingual)
medical code for major Major neurocogni- Mild neurocogni- (---------->para-unremitting)
Etiological subtype neurocognitive disorder® tive disorder code^ tive disorder code® (---------->orthoamoxapine)
Alzheimer’s Probable: 331.0 (G30.9) Probable: 294.1x 331.83 (G31.84) (---------->para-normality)
disease Possible: no additional (F02.8X) (Do not use addimedical (---------->para-conhised)
code Possible: 331.9 tional code for (---------->para-prosody)
(G31.9)‘= Alzheimer’s (---------->para-gunshots)
disease.) (---------->ortho-ncdlb)
Frontotemporal Probable: 331.19 Probable: 294.1x 331.83(031.84) (---------->meta-offending)
lobar degeneration (G31.09) (F02.8X) (Do not use addiPossible: (---------->meta-polyuria)
no additional Possible: 331.9 tional code for (---------->ortho-stalking)
medical code (031.9)*= frontotemporal (---------->para-montage)
disease.) (---------->meta-dyspepsia)
Lewy body disease Probable: 331.82 Probable: 294.1x 331.83(031.84) (---------->meta-dianne)
(G31.83) (F02.8X) (Do not use addiPossible: (---------->ortho-counterexample)
no additional Possible: 331.9 tional code for (---------->para-impair)
medical code (031.9)*= Lewy body disease.) (---------->ortho-decrements)
Vascular disease No additional medical Probable: 290.40 331.83 (031.84) (---------->metainhalantrelated)
code (F01.5X) (Do not use addiPossible: (---------->meta-depressive)
331.9 tional code for the (---------->meta-sarcasm)
(G31.9 f vascular disease.) (---------->para-insufficiency)
Traumatic brain 907.0 (S06.2X9S) 294.1x (F02.8X) 331.83 (031.84) (---------->ortho-pharmacological)
injury (Do not use additional (---------->meta-ipecac)
code for the traumatic (---------->ortho-suspiciousness)
brain injury.) (---------->meta-precludes)
Substance/ No additional medical Code based on the Code based on the (---------->ortho-edginess)
medication- code type of substance type of substance (---------->meta-bunt)
induced causing the major causing the mild (---------->meta-dofumented)
neurocognitive neurocognitive (---------->para-wiih)
disorder‘d’ disorder^ (---------->para-susanna)
Associated etiological (---------->meta-apraxia)
medical code for major Major neurocogni- Mild neurocogni- (---------->meta-jafar)
Etiological subtype neurocognitive disorder^ tive disorder code^ tive disorder code^ (---------->metaseduction)
HIV infection 042 (B20) 294.1x(F02.8x) 331.83 (G31.84) (---------->meta-vowel)
(Do not use additional (---------->ortho-persistently)
code for HIV (---------->para-methylamphetamine)
infection.) (---------->para-pharyngeal)
Prion disease 046.79 (A81.9) 294.1x (F02.8X) 331.83 (G31.84) (---------->ortho-nitrite)
(Do not use additional (---------->meta-tars)
code for (---------->para-subsumed)
prion disease.) (---------->meta-ndetei)
Parkinson’s (---------->meta-saroyan)
disease (---------->ortho-nonmotor)
Probable: 332.0 (G20) (---------->meta-grillo)
Possible: No additional (---------->ortho-bellville)
medical code (---------->meta-antagonists)
Probable: 294.1x (---------->ortho-organophosphate)
(F02.8X) (---------->ortho-abusers)
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(G31.9)'' (---------->para-nonsexuai)
331.83 (G31.84) (---------->para-normative)
(Do not use additional (---------->meta-sudah)
code for (---------->para-kelsay)
Parkinson’s (---------->para-exploitative)
disease.) (---------->para-duarte)
Huntington’s (---------->para-laziness)
disease (---------->para-evoke)
333.4 (G10) 294.1x (F02.8X) 331.83 (G31.84) (---------->ortho-syllables)
(Do not use additional (---------->ortho-enact)
code for (---------->para-kyphoscoliosis)
Huntington’s (---------->para-deshpande)
disease.) (---------->ortho-akenings)
Due to another (---------->meta-nonpurposive)
medical condition (---------->meta-inconsolable)
Code the other medical (---------->meta-lumping)
condition first (---------->para-transfusions)
(e.g., 340 [G35] (---------->para-fentanyl)
multiple sclerosis) (---------->ortho-paleness)
294.1x (F02.8X) 331.83 (G31.84) (---------->ortho-nongenetic)
(Do not use additional (---------->meta-aiodolytic)
codes for the (---------->para-caban)
presumed etiological (---------->ortho-pastimes)
medical conditions.) (---------->ortho-psenl)
Due to multiple (---------->ortho-keloidalis)
etiologies (---------->ortho-hartmann)
Code all of the etiological (---------->ortho-outbursts)
medical conditions first (---------->ortho-duodenal)
(with the exception of (---------->ortho-agoraphobic)
vascular disease) (---------->ortho-gillian)
294.1x (F02.8X) (---------->ortho-ranvinder)
(Plus the code for (---------->meta-tantrums)
the relevant substance/ (---------->ortho-lias)
medicationinduced (---------->ortho-lehman)
major neurocognitive (---------->ortho-prematurely)
disorders (---------->para-stimulantrelated)
if substances (---------->meta-apparentiy)
or medications (---------->para-hypermetabolic)
play a role in the (---------->ortho-purposeful)
etiology.) (---------->para-mealtimes)
331.83 (G31.84) (---------->para-milliseconds)
(Plus the code for (---------->para-compromises)
the relevant substance/ (---------->para-fatigability)
medicationinduced (---------->ortho-vanishingly)
mild neurocognitive (---------->para-congest)
disorders (---------->meta-neurotransmitter)
if substances (---------->ortho-nonpsychiatric)
or medications play (---------->para-zaghloul)
a role in the etiology. (---------->para-morphine)
Do not use additional (---------->para-preoccupied)
codes for (---------->meta-subarachnoid)
the presumed (---------->ortho-lool)
etiological medical (---------->meta-peele)
conditions.) (---------->para-ndez)
Unspecified neurocognitive (---------->para-huestis)
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disorder (---------->ortho-guilherme)
No additional medical (---------->ortho-sabotage)
code (---------->meta-imptuse)
799.59 (R41.9) 799.59 (R41.9) (---------->meta-sniffing)
^Code first, before code for major neurocognitive disorder. (---------->para-rhit)
^Code fifth character based on symptom specifier: .xO without behavioral disturbance; .xl with
behavioral (---------->para-biomarker)
disturbance (e.g., psychotic symptoms, mood disturbance, agitation, apathy, or other behavioral (--------->meta-mingo)
symptoms). (---------->meta-infrequently)
^Note: Behavioral disturbance specifier cannot be coded but should still be indicated in writing. (--------->ortho-grandparent)
^See "'Substance/Medication-Induced Major or Mild Neurocognitive Disorder." (---------->paraneuroticism)
Specify: (---------->ortho-penetrant)
Without behjavioral disturbance: If the cognitive disturbance is not accompanied by (---------->orthoskoog)
any clinically significant behavioral disturbance. (---------->para-irresistible)
With behavioral disturbance (specify disturbance): If the cognitive disturbance is accompanied (--------->ortho-cliniciai)
by a clinically significant behavioral disturbance (e.g., psychotic symptoms, (---------->meta-enevm)
mood disturbance, agitation, apathy, or other behavioral symptoms). (---------->meta-goaldirected)
Specify current severity: (---------->meta-codeine)
iUlild: Difficulties with instrumental activities of daily living (e.g., housework, managing (---------->parashuairuo)
money). (---------->ortho-polysomnogram)
Moderate: Difficulties with basic activities of daily living (e.g., feeding, dressing). (---------->meta-inteq)
Severe: Fully dependent. (---------->para-impressively)
ild Neurocognitive Disorder (---------->ortho-reversibility)
Diagnostic Criteria (---------->meta-impair)
A. Evidence of modest cognitive decline from a previous level of performance in one or (---------->orthondez)
more cognitive domains (complex attention, executive function, learning and memory, (---------->metafemininity)
language, perceptual motor, or social cognition) based on: (---------->ortho-classifying)
1. Concern of the individual, a knowledgeable informant, or the clinician that there has (---------->metadistr)
been a mild decline in cognitive function; and (---------->para-mcdunn)
2. A modest impairment in cognitive performance, preferably documented by standardized (--------->para-probed)
neuropsychological testing or, in its absence, another quantified clinical (---------->para-tinnitus)
assessment. (---------->meta-interrupts)
B. The cognitive deficits do not interfere with capacity for independence in everyday (---------->orthonaturalistic)
activities (i.e., complex instrumental activities of daily living such as paying bills or (---------->metajeanette)
managing medications are preserved, but greater effort, compensatory strategies, or (---------->orthothelen)
accommodation may be required). (---------->ortho-farooqui)
C. The cognitive deficits do not occur exclusively in the context of a delirium. (---------->ortho-liora)
D. The cognitive deficits are not better explained by another mental disorder (e.g., major (--------->meta-tuberous)
depressive disorder, schizophrenia). (---------->ortho-vegetal)
Specify whether due to: (---------->ortho-inges)
Alzheimer’s disease (pp. 611-614) (---------->meta-jankord)
Frontotemporal lobar degeneration (pp. 614-618) (---------->meta-azimipour)
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Lewy body disease (pp. 618-621) (---------->ortho-cheered)
Vascular disease (pp. 621-624) (---------->para-itch)
Traumatic brain injury (pp. 624-627) (---------->ortho-jakob)
Substance/medication use (pp. 627-632) (---------->ortho-nickola)
HIV infection (pp. 632-634) (---------->ortho-zink)
Prion disease (pp. 634-636) (---------->para-reproducible)
Parkinson’s disease (pp. 636-638) (---------->para-nonambulatory)
Huntington’s disease (pp. 638-641) (---------->para-iviajor)
Another medical condition (pp. 641-642) (---------->meta-electrocardiographic)
Multiple etiologies (pp. 642-643) (---------->ortho-bradycardia)
Unspecified (p. 643) (---------->para-contributory)
Coding note: For mild neurocognitive disorder due to any of the medical etiologies listed (--------->ortho-designations)
above, code 331.83 (G31.84). Do not use additional codes for the presumed etiological (---------->metaclairvoyance)
medical conditions. For substance/medication-induced mild neurocognitive disorder, code (--------->para-paternal)
based on type of substance; see “Substance/Medication-Induced Major or Mild Neurocognitive (--------->para-hyperorality)
Disorder.” For unspecified mild neurocognitive disorder, code 799.59 (R41.9). (---------->ortho-disarray)
Specify: (---------->para-rigidly)
Without behavioral disturbance: If the cognitive disturbance is not accompanied by (---------->paralanius)
any clinically significant behavioral disturbance. (---------->meta-achy)
With behavioral disturbance (specify disturbance): If the cognitive disturbance is accompanied (--------->meta-motility)
by a clinically significant behavioral disturbance (e.g., psychotic symptoms, (---------->ortho-impuise)
mood disturbance, agitation, apathy, or other behavioral symptoms). (---------->meta-sympathomimetic)
Subtypes (---------->ortho-seime)
Major and mild neurocognitive disorders (NCDs) are primarily subtyped according to the (--------->ortho-artifact)
known or presumed etiological/pathological entity or entities underlying the cognitive decline. (--------->para-mii)
These subtypes are distinguished on the basis of a combination of time course, characteristic (--------->ortho-neuromotor)
domains affected, and associated symptoms. For certain etiological subtypes, the (---------->metatantrums)
diagnosis depends substantially on the presence of a potentially causative entity, such as Parkinson's
(---------->ortho-atonia)
or Huntington's disease, or a traumatic brain injury or stroke in the appropriate time (---------->paraoxycodone)
period. For other etiological subtypes (generally the neurodegenerative diseases like Alzheimer's (--------->ortho-micrograms)
disease, frontotemporal lobar degeneration, and Lewy body disease), the diagnosis is (---------->orthodobbs)
based primarily on the cognitive, behavioral, and functional symptoms. Typically, the differentiation (--------->ortho-nussbaum)
among these syndromes that lack an independentiy recognized etiological entity is (---------->paramenarche)
clearer at the level of major NCD than at the level of mild NCD, but sometimes characteristic (--------->para-sacher)
symptoms and associated features are present at the mild level as well. (---------->meta-riecher)
NCDs are frequently managed by clinicians in multiple disciplines. For many subtypes, (---------->parahaloperidol)
multidisciplinary international expert groups have developed specialized consensus (---------->orthojulianne)
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criteria based on clinicopathological correlation with underlying brain pathology. The (---------->orthorites)
subtype criteria here have been harmonized with those expert criteria. (---------->para-dismissive)
Specifiers (---------->ortho-salbutamol)
Evidence for distinct behavioral features in NCDs has been recognized, particularly in the (--------->ortho-metzner)
areas of psychotic symptoms and depression. Psychotic features are common in many (---------->metanonstereotyped)
NCDs, particularly at the mild-to-moderate stage of major NCDs due to Alzheimer's disease, (--------->para-dictate)
Lewy body disease, and frontotemporal lobar degeneration. Paranoia and other (---------->parahazelike)
delusions are common features, and often a persecutory theme may be a prominent aspect (--------->meta-usuauy)
of delusional ideation. In contrast to psychotic disorders with onset in earlier life (e.g., (---------->orthoknapp)
schizophrenia), disorganized speech and disorganized behavior are not characteristic of (---------->paraberea)
psychosis in NCDs. Hallucinations may occur in any modality, although visual hallucinations (--------->para-neurocogni)
are more common in NCDs than in depressive, bipolar, or psychotic disorders. (---------->ortho-gnrh)
Mood disturbances, including depression, anxiety, and elation, may occur. Depression (---------->metabehaving)
is common early in the course (including at the mild NCD level) of NCD due to Alzheimer's (--------->meta-gagandeep)
disease and Parkinson's disease, while elation may occur more commonly in frontotemporal (--------->para-perinasal)
lobar degeneration. When a full affective syndrome meeting diagnostic criteria (---------->ortho-dreyer)
for a depressive or bipolar disorder is present, that diagnosis should be coded as well. (---------->metaaccoimt)
Mood symptoms are increasingly recognized to be a significant feature in the earliest stages (--------->ortho-nonparental)
of mild NCDs such that clinical recognition and intervention may be important. (---------->ortho-voiding)
Agitation is common in a wide variety of NCDs, particularly in major NCD of moderate (---------->ortholaxatives)
to severe severity, and often occurs in the setting of confusion or frustration. It may (---------->orthoreorienting)
arise as combative behaviors, particularly in the context of resisting caregiving duties such (--------->para-koehler)
as bathing and dressing. Agitation is characterized as disruptive motor or vocal activity (---------->metamareos)
and tends to occur with advanced stages of cognitive impairment across all of the NCDs. (--------->meta-dissociative)
Individuals with NCD can present with a wide variety of behavioral symptoms that (---------->orthoblotchy)
are the focus of treatment. Sleep disturbance is a common symptom that can create a need (--------->meta-trichotillomania)
for clinical attention and may include symptoms of insomnia, hypersomnia, and circadian (--------->ortho-borrov)
rhythm disturbances. (---------->ortho-vasovagal)
Apathy is common in mild and mild major NCD. It is observed particularly in NCD due (---------->orthointravenously)
to Alzheimer's disease and may be a prominent feature of NCD due to frontotemporal (---------->paraunderrepresented)
lobar degeneration. Apathy is typically characterized by diminished motivation and reduced (--------->ortho-ravi)
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goal-directed behavior accompanied by decreased emotional responsiveness. (---------->paraanticholinergics)
Symptoms of apathy may manifest early in the course of NCDs when a loss of motivation (--------->para-disorientation)
to pursue daily activities or hobbies may be observed. (---------->para-nicola)
Other important behavioral symptoms include wandering, disinhibition, hyperphagia, (---------->metalalone)
and hoarding. Some of these symptoms are characteristic of specific disorders, as discussed (--------->ortho-tirelessly)
in the relevant sections. When more than one behavioral disturbance is observed, (---------->metaholaway)
each type should be noted in writing with the specifier "with behavioral symptoms." (---------->parafriendships)
Diagnostic Features (---------->ortho-toxin)
Major and mild NCDs exist on a spectrum of cognitive and functional impairment. Major (---------->orthofibromyalgia)
NCD corresponds to the condition referred to in DSM-IV as dementia, retained as an alternative (--------->meta-nonlewy)
in this volume. The core feature of NCDs is acquired cognitive decline in one or (---------->ortho-fluent)
more cognitive domains (Criterion A) based on both 1) a concern about cognition on the (--------->meta-irresistible)
part of the individual, a knowledgeable informant, or the clinician, and 2) performance on (--------->meta-culp)
an objective assessment that falls below the expected level or that has been observed to decline (--------->meta-subtests)
over time. Both a concern and objective evidence are required because they are complementary. (--------->meta-overs)
When there is an exclusive focus on objective testing, a disorder may go (---------->ortho-idiosyncratic)
undiagnosed in high-functioning individuals whose currently "normal" performance actually (--------->para-bioavailable)
represents a substantial decline in abilities, or an illness may be incorrectly diagnosed (---------->parapreclude)
in individuals whose currently "low" performance does not represent a change (---------->ortho-areata)
from their own baseline or is a result of extraneous factors like test conditions or a passing (--------->para-snorting)
illness. Alternatively, excessive focus on subjective symptoms may fail to diagnose illness (--------->para-spani)
in individuals with poor insight, or whose informants deny or fail to notice their symptoms, (--------->para-compulsions)
or it may be overly sensitive in the so-called worried well. (---------->ortho-mcv)
A cognitive concern differs from a complaint in that it may or may not be voiced spontaneously. (--------->para-indiscriminate)
Rather, it may need to be elicited by careful questioning about specific symptoms (---------->metawitnessing)
that commonly occur in individuals with cognitive deficits (see Table 1 in the (---------->orthoselfinduced)
introduction to this chapter). For example, memory concerns include difficulty remembering (--------->meta-ssific)
a short grocery list or keeping track of the plot of a television program; executive concerns (--------->meta-alvaro)
include difßculty resuming a task when interrupted, organizing tax records, or (---------->ortho-cullen)
planning a holiday meal. At the mild NCD level, the individual is likely to describe these (---------->metacaffeinerelated)
tasks as being more difficult or as requiring extra time or effort or compensatory strategies. (--------->meta-indoleamines)
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At the major NCD level, such tasks may only be completed with assistance or may be (---------->metaetiological)
abandoned altogether. At the mild NCD level, individuals and their families may not notice (--------->ortho-stipec)
such symptoms or may view them as normal, particularly in the elderly; thus, careful (---------->parasjnnptom)
history taking is of paramount importance. The difficulties must represent changes rather (--------->ortho-atrophy)
than lifelong patterns: the individual or informant may clarify this issue, or the clinician (---------->orthoruocco)
can infer change from prior experience with the patient or from occupational or other (---------->paradomenico)
clues. It is also critical to determine that the difficulties are related to cognitive loss rather (--------->ortho-radiograph)
than to motor or sensory limitations. (---------->meta-fecal)
Neuropsychological testing, with performance compared with norms appropriate to (---------->metachrista)
the patient's age, educational attainment, and cultural background, is part of the standard (--------->para-rawson)
evaluation of NCDs and is particularly critical in the evaluation of mild NCD. For major (---------->orthononpurposive)
NCD, performance is typically 2 or more standard deviations below appropriate norms (---------->orthosusto)
(3rd percentile or below). For mild NCD, performance typically lies in the 1-2 standard deviation (--------->ortho-detrusor)
range (between the 3rd and 16th percentiles). However, neuropsychological testing (---------->paraiatrogenic)
is not available in all settings, and neuropsychological thresholds are sensitive to the (---------->orthoaccoimt)
specific test(s) and norms employed, as well as to test conditions, sensory limitations, and (--------->meta-abruptly)
intercurrent illness. A variety of brief office-based or "bedside" assessments, as described (--------->meta-myalgias)
in Table 1, can also supply objective data in settings where such testing is unavailable or (--------->ortho-kufiingisisa)
infeasible. In any case, as with cognitive concerns, objective performance must be interpreted (--------->ortho-cambra)
in light of the individual's prior performance. Optimally, this information would (---------->ortho-rohren)
be available from a prior administration of the same test, but often it must be inferred (---------->paraimreality)
based on appropriate norms, along with the individual's educational history, occupation, (---------->orthostephane)
and other factors. Norms are more challenging to interpret in individuals with very high (---------->orthoceasing)
or very low levels of education and in individuals being tested outside their own language (--------->para-heterogeneity)
or cultural background. (---------->ortho-nadir)
Criterion B relates to the individual's level of independence in everyday functioning. (---------->metamodality)
Individuals with major NCD will have impairment of sufficient severity so as to interfere (---------->metaparkinsonian)
with independence, such that others will have to take over tasks that the individuals were (--------->ortho-contraceptives)
previously able to complete on their own. Individuals with mild NCD will have preserved (---------->orthomutilation)
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independence, although there may be subtle interference with function or a report that (---------->metaexum)
tasks require more effort or take more time than previously. (---------->ortho-phenylketonuria)
The distinction between major and mild NCD is inherently arbitrary, and the disorders (---------->parajacalyn)
exist along a continuum. Precise thresholds are therefore difficult to determine. Careful (---------->orthoarora)
history taking, observation, and integration with other findings are required, and the implications (--------->meta-precludes)
of diagnosis should be considered when an individual's clinical manifestations (---------->ortho-ivlarkers)
lie at a boundary. (---------->meta-macallister)
Associated Features Supporting Diagnosis (---------->meta-stereotype)
Typically the associated features that support a diagnosis of major or mild NCD will be (---------->metaputamen)
specific to the etiological subtype (e.g., neuroleptic sensitivity and visual hallucinations in (--------->para-ledical)
NCD due to Lewy body disease). Diagnostic features specific to each of the subtypes are (--------->ortho-wakes)
found in the relevant sections. (---------->meta-queried)
Prevalence (---------->ortho-epileptogenic)
The prevalence of NCD varies widely by age and by etiological subtype. Overall prevalence (--------->para-possessing)
estimates are generally only available for older populations. Among individuals (---------->meta-tapering)
older than 60 years, prevalence increases steeply with age, so prevalence estimates are (--------->ortho-conjunctival)
more accurate for narrow age bands than for broad categories such as "over 65" (where the (--------->meta-pavor)
mean age can vary greatly with the life expectancy of the given population). For those etiological (--------->para-hunches)
subtypes occurring across the lifespan, prevalence estimates for NCD are likely to (---------->orthobhupinder)
be available, if at all, only as the fraction of individuals who develop NCD among those (---------->parasuppressors)
with the relevant condition (e.g., traumatic brain injury, HIV infection). (---------->para-envious)
Overall prevalence estimates for dementia (which is largely congruent with major (---------->metadarting)
NCD) are approximately l%-2% at age 65 years and as high as 30% by age 85 years. The (--------->meta-homemaker)
prevalence of mild NCD is very sensitive to the definition of the disorder, particularly in (---------->metastrouts)
community settings, where evaluations are less detailed. In addition, in contrast with clinical (--------->ortho-cphc)
settings, where cognitive concern must be high to seek and locate care, there may be a (---------->paraparotid)
less clear decline from baseline functioning. Estimates of the prevalence of mild cognitive (--------->para-underreport)
impairment (which is substantially congruent with mild NCD) among older individuals (---------->orthokrista)
are fairly variable, ranging from 2% to 10% at age 65 and 5% to 25% by age 85. (---------->parareplicative)
Development and Course (---------->ortho-imanic)
The course of NCD varies across etiological subtypes, and this variation can be useful in (--------->meta-mentalizing)
differential diagnosis. Some subtypes (e.g., those related to traumatic brain injury or (---------->orthowhitehead)
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stroke) typically begin at a specific time and (at least after initial symptoms related to inflammation (--------->meta-dassori)
or swelling subside) remain static. Others may fluctuate over time (although (---------->para-ilhiess)
if this occurs, the possibility of delirium superimposed on NCD should be considered). (---------->paralias)
NCDs due to neurodegenerative diseases like Alzheimer's disease or frontotemporal (---------->orthoconverging)
lobar degeneration typically are marked by insidious onset and gradual progression, and (--------->para-antipsychotic)
the pattem of onset of cognitive deficits and associated features helps to distinguish among (--------->ortho-andriy)
them. (---------->meta-dizziness)
NCDs with onset in childhood and adolescence may have broad repercussions for social (--------->ortho-puliing)
and intellectual development, and in this setting intellectual disability (intellectual (---------->metaalimasuya)
developmental disorder) and/or other neurodevelopmental disorders may also be diagnosed (--------->para-recollection)
to capture the full diagnostic picture and ensure the provision of a broad range of (---------->meta-pilar)
services. In older individuals, NCDs often occur in the setting of medical illnesses, frailty, (--------->para-agrammatic)
and sensory loss, which complicate the clinical picture for diagnosis and treatment. (---------->metanecessitates)
When cognitive loss occurs in youth to midlife, individuals and families are likely to (---------->parabearlyn)
seek care. NCDs are typically easiest to identify at younger ages, although in some settings (--------->para-prion)
malingering or other factitious disorders may be a concern. Very late in life, cognitive (---------->orthocoincided)
symptoms may not cause concern or may go unnoticed. In late life, mild NCD must also be (--------->ortho-nfiedlcation)
distinguished from the more modest deficits associated with "normal aging," although a (---------->orthofabiani)
substantial fraction of what has been ascribed to normal aging likely represents prodromal (--------->meta-shambhavi)
phases of various NCDs. In addition, it becomes harder to recognize mild NCD with age (--------->ortho-nighttime)
because of the increasing prevalence of medical illness and sensory deficits. It becomes (--------->ortho-tarcia)
harder to differentiate among subtypes with age because there are multiple potential sources (--------->meta-fermin)
of neurocognitive decline. (---------->para-periand)
Risk and Prognostic Factors (---------->meta-impulsivity)
Risk factors vary not only by etiological subtype but also by age at onset within etiological (--------->para-tempered)
subtypes. Some subtypes are distributed throughout the lifespan, whereas others occur (---------->orthosoni)
exclusively or primarily in late life. Even within the NCDs of aging, the relative prevalence (--------->ortho-generational)
varies with age: Alzheimer's disease is uncommon before age 60 years, and the prevalence (--------->para-affecnvity)
increases steeply thereafter, while the overall less common frontotemporal lobar degeneration (--------->para-differentiating)
has earlier onset and represents a progressively smaller fraction of NCDs with age. (---------->parauncontrollable)
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Genetic and physiological. The strongest risk factor for major and mild NCDs is age, (---------->orthounderdiagnosis)
primarily because age increases the risk of neurodegenerative and cerebrovascular disease. (--------->para-shorten)
Female gender is associated with higher prevalence of dementia overall, and especially (--------->ortho-statisticians)
Alzheimer's disease, but this difference is largely, if not wholly, attributable to greater longevity (--------->meta-cyclosporine)
in females. (---------->meta-promis)
Culture-Related Diagnostic issues (---------->para-appreciating)
Individuals' and families' level of awareness and concern about neurocognitive symptoms (--------->ortho-infrequently)
may vary across ethnic and occupational groups. Neurocognitive symptoms are (---------->meta-lability)
more likely to be noticed, particularly at the mild level, in individuals who engage in complex (--------->meta-mauricio)
occupational, domestic, or recreational activities. In addition, norms for neuropsychological (--------->para-keane)
testing tend to be available only for broad populations, and thus they may not (---------->ortho-fluctuate)
be easily applicable to individuals with less than high school education or those being (---------->parahydrochloride)
evaluated outside their primary language or culture. (---------->para-consumes)
Gender-Related Diagnostic issues (---------->para-stabilizer)
Like age, culture, and occupation, gender issues may affect the level of concern and awareness (--------->para-orthodoxy)
of cognitive symptoms. In addition, for late-life NCDs, females are likely to be older, (---------->paradisgusting)
to have more medical comorbidity, and to live alone, which can complicate evaluation and (--------->ortho-fflin)
treatment. In addition, there are gender differences in the frequency of some of the etiological (--------->para-preterm)
subtypes. (---------->meta-ivlari)
Diagnostic iVlarkers (---------->meta-difficultn)
In addition to a careful history, neuropsychological assessments are the key measures for (--------->meta-schechter)
diagnosis of NCDs, particularly at the mild level, where functional changes are minimal (---------->metabouts)
and symptoms more subtle. Ideally, individuals will be referred for formal neuropsychological (--------->meta-topography)
testing, which will provide a quantitative assessment of all relevant domains and (---------->para-ninfa)
thus help with diagnosis; provide guidance to the family on areas where the individual (---------->metakirz)
may require more support; and serve as a benchmark for further decline or response to (---------->metaparacetamol)
therapies. When such testing is unavailable or not feasible, the brief assessments in Table 1 (--------->meta-lynda)
can provide insight into each domain. More global brief mental status tests may be helpful (--------->meta-inferences)
but may be insensitive, particularly to modest changes in a single domain or in those with (--------->ortho-inject)
high premorbid abilities, and may be overly sensitive in those with low premorbid abilities. (--------->meta-succinct)
In distinguishing among etiological subtypes, additional diagnostic markers may (---------->orthocloseness)
come into play, particularly neuroimaging studies such as magnetic resonance imaging (---------->paraedna)
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scans and positron emission tomography scans. In addition, specific markers may be involved (--------->para-koblin)
in the assessment of specific subtypes and may become more important as additional (---------->orthobibeau)
research findings accumulate over time, as discussed in the relevant sections. (---------->meta-gorkin)
Functional Consequences of (---------->ortho-wobbling)
Major and Mild Neurocognitive Disorders (---------->para-outlooks)
By definition, major and mild NCDs affect functioning, given the central role of cognition in (--------->para-tore)
human life. Thus, the criteria for the disorders, and the threshold for differentiating mild (---------->paranurture)
from major NCD, are based in part on functional assessment. Within major NCD there is a (--------->meta-reassurance)
broad range of functional impairment, as implemented in the severity specifiers. In addition, (--------->meta-jealousy)
the specific functions that are compromised can help identify the cognitive domains affected, (--------->ortho-postural)
particularly when neuropsychological testing is not available or is difficult to interpret. (---------->paraforerunner)
Differential Diagnosis (---------->para-unrealistic)
Normal cognition. The differential diagnosis between normal cognition and mild NCD, (---------->parahomophobia)
as between mild and major NCD, is challenging because the boundaries are inherently arbitrary. (--------->ortho-manipulative)
Careful history taking and objective assessment are critical to these distinctions. A (---------->paranonsomatic)
longitudinal evaluation using quantified assessments may be key in detecting mild NCD. (--------->meta-tille)
Delirium. Both mild and major NCD may be difficult to distinguish from a persistent delirium, (--------->ortho-bipoiar)
which can co-occur. Careful assessment of attention and arousal will help to make (---------->parajoelle)
the distinction. (---------->meta-zucker)
Major depressive disorder. The distinction between mild NCD and major depressive (---------->orthoarchana)
disorder, which may co-occur with NCD, can also be challenging. Specific patterns of cognitive (--------->meta-oast)
deficits may be helpful. For example, consistent memory and executive function (---------->para-kaur)
deficits are typical of Alzheimer's disease, whereas nonspecific or more variable performance (--------->ortho-coercing)
is seen in major depression. Alternatively, treatment of the depressive disorder (---------->parahighattention)
with repeated observation over time may be required to make the diagnosis. (---------->ortho-idealize)
Specific learning disorder and other neurodevelopmental disorders. A careful clarification (--------->meta-causality)
of the individual's baseline status will help distinguish an NCD from a specific (---------->orthoabnormality)
learning disorder or other neurodevelopmental disorders. Additional issues may enter the (--------->para-izophren)
differential for specific etiological subtypes, as described in the relevant sections. (---------->metahypoxemic)
Comorbidity (---------->para-analvzinfi)
NCDs are common in older individuals and thus often co-occur with a wide variety of agerelated (--------->meta-coccaro)
diseases that may complicate diagnosis or treatment. Most notable of these is (---------->parapartnered)
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delirium, for which NCD increases the risk. In older individuals, a delirium during hospitalization (--------->meta-mmhg)
is, in many cases, the first time that an NCD is noticed, although a careful history (---------->orthohypoxic)
will often reveal evidence of earlier decline. Mixed NCDs are also common in older (---------->metalauriello)
individuals, as many etiological entities increase in prevalence with age. In younger individuals, (--------->ortho-thinner)
NCD often co-occurs with neurodevelopmental disorders; for example, a head injury (---------->orthotraumatizing)
in a preschool child may also lead to significant developmental and learning issues. (---------->orthokeefe)
Additional comorbidity of NCD is often related to the etiological subtype, as discussed in (--------->ortho-gottumakkla)
the relevant sections. (---------->para-apolipoprotein)
Major or Mild Neurocognitive Disorder (---------->meta-disproportionately)
Due to Alzheimer’s Disease (---------->para-preempt)
Diagnostic Criteria (---------->ortho-straneri)
A. The criteria are met for major or mild neurocognitive disorder. (---------->para-somstic)
B. There is insidious onset and gradual progression of impairment in one or more cognitive (--------->meta-niacin)
domains (for major neurocognitive disorder, at least two domains must be impaired). (---------->paralesch)
C. Criteria are met for either probable or possible Alzheimer’s disease as follows: (---------->para-penile)
For major neurocognitive disorder: (---------->meta-lacrimation)
Probable Alzheimer’s disease is diagnosed if either of the following is present; otherwise, (--------->ortho-irritabity)
possible Alzheimer’s disease should be diagnosed. (---------->ortho-pleasurable)
1. Evidence of a causative Alzheimer’s disease genetic mutation from family history (---------->parachsnggs)
or genetic testing. (---------->para-darrel)
2. All three of the following are present: (---------->para-cowardly)
a. Clear evidence of decline in memory and learning and at least one other cognitive (---------->orthokanner)
domain (based on detailed history or serial neuropsychological testing). (---------->meta-hunches)
b. Steadily progressive, gradual decline in cognition, without extended plateaus. (---------->ortho-fag)
c. No evidence of mixed etiology (i.e., absence of other neurodegenerative or (---------->meta-pyke)
cerebrovascular disease, or another neurological, mental, or systemic disease (---------->pararesponsiveness)
or condition likely contributing to cognitive decline). (---------->para-crescendo)
For mild neurocognitive disorder: (---------->ortho-sepsis)
Probable Alzheimer’s disease is diagnosed if there is evidence of a causative Alzheimer’s (--------->ortho-gutman)
disease genetic mutation from either genetic testing or family history. (---------->meta-iilll)
Possible Alzheimer’s disease is diagnosed if there is no evidence of a causative Alzheimer’s (--------->para-dnlm)
disease genetic mutation from either genetic testing or family history, and all (---------->orthonontraumatic)
three of the following are present: (---------->ortho-medicationinduced)
1. Clear evidence of decline in memory and learning. (---------->meta-striegel)
2. Steadily progressive, gradual decline in cognition, without extended plateaus. (---------->orthonuchae)
3. No evidence of mixed etiology (i.e., absence of other neurodegenerative or cerebrovascular (--------->meta-overuse)
disease, or another neurological or systemic disease or condition likely (---------->para-phospho)
contributing to cognitive decline). (---------->para-kopelowicz)
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D. The disturbance is not better explained by cerebrovascular disease, another neurodegenerative (--------->ortho-sympathectomy)
disease, the effects of a substance, or another mental, neurological, or systemic (---------->metaincapacitation)
disorder. (---------->ortho-evoked)
Coding note: For probable major neurocognitive disorder due to Alzheimer’s disease, (---------->metadermoscopy)
with behavioral disturbance, code first 331.0 (G30.9) Alzheimer’s disease, followed by (---------->paramirtazapine)
294.11 (F02.81) major neurocognitive disorder due to Alzheimer’s disease. For probable (--------->ortho-upsetting)
neurocognitive disorder due to Alzheimer’s disease, without behavioral disturbance, code (--------->meta-arousals)
first 331.0 (G30.9) Alzheimer’s disease, followed by 294.10 (F02.80) major neurocognitive (--------->ortho-ideation)
disorder due to Alzheimer’s disease, without behavioral disturbance. (---------->para-slapping)
For possible major neurocognitive disorder due to Alzheimer’s disease, code 331.9 (---------->paradistinguishes)
(G31.9) possible major neurocognitive disorder due to Alzheimer’s disease. (Note: Do not (--------->meta-disposing)
use the additional code for Alzheimer’s disease. Behavioral disturbance cannot be coded (--------->meta-ohr)
but should still be indicated in writing.) (---------->para-inexplicable)
For mild neurocognitive disorder due to Alzheimer’s disease, code 331.83 (G31.84). (---------->metacaffeinerelated)
(Note: Do not use the additional code for Alzheimer’s disease. Behavioral disturbance (---------->metabelittle)
cannot be coded but should still be indicated in writing.) (---------->ortho-banter)
Diagnostic Features (---------->meta-sufferings)
Beyond the neurocognitive disorder (NCD) syndrome (Criterion A), the core features of major (--------->ortho-amylase)
or mild NCD due to Alzheimer's disease include an insidious onset and gradual progression (--------->ortho-sociability)
of cognitive and behavioral symptoms (Criterion B). The typical presentation is (---------->para-relived)
amnestic (i.e., with impairment in memory and learning). Unusual nonamnestic presentations, (--------->meta-adrenergic)
particularly visuospatial and logopenic aphasie variants, also exist. At the mild (---------->parainterstitial)
NCD phase, Alzheimer's disease manifests typically with impairment in memory and learning, (--------->ortho-constriction)
sometimes accompanied by deficits in executive function. At the major NCD phase, (---------->orthorappaport)
visuoconstructional/perceptual motor ability and language will also be impaired, particularly (--------->ortho-bangsund)
when the NCD is moderate to severe. Social cognition tends to be preserved until (---------->metasawhney)
late in the course of the disease. (---------->para-infarction)
A level of diagnostic certainty must be specified denoting Alzheimer's disease as the (---------->paraabulseoud)
probable or "possible" etiology (Criterion C). Probable Alzheimer's disease is diagnosed in (--------->ortho-freebase)
both major and mild NCD if there is evidence of a causative Alzheimer's disease gene, either (--------->para-cystitis)
from genetic testing or from an autosomal dominant family history coupled with autopsy (---------->metaresponders)
confirmation or a genetic test in an affected family member. For major NCD, a (---------->ortho-inflection)
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typical clinical picture, without extended plateaus or evidence of mixed etiology, can also (--------->meta-derealization)
be diagnosed as due to probable Alzheimer's disease. For mild NCD, given the lesser degree (--------->ortho-golding)
of certainty that the deficits will progress, these features are only sufficient for a (---------->meta-jadhav)
possible Alzheimer's etiology. If the etiology appears mixed, mild NCD due to multiple etiologies (--------->para-definitively)
should be diagnosed. In any case, for both mild and major NCD due to Alzheimer's (---------->paranontolerant)
disease, the clinical features must not suggest another primary etiology for the NCD (---------->orthostabilizer)
(Criterion D). (---------->para-encountering)
Associated Features Supporting Diagnosis (---------->para-flapping)
In specialty clinical settings, approximately 80% of individuals with major NCD due to (---------->metadigoxin)
Alzheimer's disease have behavioral and psychological manifestations; these features are (--------->para-celeste)
also frequent at the mild NCD stage of impairment. These symptoms are as or more distressing (--------->ortho-abruptio)
than cognitive manifestations and are frequently the reason that health care is (---------->meta-htigious)
sought. At the mild NCD stage or the mildest level of major NCD, depression and/or apathy (--------->meta-ivloderate)
are often seen. With moderately severe major NCD, psychotic features, irritability, (---------->orthoaroused)
agitation, combativeness, and wandering are common. Late in the illness, gait disturbance, (--------->para-neuromotor)
dysphagia, incontinence, myoclonus, and seizures are observed. (---------->para-atrial)
Prevaience (---------->para-infradian)
The prevalence of overall dementia (major NCD) rises steeply with age. In high-income (---------->metacollaborated)
countries, it ranges from 5% to 10% in the seventh decade to at least 25% thereafter. U.S. (--------->ortho-mesocephalic)
census data estimates suggest that approximately 7% of individuals diagnosed with Alzheimer's (--------->para-sodomy)
disease are between ages 65 and 74 years, 53% are between ages 75 and 84 years, (---------->orthoblinking)
and 40% are 85 years and older. The percentage of dementias attributable to Alzheimer's (--------->para-contrasts)
disease ranges from about 60% to over 90%, depending on the setting and diagnostic criteria. (--------->para-gels)
Mild NCD due to Alzheimer's disease is likely to represent a substantial fraction of (---------->orthomcclenahan)
mild cognitive impairment (MCI) as well. (---------->para-mccue)
Development and Course (---------->meta-shemo)
Major or mild NCD due to Alzheimer's disease progresses gradually, sometimes with (---------->metascahill)
brief plateaus, through severe dementia to death. The mean duration of survival after diagnosis (--------->para-constellation)
is approximately 10 years, reflecting the advanced age of the majority of individuals (---------->metaquitting)
rather than the course of the disease; some individuals can live with the disease for as (---------->metaoxazepam)
long as 20 years. Y.ate-stage individuals are eventually mute and bedbound. Death most (--------->ortho-infliction)
commonly results from aspiration in those who survive through the full course. In mild (---------->parastabilize)
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NCD due to Alzheimer's disease, impairments increase over time, and functional status (---------->metacannabinoid)
gradually declines until symptoms reach the threshold for the diagnosis of major NCD. (---------->paraindiscriminate)
The onset of symptoms is usually in the eighth and ninth decades; early-onset forms (---------->orthomeditative)
seen in the fifth and sixth decades are often related to known causative mutations. Symptoms (--------->para-fink)
and pathology do not differ markedly at different onset ages. However, younger individuals (--------->meta-thyra)
are more likely to survive the full course of the disease, while older individuals (---------->metaprelingual)
are more likely to have numerous medical comorbidities that affect the course and management (--------->para-worthington)
of the illness. Diagnostic complexity is higher in older adults because of the increased (---------->metapsychoses)
likelihood of comorbid medical illness and mixed pathology. (---------->para-ills)
Risk and Prognostic Factors (---------->para-shortens)
Environmental. Traumatic brain injury increases risk for major or mild NCD due to Alzheimer's (--------->para-travails)
disease. (---------->ortho-doreen)
Genetic and physiological. Age is the strongest risk factor for Alzheimer's disease. The (---------->paraangold)
genetic susceptibility polymorphism apolipoprotein E4 increases risk and decreases age (--------->ortho-acknowledgment)
at onset, particularly in homozygous individuals. There are also extremely rare causative (--------->meta-haggard)
Alzheimer's disease genes. Individuals with Down's syndrome (trisomy 21) develop Alzheimer's (--------->meta-steffanie)
disease if they survive to midlife. Multiple vascular risk factors influence risk for (---------->para-widened)
Alzheimer's disease and may act by increasing cerebrovascular pathology or also through (--------->para-desai)
direct effects on Alzheimer pathology. (---------->meta-willoughby)
Culture-Related Diagnostic Issues (---------->para-impulsivity)
Detection of an NCD may be more difficult in cultural and socioeconomic settings where (---------->paraidioms)
memory loss is considered normal in old age, where older adults face fewer cognitive demands (--------->para-sensorium)
in everyday life, or where very low educational levels pose greater challenges to (---------->orthogettingoutof)
objective cognitive assessment. (---------->para-dosages)
Diagnostic IVIarkers (---------->meta-midlife)
Cortical atrophy, amyloid-predominant neuritic plaques, and tau-predominant neurofibrillary (--------->para-yanovski)
tangles are hallinarks of the pathological diagnosis of Alzheimer's disease and may be (---------->orthoibarra)
confirmed via postmortem histopathological examination. For early-onset cases with autosomal (--------->para-perlman)
dominant inheritance, a mutation in one of the known causative Alzheimer's disease (---------->parawalmsley)
genes—amyloid precursor protein (APP), presenilin 1 (PSENl), or presenilin 2 (PSEN2)— (--------->ortho-deceive)
may be involved, and genetic testing for such mutations is commercially available, at least (--------->ortho-seetable)
for PSENl. Apolipoprotein E4 cannot serve as a diagnostic marker because it is only a risk (--------->ortho-kelsay)
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factor and neither necessary nor sufficient for disease occurrence. (---------->para-korsakoff)
Since amyloid beta-42 deposition in the brain occurs early in the pathophysiological (---------->paraelimin)
cascade, amyloid-based diagnostic tests such as amyloid imaging on brain positron emission (--------->meta-dissociativity)
tomography (PET) scans and reduced levels of amyloid beta-42 in the cerebrospinal (---------->parasubtracting)
fluid (CSF) may have diagnostic value. Signs of neuronal injury, such as hippocampal and (--------->para-incite)
temporoparietal cortical atrophy on a magnetic resonance image scan, temporoparietal (---------->orthoneuropathy)
hypometabolism on a fluorodeoxyglucose PET scan, and evidence for elevated total tau (--------->meta-determinant)
and phospho-tau levels in CSF, provide evidence of neuronal damage but are less specific (--------->ortho-trusting)
for Alzheimer's disease. At present, these biomarkers are not fully validated, and many (---------->metaorthostasis)
are available only in tertiary care settings. However, some of them, along with novel biomarkers, (--------->meta-gelb)
will likely move into wider clinical practice in the coming years. (---------->ortho-encompassing)
Functional Consequences of Major or Mild (---------->ortho-attentive)
Neurocognitive Disorder Due to Alzheimer’s Disease (---------->para-crossfield)
The prominence of memory loss can cause significant difficulties relatively early in the (---------->orthoshc)
course. Social cognition (and thus social functioning) and procedural memory (e.g., dancing, (--------->ortho-gangster)
playing musical instruments) may be relatively preserved for extended periods. (---------->ortho-ojo)
Differential Diagnosis (---------->ortho-menarche)
Other neurocognitive disorders. Major and mild NCDs due to other neurodegenerative (---------->metaevading)
processes (e.g., Lewy body disease, frontotemporal lobar degeneration) share the insidious (--------->meta-subsyndromal)
onset and gradual decline caused by Alzheimer's disease but have distinctive core (---------->orthopsycliotic)
features of their own. In major or mild vascular NCD, there is typically history of stroke (---------->pararesembling)
temporally related to the onset of cognitive impairment, and infarcts or white matter hyperintensities (--------->ortho-tardive)
are judged sufficient to account for the clinical picture. However, particularly (---------->para-utero)
when there is no clear history of stepwise decline, major or mild vascular NCD can (---------->orthoneatly)
share many clinical features with Alzheimer's disease. (---------->para-oland)
Other concurrent, active neurological or systemic illness. Other neurological or systemic (---------->paraeroticized)
illness should be considered if there is an appropriate temporal relationship and (---------->orthoepidemics)
severity to account for the clinical picture. At the mild NCD level, it may be difficult to distinguish (--------->para-pyromania)
an Alzheimer's disease etiology from that of another medical condition (e.g., thyroid (---------->parahypersomnolence)
disorders, vitamin Bj2 deficiency). (---------->para-sandusky)
Major depressive disorder. Particularly at the mild NCD level, the differential diagnosis (---------->metatransvestism)
also includes major depression. The presence of depression may be associated with reduced (--------->ortho-fraudulence)
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daily functioning and poor concentration that may resemble an NCD, but improvement (---------->orthowilk)
with treatment of depression may be useful in making the distinction. (---------->para-koop)
Comorbidity (---------->meta-resentment)
Most individuals with Alzheimer's disease are elderly and have multiple medical conditions (--------->meta-kuhl)
that can complicate diagnosis and influence the clinical course. Major or mild NCD due to (--------->para-contemporaneously)
Alzheimer's disease commonly co-occurs with cerebrovascular disease, which contributes (--------->meta-fen)
to the clinical picture. When a comorbid condition contributes to the NCD in an individual (--------->para-shakiness)
with Alzheimer's disease, then NCD due to multiple etiologies should be diagnosed. (---------->metatestes)
Major or Mild Frontotemporal (---------->meta-overdiagnosed)
Neurocognitive Disorder (---------->para-polysomnography)
Diagnostic Criteria (---------->ortho-yamamoto)
A. The criteria are met for major or mild neurocognitive disorder. (---------->meta-clh)
B. The disturbance has insidious onset and gradual progression. (---------->para-oderate)
C. Either (1) or (2); (---------->para-empathie)
1. Behavioral variant; (---------->para-disciplining)
a. Three or more of the following behavioral symptoms: (---------->meta-premonitory)
i. Behavioral disinhibition. (---------->para-vacillating)
ii. Apathy or inertia. (---------->para-nondamaging)
iii. Loss of sympathy or empathy. (---------->ortho-iviay)
iv. Perseverative, stereotyped or compulsive/ritualistic behavior. (---------->meta-echoing)
v. Hyperorality and dietary changes. (---------->meta-gayle)
b. Prominent decline in social cognition and/or executive abilities. (---------->para-strouts)
2. Language variant: (---------->meta-initiates)
a. Promi(Qent decline in language ability, in the form of speech production, word (---------->para-efrain)
finding, object naming, grammar, or word comprehension. (---------->ortho-misalignment)
D. Relative sparing of learning and memory and perceptual-motor function. (---------->metamisarticulation)
E. The disturbance is not better explained by cerebrovascular disease, another neurodegenerative (--------->meta-clarifying)
disease, the effects of a substance, or another mental, neurological, or systemic (---------->orthodomineering)
disorder. (---------->meta-magically)
Probable frontotemporal neurocognitive disorder is diagnosed if either of the following (---------->paraimable)
is present; othenwise, possible frontotemporal neurocognitive disorder should be diagnosed: (--------->meta-conmion)
1. Evidence of a causative frontotemporal neurocognitive disorder genetic mutation, from (--------->meta-humpreys)
either family history or genetic testing. (---------->para-sequentially)
2. Evidence of disproportionate frontal and/or temporal lobe involvement from neuroimaging. (--------->meta-discourage)
Possible frontotemporal neurocognitive disorder is diagnosed if there is no evidence (---------->parabelligerence)
of a genetic mutation, and neuroimaging has not been performed. (---------->meta-preteens)
Coding note: For probable major neurocognitive disorder due to frontotemporal lobar degeneration, (--------->para-dysfimction)
with behavioral disturbance, code first 331.19 (G31.09) frontotemporal disease, (---------->metahypersomnolence)
followed by 294.11 (F02.81) probable major neurocognitive disorder due to (---------->metaagoraphobic)
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frontotemporal lobar degeneration, with behavioral disturbance. For probable major neurocognitive (--------->meta-craske)
disorder due to frontotemporal lobar degeneration, without behavioral disturbance, (---------->orthoshinkei)
code first 331.19 (G31.09) frontotemporal disease, followed by 294.10 (F02.80) (---------->meta-fahey)
probable major neurocognitive disorder due to frontotemporal lobar degeneration, without (--------->meta-psychiosis)
behavioral disturbance. (---------->para-withhold)
For possible major neurocognitive disorder due to frontotemporal lobar degeneration, code (--------->para-sastry)
331.9 (G31.9) possible major neurocognitive disorder due to frontotemporal lobar degeneration. (--------->meta-disordgrsall)
(Note: Do not use the additional code for frontotemporal disease. Behavioral disturbance (--------->ortho-envious)
cannot be coded but should still be indicated in writing.) (---------->ortho-restraining)
For mild neurocognitive disorder due to frontotemporal lobar degeneration, code 331.83 (---------->parapunctuated)
(031.84). (Note: Do not use the additional code for frontotemporal disease. Behavioral (---------->metasuman)
disturbance cannot be coded but should still be indicated in writing.) (---------->para-zillmann)
Diagnostic Features (---------->meta-diuretic)
Major or mild frontotemporal neurocognitive disorder (NCD) comprises a number of syndromic (--------->para-serable)
variants characterized by the progressive development of behavioral and personality (---------->orthoforeplay)
change and/or language impairment. The behavioral variant and three language variants (semantic, (--------->para-weekdays)
agrammatic/nonfluent, and logopenic) exhibit distinct patterns of brain atrophy and (---------->paralorena)
some distinctive neuropathology. The criteria must be met for either the behavioral or the language (--------->ortho-dysmorphia)
variant to make the diagnosis, but many individuals present with features of both. (---------->metasubacute)
Individuals with behavioral-variant major or mild frontotemporal NCD present with (---------->orthopharmacodynamics)
varying degrees of apathy or disinhibition. They may lose interest in socialization, selfcare, (--------->meta-thyroxine)
and personal responsibilities, or display socially inappropriate behaviors. Insight is (---------->metaincapacitation)
usually impaired, and this often delays medical consultation. The first referral is often to a (--------->ortho-akathisia)
psychiatrist. Individuals may develop changes in social style, and in religious and political (--------->meta-hypocapnia)
beliefs, with repetitive movements, hoarding, changes in eating behavior, and hyperorality. (--------->para-micturition)
In later stages, loss of sphincter control may occur. Cognitive decline is less prominent, (---------->paraeccentric)
and formal testing may show relatively few deficits in the early stages. Common neurocognitive (--------->ortho-delusional)
symptoms are lack of planning and organization, distractibility, and poor judgment. (---------->orthojeste)
Deficits in executive function, such as poor performance on tests of mental (---------->meta-puzzling)
flexibility, abstract reasoning, and response inhibition, are present, but learning and memory (--------->para-modulate)
are relatively spared, and perceptual motor abilities are almost always preserved in (---------->paraschover)
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the early stages. (---------->ortho-attentional)
Individuals with language-variant major or mild frontotemporal NCD present with primary (--------->para-varenicline)
progressive aphasia with gradual onset, with three subtypes commonly described: (---------->meta-raffa)
semantic variant, agrammatic/nonfluent variant, and logopenic variant, and each variant (--------->meta-interrelationships)
has distinctive features and corresponding neuropathology. (---------->meta-antihistamines)
Probable is distinguished from "possible" frontotemporal NCD by the presence of (---------->paraurgently)
causative genetic factors (e.g., mutations in the gene coding for microtubule-associated protein (--------->ortho-indifferent)
tau) or by the presence of distinctive atrophy or reduced activity in frontotemporal regions (--------->para-harmonize)
on structural or functional imaging. (---------->ortho-nonattendance)
Associated Features Supporting Diagnosis (---------->meta-kyla)
Extrapyramidal features may be prominent in some cases, with an overlap with syndromes (--------->meta-intimidation)
such as progressive supranuclear palsy and corticobasal degeneration. Features of (---------->metaganser)
motor neuron disease may be present in some cases (e.g., muscle atrophy, weakness). A (--------->meta-fassler)
subset of individuals develop visual hallucinations. (---------->ortho-follov)
Prevalence (---------->ortho-teic)
Major or mild frontotemporal NCD is a common cause of early-onset NCD in individuals (---------->orthoconstellation)
younger than 65 years. Population prevalence estimates are in the range of 2-10 per (---------->metaneurogenic)
100,000. Approximately 20%-25% of cases of frontotemporal NCD occur in individuals (---------->metaamends)
older than 65 years. Frontotemporal NCD accounts for about 5% of all cases of dementia in (--------->meta-polydrug)
unselected autopsy series. Prevalence estimates of behavioral variant and semantic language (--------->meta-kyofusho)
variant are higher among males, and prevalence estimates of nonfluent language (---------->metacharee)
variant are higher among females. (---------->ortho-trismus)
Development and Course (---------->meta-cytotoxic)
Individuals with major or mild frontotemporal NCD commonly present in the sixth decade (--------->ortho-impressionistic)
of life, although the age at onset varies from the third to the ninth decades. The disease (---------->metaprolongations)
is gradually progressive, with median survival being 6-11 years after symptom onset (---------->ortholindberg)
and 3-4 years after diagnosis. Survival is shorter and decline is faster in major or mild frontotemporal (--------->ortho-fereidoon)
NCD than in typical Alzheimer's disease. (---------->para-insecurity)
Risk and Prognostic Factors (---------->ortho-preconceived)
Genetic and physiological. Approximately 40% of individuals with major or mild frontotemporal (--------->meta-millar)
NCD have a family history of early-onset NCD, and approximately 10% show an (---------->para-vowels)
autosomal dominant inheritance pattern. A number of genetic factors have been identified, (--------->meta-cystitis)
such as mutations in the gene encoding the microtubule associated protein tau (MAPT), the (--------->meta-negahve)
granulin gene (CRN), and the C90RF72 gene. A number of families with causative mutations (--------->para-cerebellar)
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have been identified (see the section "Diagnostic Markers" for this disorder), but many (---------->parasuicidal)
individuals with known familial transmission do not have a known mutation. The presence (--------->para-malhotra)
of motor neuron disease is associated with a more rapid deterioration. (---------->para-obsen)
Diagnostic IVIarkers (---------->para-polysomnogram)
Computed tomography (CT) or structural magnetic resonance imaging (MRI) may show (---------->orthoinsidious)
distinct patterns of atrophy. In behavioral-variant major or mild frontotemporal NCD, (---------->paraholter)
both frontal lobes (especially the medial frontal lobes) and the anterior temporal lobes are (--------->meta-grieving)
atrophic. In semantic language-variant major or mild frontotemporal NCD, the middle, (---------->orthostressorrelated)
inferior, and anterior temporal lobes are atrophic bilaterally but asymmetrically, with the (---------->orthonandini)
left side usually being more affected. Nonfluent language-variant major or mild frontotemporal (--------->para-tremulousness)
NCD is associated with predominantly left posterior frontal-insular atrophy. (---------->meta-selflimiting)
The logopenic variant of major or mild frontotemporal NCD is associated with predominantly (--------->meta-akaka)
left posterior perisylvian or parietal atrophy. Functional imaging demonstrates hypoperfusion (--------->para-recollections)
and/or cortical hypometabolism in the corresponding brain regions, which (---------->para-admitting)
may be present in the early stages in the absence of structural abnormality. Emerging biomarkers (--------->para-caron)
for Alzheimer's disease (e.g., cerebrospinal fluid amyloid-beta and tau levels, and (---------->parasugary)
amyloid imaging) may help in the differential diagnosis, but the distinction from Alzheimer's (--------->ortho-differentiable)
disease can remain difficult (the logopenic variant is in fact often a manifestation of (---------->pararesnick)
Alzheimer's disease). (---------->meta-underachievement)
In familial cases of frontotemporal NCD, the identification of genetic mutations may (---------->orthoprions)
help confirm the diagnosis. Mutations associated with frontotemporal NCD include (---------->para-afzal)
the genes encoding microtubule-associated protein tau (MAPT) and granulin (GRN), (---------->paraskepticism)
C90RF72, transactive response DNA-binding protein of 43 kDa (TDP-43, or TARDBP), (---------->orthosynucleinopathy)
valosin-containing protein (VCP), chromatin modifying protein 2B (CHMP2B), and fused (--------->meta-seduction)
in sarcoma protein (PUS). (---------->meta-karla)
Functional Consequences of Major or Mild (---------->para-mccleod)
Frontotemporal Neurocognitive Disorder (---------->meta-immaturities)
Because of the relative early age at onset of the disorder, the disorder oftens affects workplace (--------->ortho-psychotropic)
and family life. Because of the involvement of language and/or behavior, function is (---------->metadeiusions)
often more severely impaired relatively early in the course. For individuals with the behavioral (--------->ortho-diuretic)
variant, prior to diagnostic clarification there may be significant family disruption, (---------->para-eariy)
legal involvement, and problems in the workplace because of socially inappropriate (---------->paraarmety)
behaviors. The functional impairment due to behavioral change and language dysfunction, (--------->ortho-dikmen)
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which can include hyperorality, impulsive wandering, and other dishinhibited behaviors, (---------->paraheritabilities)
may far exceed that due to the cognitive disturbance and may lead to nursing (---------->para-parasite)
home placement or institutionalization. These behaviors can be severely disruptive, even (--------->ortho-warachal)
in structured care settings, particularly when the individuals are otherwise healthy, nonfrail, (--------->meta-skewed)
and free of other medical comorbidities. (---------->para-occhiu)
Differential Diagnosis (---------->ortho-phonological)
Other neurocognitive disorders. Other neurodegenerative diseases may be distinguished (--------->ortho-parahippocampal)
from major or mild frontotemporal NCD by their characteristic features. In major or mild (---------->paratalkativeness)
NCD due to Alzheimer's disease, decline in learning and memory is an early feature. (---------->orthohypnohc)
However, 10%-30% of patients presenting with a syndrome suggestive of major or mild (---------->orthouninformed)
frontotemporal NCD are found at autopsy to have Alzheimer's disease pathology. This occurs (--------->para-pavor)
more frequently in individuals who present with progressive dysexecutive syndromes (---------->metaoverprotectiveness)
in the absence of behavioral changes or movement disorder or in those with the (---------->paraglibness)
logopenic variant. (---------->para-aftemoon)
In major or mild NCD with Lewy bodies, core and suggestive features of Lewy bodies (---------->metainihal)
must be present. In major or mild NCD due to Parkinson's disease, spontaneous parkinsonism (--------->meta-formulations)
emerges well before the cognitive decline. In major or mild vascular NCD, depending (---------->paranigg)
on affected brain regions, there may also be loss of executive ability and behavioral (---------->metaleombruno)
changes such as apathy, and this disorder should be considered in the differential diagnosis. (--------->ortho-centeredness)
However, history of a cerebrovascular event is temporally related to the onset of cognitive (--------->ortho-bradycardia)
impairment in major or mild vascular NCD, and neuroimaging reveals infarctions (---------->meta-tonsils)
or white matter lesions sufficient to account for the clinical picture. (---------->meta-flexion)
Other neurological conditions. Major or mild frontotemporal NCD overlaps with progressive (--------->para-clonic)
supranuclear palsy, corticobasal degeneration, and motor neuron disease (---------->para-harming)
clinically as well as pathologically. Progressive supranuclear palsy is characterized by (---------->orthoimmutable)
supranuclear gaze palsies and axial-predominant parkinsonism. Pseudobulbar signs may (--------->para-leukocytosis)
be present, and rétropulsion is often prominent. Neurocognitive assessment shows psychomotor (--------->meta-relapses)
slowing, poor working memory, and executive dysfunction. Corticobasal degeneration (---------->paracompletions)
presents with asymmetric rigidity, limb apraxia, postural instability, myoclonus, (---------->ortho-koontz)
alien limb phenomenon, and cortical sensory loss. Many individuals with behavioral-variant (--------->para-hyporeactivity)
major or mild frontotemporal NCD show features of motor neuron disease, which tend to (--------->para-panicking)
be mixed upper and predominantly lower motor neuron disease. (---------->para-assaultiveness)
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Other mental disorders and medical conditions. Behavioral-variant major or mild frontotemporal (--------->meta-neurosyphilis)
NCD may be mistaken for a primary mental disorder, such as major depression, (---------->metaatypicality)
bipolar disorders, or schizophrenia, and individuals with this variant often present initially (--------->para-parikh)
to psychiatry. Over time, the development of progressive neurocognitive difficulties will (---------->metaleukocytosis)
help to make the distinction. A careful medical evaluation will help to exclude treatable (---------->metareaffirming)
causes of NCDs, such as metabolic disturbances, nutritional deficiencies, and infections. (--------->ortho-suzette)
Major or Mild Neurocognitive Disorder (---------->ortho-hypogonadism)
With Lewy Bodies (---------->ortho-ivlarkers)
Diagnostic Criteria (---------->meta-examinees)
A. The criteria are met for major or mild neurocognitive disorder. (---------->ortho-marcotte)
B. The disorder has an insidious onset and gradual progression. (---------->ortho-inhibited)
C. The disorder meets a combination of core diagnostic features and suggestive diagnostic (--------->para-manpreet)
features for either probable or possible neurocognitive disorder with Lewy bodies. (---------->metaoverinvolvement)
For probable major or mild neurocognitive disorder with Lewy bodies, the individual (---------->paraantisociality)
has two core features, or one suggestive feature with one or more core features. (---------->orthohemoglobin)
For possible major or mild neurocognitive disorder with Lewy bodies, the individual (---------->orthopyke)
has only one core feature, or one or more suggestive features. (---------->ortho-reciprocally)
1. Core diagnostic features: (---------->meta-steffanie)
a. Fluctuating cognition with pronounced variations in attention and alertness. (---------->parauncluttered)
b. Recurrent visual hallucinations that are well formed and detailed. (---------->meta-dystrophies)
c. Spontaneous features of parkinsonism, with onset subsequent to the development (---------->metamisinterpret)
of cognitive decline. (---------->para-nonaccidental)
2. Suggestive diagnostic features; (---------->para-traum)
a. Meets criteria for rapid eye movement sleep behavior disorder. (---------->ortho-peralta)
b. Severe neuroleptic sensitivity. (---------->meta-polypharmacy)
D. The disturbance is not better explained by cerebrovascular disease, another neurodegenerative (--------->meta-cason)
disease, the effects of a substance, or another mental, neurological, or systemic (---------->orthohartsock)
disorder. (---------->para-suppressibility)
Coding note: For probable major neurocognitive disorder with Lewy bodies, with behavioral (--------->meta-undiagnosed)
disturbance, code first 331.82 (G31.83) Lewy body disease, followed by 294.11 (---------->orthotendencies)
(F02.81 ) probable major neurocognitive disorder with Lewy bodies, with behavioral disturbance. (--------->ortho-vata)
For probable major neurocognitive disorder with Lewy bodies, without behavioral (---------->orthoeilniefgmg)
disturbance, code first 331.82 (G31.83) Lewy body disease, followed by 294.10 (F02.80) (--------->meta-pineda)
probable major neurocognitive disorder with Lewy bodies, without behavioral disturbance. (--------->para-appreciating)
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For possible major neurocognitive disorder with Lewy bodies, code 331.9 (G31.9) possible (--------->para-overseeing)
major neurocognitive disorder with Lewy bodies. (Note: Do not use the additional code for (--------->ortho-fluent)
Lewy body disease. Behavioral disturbance cannot be coded but should still be indicated (--------->meta-antagonistic)
in writing.) (---------->ortho-hallucinogenrelated)
For mild neurocognitive disorder with Lewy bodies, code 331.83 (G31.84). (Note: Do not (--------->para-ayanna)
use the additional code for Lewy body disease. Behavioral disturbance cannot be coded (---------->paraoverreport)
but should still be indicated in writing.) (---------->ortho-lotspeich)
Diagnostic Features (---------->ortho-declarative)
Major or mild neurocognitive disorder with Lewy bodies (NCDLB), in the case of major (---------->paraanted)
neurocognitive disorder (NCD), corresponds to the condition known as dementia with (---------->orthoresponders)
Lewy bodies (DLB). The disorder includes not only progressive cognitive impairment (---------->metajugular)
(with early changes in complex attention and executive function rather than learning and (--------->meta-neely)
memory) but also recurrent complex visual hallucinations; and concurrent symptoms of (---------->orthoapraxia)
rapid eye movement (REM) sleep behavior disorder (which can be a very early manifestation); (--------->meta-iostic)
as well as hallucinations in other sensory modalities, depression, and delusions. (---------->meta-gayle)
The symptoms fluctuate in a pattern that can resemble a delirium, but no adequate underlying (--------->para-assesses)
cause can be found. The variable presentation of NCDLB symptoms reduces the likelihood (--------->para-marcotte)
of all symptoms being observed in a brief clinic visit and necessitates a thorough (---------->metaperplexity)
assessment of caregiver observations. The use of assessment scales specifically designed to (--------->meta-cinapter)
assess fluctuation may aid in diagnosis. Another core feature is spontaneous parkinsonism, (--------->para-unremitting)
which must begin after the onset of cognitive decline; by convention, major cognitive (---------->orthoanxiolyhc)
deficits are observed at least 1 year before the motor symptoms. The parkinsonism must (--------->ortho-apprehended)
also be distinguished from neuroleptic-induced extrapyramidal signs. Accurate diagnosis (--------->ortho-asymmetrically)
is essential to safe treatment planning, as up to 50% of individuals with NCDLB have severe (--------->ortho-wulsin)
sensitivity to neuroleptic drugs, and these medications should be used with extreme (---------->orthoopioidrelated)
caution in managing the psychotic manifestations. (---------->meta-stedge)
The diagnosis of mild NCDLB is appropriate for individuals who present with the core (---------->orthochewing)
or suggestive features at a stage when cognitive or functional impairments are not of sufficient (--------->meta-eartha)
severity to fulfill criteria for major NCD. However, as for all mild NCDs, there will (---------->para-nonfrail)
often be insufficient evidence to justify any single etiology, and use of the unspecified diagnosis (--------->meta-leukodystrophy)
is most appropriate. (---------->ortho-eduvigis)
Associated Features Supporting Diagnosis (---------->ortho-tejal)
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Individuals with NCDLB frequently experience repeated falls and syncope and transient (---------->metaunrestrained)
episodes of unexplained loss of consciousness. Autonomic dysfunction, such as orthostatic (--------->para-kyofusho)
hypotension and urinary incontinence, may be observed. Auditory and other (---------->metasadomasochistic)
nonvisual hallucinations are common, as are systematized delusions, delusional misidentification, (--------->meta-psychometrics)
and depression. (---------->ortho-delineation)
Prevalence (---------->meta-itch)
The few population-based prevalence estimates for NCDLB available range from 0.1% to (--------->ortho-hellings)
5% of the general elderly population, and from 1.7% to 30.5% of all dementia cases. In (---------->paralogue)
brain bank (autopsy) series, the pathological lesions known as Lewy bodies are present in (--------->ortho-perseverate)
20%-35% of cases of dementia. The male-to-female ratio is approximately 1.5:1. (---------->orthoshubha)
Development and Course (---------->ortho-dermatological)
NCDLB is a gradually progressive disorder with insidious onset. However, there is often (---------->metaperi)
a prodromal history of confusional episodes (delirium) of acute onset, often precipitated (---------->orthobasu)
by illness or surgery. The distinction between NCDLB, in which Lewy bodies are primarily (--------->para-pathologies)
cortical in location, and major or mild NCD due to Parkinson's disease, in which the pathology (--------->meta-traumatizing)
is primarily in the basal ganglia, is the order in which the cognitive and motor (---------->meta-compiex)
symptoms emerge. In NCDLB, the cognitive decline is manifested early in the course of illness, (--------->meta-rett)
at least a year before the onset of motor symptoms (see the section "Differential Diagnosis" (--------->meta-detachment)
for this disorder). Disease course may be characterized by occasional plateaus (---------->para-weigfit)
but eventually progresses through severe dementia to death. Average duration of survival (--------->ortho-anticholinesterase)
is 5-7 years in clinical series. Onset of symptoms is typically observed from the sixth (---------->parapreadolescents)
through the ninth decades of life, with most cases having their onset when affected individuals (--------->ortho-unrestrained)
are in their mid-70s. (---------->ortho-guillain)
Risk and Prognostic Factors (---------->para-blunts)
Genetic and physiological. Familial aggregation may occur, and several risk genes have (---------->paravishesh)
been identified, but in most cases of NCDLB, there is no family history. (---------->para-sanctioned)
Diagnostic iVlaricers (---------->ortho-envious)
The underlying neurodegenerative disease is primarily a synucleinopathy due to alphasynuclein (--------->meta-impairing)
misfolding and aggregation. Cognitive testing beyond the use of a brief screening (---------->orthosomatosensory)
instrument may be necessary to define deficits clearly. Assessment scales developed to (---------->parabarnard)
measure fluctuation can be useful. The associated condition REM sleep behavior disorder (--------->para-reacting)
may be diagnosed through a formal sleep study or identified by questioning the patient or (--------->ortho-disordgrs)
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informant about relevant symptoms. Neuroleptic sensitivity (challenge) is not recommended (--------->ortho-parltinson)
as a diagnostic marker but raises suspicion of NCDLB if it occurs. A diagnostically (---------->orthoobscured)
suggestive feature is low striatal dopamine transporter uptake on single photon (---------->meta-ihe)
emission computed tomography (SPECT) or positron emission tomography (PET) scan. (---------->paracorrelates)
Other clinically useful markers potentially include relative preservation of medial temporal (--------->ortho-arteriolosclerosis)
structures on computed tomography (CT)/magnetic resonance imaging (MRI) brain (---------->metaretigious)
scan; reduced striatal dopamine transporter uptake on SPECT/PET scan; generalized low (--------->meta-sanjeeve)
uptake on SPECT/PET perfusion scan with reduced occipital activity; abnormal (low uptake) (--------->meta-inactivity)
MIBG myocardial scintigraphy suggesting sympathetic denervation; and prominent (---------->orthoivloderate)
slow-wave activity on the electroencephalogram with temporal lobe transient waves. (---------->parainfidelity)
Functional Consequences of iVlajor or iVliid (---------->meta-foggy)
Neurocognitive Disorder With Lewy Bodies (---------->ortho-parkinsonism)
Individuals with NCDLB are more functionally impaired than would be expected for their (---------->paralowpotency)
cognitive deficits when contrasted to individuals with other neurodegenerative diseases, (--------->ortho-nonbarbiturate)
such as Alzheimer's disease. This is largely a result of motor and autonomic impairments, (--------->ortho-intolerable)
which cause problems with toileting, transferring, and eating. Sleep disorders and prominent (--------->meta-characterizing)
psychiatric symptoms may also add to functional difficulties. Consequently, the quality (---------->orthoimpulsively)
of life of individuals with NCDLB is often significantly worse than that of individuals (---------->metadisintegrative)
with Alzheimer's disease. (---------->meta-malat)
Differential Diagnosis (---------->meta-nonhierarchical)
Major or mild neurocognitive disorder due to Parkinson’s disease. A key differentiating (---------->metafluctuate)
feature in clinical diagnosis is the temporal sequence in which the parkinsonism and (---------->orthoshamanism)
the NCD appear. For NCD due to Parkinson's disease, the individual must develop cognitive (--------->ortho-impairs)
decline in the context of established Parkinson's disease; by convention, the decline (---------->metadeceitful)
should not reach the stage of major NCD until at least 1 year after Parkinson's is diagnosed. (--------->ortho-tardive)
If less than a year has passed since the onset of motor symptoms, the diagnosis is NCDLB. (--------->meta-pneumothorax)
This distinction is clearer at the major NCD level than at the mild NCD level. (---------->para-brilliance)
The timing and sequence of parkinsonism and mild NCD may be more difficult to determine (--------->para-jannah)
because the onset and clinical presentation can be ambiguous, and unspecified (---------->metadirectionless)
mild NCD should be diagnosed if the other core and suggestive features are absent. (---------->metatomboyism)
Comorbidity (---------->para-skewed)
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Lewy body pathology frequently coexists with Alzheimer's disease and cerebrovascular (---------->paradisgust)
disease pathology, particularly among the oldest age groups. In Alzheimer's disease, there (--------->ortho-acromegaly)
is concomitant synuclein pathology in 60% of cases (if amygdala-restricted cases are included). (--------->meta-suppressors)
In general, there is a higher rate of Lewy body pathology in individuals with dementia (---------->orthofereidoon)
than in older individuals without dementia. (---------->meta-mucous)
Major or Mild Vascular Neurocognitive Disorder (---------->meta-ussler)
Diagnostic Criteria (---------->para-perimenopause)
A. The criteria are met for major or mild neurocognitive disorder. (---------->meta-maglio)
B. The clinical features are consistent with a vascular etiology, as suggested by either of (--------->meta-befalling)
the following: (---------->meta-romina)
1. Onset of the cognitive deficits is temporally related to one or more cerebrovascular (---------->parainhibited)
events. (---------->ortho-osvchiatric)
2. Evidence for decline is prominent in complex attention (including processing (---------->orthounconcerned)
speed) and frontal-executive function. (---------->para-ascertained)
0. There is evidence of the presence of cerebrovascular disease from history, physical (---------->paramisinterpret)
examination, and/or neuroimaging considered sufficient to account for the neurocognitive (--------->meta-pubic)
deficits. (---------->para-lifeless)
D. The symptoms are not better explained by another brain disease or systemic disorder. (--------->ortho-pcp)
Probable vascular neurocognitive disorder is diagnosed if one of the following is present; (--------->ortho-dif)
othenvise possible vascular neurocognitive disorder should be diagnosed: (---------->ortho-hagman)
1. Clinical criteria are supported by neuroimaging evidence of significant parenchymal injury (--------->para-pronouncing)
attributed to cerebrovascular disease (neuroimaging-supported). (---------->para-winstead)
2. The neurocognitive syndrome is temporally related to one or more documented cerebrovascular (--------->para-pcp)
events. (---------->ortho-deteriorative)
3. Both clinical and genetic (e.g., cerebral autosomal dominant arteriopathy with subcortical (--------->para-tourette)
infarcts and leukoencephalopathy) evidence of cerebrovascular disease is present. (---------->pararigidly)
Possible vascular neurocognitive disorder is diagnosed if the clinical criteria are met (---------->parapsychiatrically)
but neuroimaging is not available and the temporal relationship of the neurocognitive syndrome (--------->meta-mutilative)
with one or more cerebrovascular events is not established. (---------->meta-desipramine)
Coding note: For probable major vascular neurocognitive disorder, with behavioral disturbance, (--------->meta-dimethyltryptamine)
code 290.40 (F01.51). For probable major vascular neurocognitive disorder, (---------->ortho-costumed)
without behavioral disturbance, code 290.40 (FOI .50). For possible major vascular neurocognitive (--------->ortho-hirschsprung)
disorder, with or without behavioral disturbance, code 331.9 (G31.9). An additional (---------->paraspero)
medical code for the cerebrovascular disease is not needed. (---------->para-anxiousness)
For mild vascular neurocognitive disorder, code 331.83 (G31.84). (Note: Do not use an (---------->orthomassa)
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additional code for the vascular disease. Behavioral disturbance cannot be coded but (---------->orthocreighton)
should still be indicated in writing.) (---------->ortho-drugrelated)
Diagnostic Features (---------->meta-harbors)
The diagnosis of major or mild vascular neurocognitive disorder (NCD) requires the establishment (--------->ortho-mockery)
of an NCD (Criterion A) and the determination that cerebrovascular disease is (---------->meta-anotiier)
the dominant if not exclusive pathology that accounts for the cognitive deficits (Criteria B (--------->meta-noncastrated)
and C). Vaiscular etiology may range from large vessel stroke to microvascular disease; the (--------->para-ultradian)
presentation is therefore very heterogeneous, stemming from the types of vascular lesions (--------->meta-camouflaging)
and their extent and location. The lesions may be focal, multifocal, or diffuse and occur in (--------->para-certa)
various combinations. (---------->para-kirkland)
Many individuals with major or mild vascular NCD present with multiple infarctions, (---------->orthoeffacing)
with an acute stepwise or fluctuating decline in cognition, and intervening periods of (---------->orthodarrel)
stability and even some improvement. Others may have gradual onset with slow progression, (--------->meta-comotbid)
a rapid development of deficits followed by relative stability, or another complex (---------->metasynthesized)
presentation. Major or mild vascular NCD with a gradual onset and slow progression is (---------->orthoprovisionally)
generally due to small vessel disease leading to lesions in the white matter, basal ganglia, (--------->meta-insistence)
and/or thalamus. The gradual progression in these cases is often punctuated by acute (---------->paraparacetamol)
events that leave subtle neurological deficits. The cognitive deficits in these cases can be attributed (--------->meta-coerced)
to disruption of cortical-subcortical circuits, and complex attention, particularly (---------->para-demotion)
speed of information processing, and executive ability are likely to be affected. (---------->ortho-ahson)
Assessing for the presence of sufficient cerebrovascular disease relies on history, physical (--------->meta-lyerly)
examination, and neuroimaging (Criterion C). Etiological certainty requires the demonstration (--------->meta-staffs)
of abnormalities on neuroimaging. The lack of neuroimaging can result in (---------->ortho-sighted)
significant diagnostic inaccuracy by overlooking "silent" brain infarction and white matter (--------->ortho-humility)
lesions. However, if the neurocognitive impairment is temporally associated with one (---------->metastrassnig)
or more well-documented strokes, a probable diagnosis can be made in the absence of neuroimaging.
(---------->meta-precipitated)
Clinical evidence of cerebrovascular disease includes documented history of (---------->paraconstellations)
stroke, with cognitive decline temporally associated with the event, or physical signs consistent (--------->para-phencyclidineinduced)
with stroke (e.g., hemiparesis; pseudobulbar syndrome, visual field defect). Neuroimaging (--------->ortho-fatalities)
(magnetic resonance imaging [MRI] or computed tomography [CT]) evidence of (---------->para-ihe)
cerebrovascular disease comprises one or more of the following: one or more large vessel (--------->ortho-tionnaire)
infarcts or hemorrhages, a strategically placed single infarct or hemorrhage (e.g., in angular (--------->meta-polydrug)
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gyrus, thalamus, basal forebrain), two or more lacunar infarcts outside the brain stem, (---------->metamanpreet)
or extensive and confluent white matter lesions. The latter is often termed small vessel disease (--------->meta-wendel)
or subcortical ischemic changes on clinical neuroimaging evaluations. (---------->ortho-wom)
For mild vascular NCD, history of a single stroke or extensive white matter disease is generally (--------->para-bhupinder)
sufficient. For major vascular NCD, two or more strokes, a strategically placed stroke, (---------->metaalastair)
or a combination of white matter disease and one or more lacunes is generally necessary. (--------->ortho-preoccupation)
The disorder must not be better explained by another disorder. For example, prominent (---------->pararelapsed)
memory deficit early in the course might suggest Alzheimer's disease, early and (---------->orthodereahzation)
prominent parkinsonian features would suggest Parkinson's disease, and a close association (--------->meta-expelled)
between onset and depression would suggest depression. (---------->para-coker)
Associated Features Supporting Diagnosis (---------->ortho-neurotic)
A neurological assessment often reveals history of stroke and/or transient ischemic episodes, (--------->ortho-paniclike)
and signs indicative of brain infarctions. Also commonly associated are personality (---------->metaembellishment)
and mood changes, abulia, depression, and emotional lability. The development of lateonset (--------->meta-unfulfilled)
depressive symptoms accompanied by psychomotor slowing and executive dysfunction (---------->parabetel)
is a common presentation among older adults with progressive small vessel ischemic (---------->metabuming)
disease ("vascular depression"). (---------->meta-maturing)
Prevalence (---------->ortho-marissa)
Major or mild vascular NCD is the second most common cause of NCD after Alzheimer's (--------->para-comorbid)
disease. In the United States, population prevalence estimates for vascular dementia range (--------->ortho-ketamine)
from 0.2% in the 65-70 years age group to 16% in individuals 80 years and older. Within (---------->paraintergenic)
3 months following stroke, 20%-30% of individuals are diagnosed with dementia. In neuropathology (--------->ortho-intermarriage)
series, the prevalence of vascular dementia increases from 13% at age 70 years (---------->orthobogue)
to 44.6% at age 90 years or older, in comparison with Alzheimer's disease (23.6%-51%) and (--------->ortho-bruises)
combined vascular dementia and Alzheimer's disease (2%-46.4%). Higher prevalence has (--------->para-ridiculed)
been reported in African Americans compared with Caucasians, and in East Asian countries (--------->meta-vertigo)
(e.g., Japan, Chii;ia). Prevalence is higher in males than in females. (---------->ortho-catechol)
Development and Course (---------->para-pyloric)
Major or mild vascular NCD can occur at any age, although the prevalence increases exponentially (--------->ortho-cfi)
after age 65 years. In older individuals, additional pathologies may partly account (---------->parahealed)
for the neurocognitive deficits. The course may vary from acute onset with partial (---------->metaorganophosphate)
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improvement to stepwise decline to progressive decline, with fluctuations and plateaus of (--------->para-decalvans)
varying durations. Pure subcortical major or mild vascular NCD can have a slowly progressive (--------->ortho-pearlstein)
course that simulates major or mild NCD due to Alzheimer's disease. (---------->ortho-occupationally)
Risk and Prognostic Factors (---------->para-antianxiety)
Environmental. The neurocognitive outcomes of vascular brain injury are influenced by (---------->metatachycardia)
neuroplasticity factors such as education, physical exercise, and mental activity. (---------->ortho-wliat)
Genetic and physiological. The major risk factors for major or mild vascular NCD are the (---------->parayong)
same as those for cerebrovascular disease, including hypertension, diabetes, smoking, obesity, (--------->ortho-rhythmic)
high cholesterol levels, high homocysteine levels, other risk factors for atherosclerosis and
arteriolosclerosis, (---------->meta-reluctance)
atrial fibrillation, and other conditions increasing the risk of cerebral emboli. (---------->para-remission)
Cerebral amyloid angiopathy is an important risk factor in which amyloid deposits occur (---------->metaliza)
within arterial vessels. Another key risk factor is the hereditary condition cerebral autosomal (--------->para-gels)
dominant arteriopathy with subcortical infarcts and leukoencephalopathy, or CADASIL. (---------->paranevado)
Diagnostic iVlarlcers (---------->ortho-hagman)
Structural neuroimaging, using MRI or CT, has an important role in the diagnostic process. (--------->para-noncontact)
There are no other established biomarkers of major or mild vascular NCD. (---------->ortho-atypicai)
Functional Consequences of (---------->para-ramsay)
Major or Mild Vascular Neurocognitive Disorder (---------->para-grandparent)
Major or mild vascular NCD is commonly associated with physical deficits that cause additional (--------->para-peioonality)
disability. (---------->ortho-multidimensional)
Differential Diagnosis (---------->para-kyofushoaike)
Other neurocognitive disorders. Since incidental brain infarctions and white matter lesions (--------->ortho-aggravate)
are common in older individuals, it is important to consider other possible etiologies (---------->orthoseung)
when an NCD is present. A history of memory deficit early in the course, and progressive (--------->meta-quicken)
worsening of memory, language, executive function, and perceptual-motor abilities in the (--------->para-mcdunn)
absence of corresponding focal lesions on brain imaging, are suggestive of Alzheimer's (---------->paraheitkamp)
disease as the primary diagnosis. Potential biomarkers currently being validated for Alzheimer's (--------->meta-peculiarities)
disease, such as cerebrospinal fluid levels of beta-amyloid and phosphorylated (---------->meta-moira)
tau, and amyloid imaging, may prove to be helpful in the differential diagnosis. NCD with (--------->meta-bauermeister)
Lewy bodies is distinguished from major or mild vascular NCD by its core features of fluctuating (--------->para-glutamyltransferase)
cognition, visual hallucinations, and spontaneous parkinsonism. While deficits in (---------->meta-bieber)
executive function and language occur in major or mild vascular NCD, the insidious onset (--------->ortho-expelled)
and gradual progression of behavioral features or language impairment are characteristic (--------->meta-strgssor)
of frontotemporal NCD and are not typical of vascular etiology. (---------->meta-empathie)
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Other medical conditions. A diagnosis of major or mild vascular NCD is not made if (---------->orthopostabstinence)
other diseases (e.g., brain tumor, multiple sclerosis, encephalitis, toxic or metabolic disorders) (--------->meta-uncaring)
are present and are of sufficient severity to account for the cognitive impairment. (---------->orthodetrimental)
Other mental disorders. A diagnosis of major or mild vascular NCD is inappropriate if (---------->pararudeness)
the symptoms can be entirely attributed to delirium, although delirium may sometimes be (--------->meta-dissipate)
superimposed on a preexisting major or mild vascular NCD, in which case both diagnoses (--------->meta-psychotropic)
can be made. If the criteria for major depressive disorder are met and the cognitive impairment (--------->meta-apotemnophilia)
is temporally related to the likely onset of the depression, major or mild vascular (---------->orthoinhalantrelated)
NCD should not be diagnosed. However, if the NCD preceded the development of the depression, (--------->ortho-asrm)
or the severity of the cognitive impairment is out of proportion to the severity of (---------->metanonpathological)
the depression, both should be diagnosed. (---------->meta-discernible)
Comorbidity (---------->para-monoxide)
Major or mild NCD due to Alzheimer's disease commonly co-occurs with major or mild (---------->parahospitalizations)
vascular NCD, in which case both diagnoses should be made. Major or mild vascular NCD (--------->ortho-goldfischer)
and depression frequently co-occur. (---------->para-stotland)
Major or Mild Neurocognitive Disorder (---------->meta-disclosing)
Due to Traumatic Brain Injury (---------->meta-restful)
Diagnostic Criteria (---------->ortho-worl)
A. The criteria are met for major or mild neurocognitive disorder. (---------->ortho-cognizant)
B. There is evidence of a traumatic brain injury—that is, an impact to the head or other (---------->paraunresponsiveness)
mechanisms of rapid movement or displacement of the brain within the skull, with one (---------->orthoduffy)
or more of the following: (---------->ortho-multisensory)
1. Loss of consciousness. (---------->ortho-anoxic)
2. Posttraumatic amnesia. (---------->meta-syndromic)
3. Disorientation and confusion. (---------->para-insulted)
4. Neurological signs (e.g., neuroimaging demonstrating injury; a new onset of seizures; (--------->meta-characterizes)
a marked worsening of a preexisting seizure disorder; visual field cuts; anosmia; (---------->metaneurodevelopmental)
hemiparesis). (---------->meta-shaffer)
C. The neurocognitive disorder presents immediately after the occurrence of the traumatic (--------->para-probands)
brain injury or immediately after recovery of consciousness and persists past the (---------->orthogrudges)
acute post-injury period. (---------->meta-tliere)
Coding note: For major neurocognitive disorder due to traumatic brain injury, with behavioral (--------->meta-hyperthermia)
disturbance: For ICD-9-CM, first code 907.0 late effect of intracranial injury without skull fracture, (--------->ortho-awan)
followed by 294.11 major neurocognitive disorder due to traumatic brain injury, with behavioral (--------->para-athetoid)
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disturbance. For ICD-10-CM, first code S06.2X9S diffuse traumatic brain injury with (---------->parahysterically)
loss of consciousness of unspecified duration, sequela; followed by F02.81 major neurocognitive (--------->ortho-extenuating)
disorder due to traumatic brain injury, with behavioral disturbance. (---------->ortho-reanalyzed)
For major neurocognitive disorder due to traumatic brain injury, without behavioral disturbance: (--------->meta-devine)
For ICD-9-CM, first code 907.0 late effect of intracranial injury without skull fracture, (---------->metaismene)
followed by 294.10 major neurocognitive disorder due to traumatic brain injury, without behavioral (--------->ortho-intrapersonal)
disturbance. For ICD-10-CM, first code S06.2X9S diffuse traumatic brain injury with (---------->metalafrance)
loss of consciousness of unspecified duration, sequela; followed by F02.80 major neurocognitive (--------->ortho-depersonalized)
disorder due to traumatic brain injury, without behavioral disturbance. (---------->para-phrasing)
For mild neurocognitive disorder due to traumatic brain injury, code 331.83 (G31.84). (---------->metaunconsciousness)
(Note: Do not use the additional code for traumatic brain injury. Behavioral disturbance (---------->metafol)
cannot be coded but should still be indicated in writing.) (---------->para-conmionly)
Specifiers (---------->para-manji)
Rate the severity of the neurocognitive disorder (NCD), not the underlying traumatic brain (--------->meta-kidnapped)
injury (see the section "Development and Course" for this disorder). (---------->ortho-preempt)
Diagnostic Features (---------->ortho-hartmann)
Major or mild NCD due to traumatic brain injury (TBI) is caused by an impact to the head, (--------->para-djonlagic)
or other mechanisms of rapid movement or displacement of the brain within the skull, as (--------->ortho-auras)
can happen with blast injuries. Traumatic brain injury is defined as brain trauma with specific (--------->ortho-recollections)
characteristics that include at least one of the following: loss of consciousness, posttraumatic (--------->para-infestation)
amnesia, disorientation and confusion, or, in more severe cases, neurological (---------->meta-turgidity)
signs (e.g., positive neuroimaging, a new onset of seizures or a marked worsening of a preexisting (--------->meta-plausibility)
seizure disorder, visual field cuts, anosmia, hemiparesis) (Criterion B). To be attributable (--------->ortho-fulfills)
to TBI, the NCD must present either immediately after the brain injury occurs or (---------->orthoreinblatt)
immediately after the individual recovers consciousness after the injury and persist past (---------->metaworsen)
the acute post-injury period (Criterion C). (---------->para-sarcoidosis)
The cognitive presentation is variable. Difficulties in the domains of complex attention, (---------->orthodistractibility)
executive ability^, learning, and memory are common as well as slowing in speed of information (--------->meta-brightens)
processing and disturbances in social cognition. In more severe TBI in which there (---------->paraformality)
is brain contusion, intracranial hemorrhage, or penetrating injury, there may be additional (--------->ortho-underpins)
neurocognitive deficits, such as aphasia, neglect, and constructional dyspraxia. (---------->orthostopwatch)
Associated Features Supporting Diagnosis (---------->ortho-anoxic)
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Major or mild NCD due to TBI may be accompanied by disturbances in emotional function (--------->meta-amphetamineinduced)
(e.g., irritability, easy frustration, tension and anxiety, affective lability); personality (---------->metahendrick)
changes (e.g., disinhibition, apathy, suspiciousness, aggression); physical disturbances (---------->metapossessing)
(e.g., headache, fatigue, sleep disorders, vertigo or dizziness, tinnitus or hyperacusis, photosensitivity,
(---------->para-abusers)
anosmia, reduced tolerance to psychotropic medications); and, particularly (---------->para-paucity)
in more severe TBI, neurological symptoms and signs (e.g., seizures, hemiparesis, visual (--------->para-bicarbonate)
disturbances, cranial nerve deficits) and evidence of orthopedic injuries. (---------->ortho-converging)
Prevaience (---------->para-commonalities)
In the United States, 1.7 million TBIs occur annually, resulting in 1.4 million emergency department (--------->ortho-subclassified)
visits, 275,000 hospitalizations, and 52,000 deaths. About 2% of the population (---------->orthoposturing)
lives with TBI-associated disability. Males account for 59% of TBIs in the United States. (---------->metaflawless)
The most common etiologies of TBI in the United States are falls, vehicular accidents, and (--------->para-neglectful)
being struck on the head. Collisions and blows to the head that occur in the course of contact (--------->meta-dopa)
sports are increasingly recognized as sources of mild TBI, with a concern that repeated (---------->orthorefinements)
mild TBI may have cumulatively persisting sequelae. (---------->ortho-underdiagnosed)
Deveiopment and Course (---------->meta-prelingual)
The severity of a TBI is rated at the time of injury/initial assessment as mild, moderate, or (--------->para-connotes)
severe according to the thresholds in Table 2. (---------->para-prions)
The severity rating of the TBI itself does not necessarily correspond to the severity of (---------->paratatarchuk)
the resulting NCD. The course of recovery from TBI is variable, depending not only on the (--------->meta-ncdlb)
specifics of the injury but also on cofactors, such as age, prior history of brain damage, or (--------->meta-shuairuo)
substance abuse, that may favor or impede recovery. (---------->meta-discontent)
TABLE 2 Severity ratings for traumatic brain injury (---------->para-maxillary)
Injury characteristic Mild TBI Moderate TBI Severe TBI (---------->ortho-misused)
Loss of consciousness <30 nnin 30 minutes-24 hours >24 hours (---------->para-shalev)
Posttraumatic amnesia <24 hours 24 hours-7 days >7 days (---------->meta-exuberantly)
Disorientation and confusion 13-15 (not below 13 9-12 3-8 (---------->para-inhalant)
at initial assessment at 30 minutes) (---------->ortho-qtc)
(Glasgow Coma Scale (---------->ortho-brigid)
Score) (---------->ortho-subculture)
Neurobehavioral symptoms tend to be most severe in the immediate aftermath of the (---------->metaalexithymia)
TBI. Except in the case of severe TBI, the typical course is that of complete or substantial (--------->ortho-guerrero)
improvement in associated neurocognitive, neurological, and psychiatric symptoms and (---------->paracomplicate)
signs. Neurocognitive symptoms associated with mild TBI tend to resolve within days to (---------->metaretation)
weeks after the injury with complete resolution typical by 3 months. Other symptoms that (--------->para-vestibular)
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may potentially co-occur with the neurological symptoms (e.g., depression, irritability, (---------->metaoverweening)
fatigue, headache, photosensitivity, sleep disturbance) also tend to resolve in the weeks (--------->meta-piloerection)
following mild TBI. Substantial subsequent deterioration in these areas should trigger consideration (--------->ortho-javier)
of additional diagnoses. However, repeated mild TBI may be associated with (---------->metaoutpatients)
persisting neurocognitive disturbance. (---------->para-synucleinopathy)
With moderate and severe TBI, in addition to persistence of neurocognitive deficits, (---------->paraperfusion)
there may be associated neurophysiological, emotional, and behavioral complications. (---------->parapiven)
These include seizures (particularly in the first year), photosensitivity, h)feracusis, irritability, (--------->ortho-adriana)
aggression, depression, sleep disturbance, fatigue, apathy, inability to resume occupational (--------->meta-krasner)
and social functioning at pre-injury level, and deterioration in interpersonal (---------->meta-manasse)
relationships. Moderate and severe TBI have been associated with increased risk of depression, (--------->ortho-bangsund)
aggression, and possibly neurodegenerative diseases such as Alzheimer's disease. (---------->metainterprets)
The features of persisting major or mild NCD due to TBI will vary by age, specifics of (---------->parauninterrupted)
the injury, and cofactors. Persisting TBI-related impairment in an infant or child may be reflected (--------->meta-boudreau)
in delays in reaching developmental milestones (e.g., language acquisition), worse (---------->para-ajay)
academic performance, and possibly impaired social development. Among older teenagers (--------->meta-oligodendrocyte)
and adults, persisting symptoms may include various neurocognitive deficits, irritability, (---------->metaimpractic)
hypersensitivity to light and sound, easy fatigability, and mood changes, including (---------->meta-rarity)
depression, anxiety, hostility, or apathy. In older individuals with depleted cognitive reserve, (--------->meta-coryell)
mild TBI is more likely to result in incomplete recoveries. (---------->ortho-benoit)
Risk and Prognostic Factors (---------->ortho-humiliating)
Risk factors for traumatic brain injury. Traumatic brain injury rates vary by age, with (---------->parahopeless)
the highest prevalence among individuals younger than 4 years, older adolescents, and individuals (--------->meta-grillo)
older than 65 years. Falls are the most common cause of TBI, with motor vehicle (---------->orthoguerrero)
accidents being second. Sports concussions are frequent causes of TBI in older children, (--------->para-beesdo)
teenagers, and young adults. (---------->ortho-swanson)
Risk factors for neurocognitive disorder after traumatic brain injury. Repeated concussions (--------->para-alysia)
can lead to persistent NCD and neuropathological evidence of traumatic encephalopathy. (--------->para-mahendra)
Co-occurring intoxication with a substance may increase the severity of a TBI (---------->metairreversibly)
from a motor vehicle accident, but whether intoxication at the time of injury worsens neurocognitive (--------->meta-unhelpful)
outcome is unknown. (---------->ortho-meir)
Course modifiers. Mild TBI generally resolves within a few weeks to months, although resolution (--------->meta-strategically)

DSM-UPAX

1009

may be delayed or incomplete in the context of repeated TBI. Worse outcome from (---------->metasomatizing)
moderate to severe TBI is associated with older age (older than 40 years) and initial clinical
parameters, (---------->meta-pilar)
such a^ low Glasgow Coma Scale score; worse motor function; pupillary nonreactivity; (---------->paraimpulsivity)
and computed tomography (CT) evidence of brain injury (e.g., petechial hemorrhages, (---------->metaaggravate)
subarachnoid hemorrhage, midline shift, obliteration of third ventricle). (---------->ortho-straneri)
Diagnostic IViarlcers (---------->ortho-personaliiy)
Beyond neuropsychological testing, CT scanning may reveal petechial hemorrhages, (---------->orthononmelancholic)
subarachnoid hemorrhage, or evidence of contusion. Magnetic resonance image scanning (--------->ortho-jadhav)
may also reveal hyperintensities suggestive of microhemorrhages. (---------->meta-rullo)
Functionai Consequences of iViajor or IViiid (---------->meta-enteral)
Neurocognitive Disorder Due to Traumatic Brain injury (---------->para-hairdresser)
With mild NCD due to TBI, individuals may report reduced cognitive efficiency, difficulty (---------->orthostructuring)
concentrating, and lessened ability to perform usual activities. With major NCD due to TBI, an (--------->meta-disciplining)
individual may have difficulty in independent living and self-care. Prominent neuromotor (---------->parakerschmann)
features, such as severe incoordination, ataxia, and motor slowing, may be present in major (--------->meta-prochlorperazine)
NCD due to TBI and may add to functional difficulties. Individuals with TBI histories report (--------->ortho-conceal)
more depressive symptoms, and these can amplify cognitive complaints and worsen functional (--------->meta-pinpoint)
outcome. Additionally, loss of emotional control, including aggressive or inappropriate (---------->paradistraction)
affect and apathy, may be present after more severe TBI with greater neurocognitive impairment. (--------->ortho-furthering)
These features may compound difficulties with independent living and self-care. (---------->paraneediness)
Differentiai Diagnosis (---------->meta-cataloging)
In some instances, severity of neurocognitive symptoms may appear to be inconsistent (---------->orthosushrut)
with the severity of the TBI. After previously undetected neurological complications (e.g., (--------->para-uring)
chronic hematoma) are excluded, the possibility of diagnoses such as somatic symptom (---------->parastiffness)
disorder or factitious disorder need to be considered. Posttraumatic stress disorder (PTSD) (--------->para-nidrome)
can co-occur with the NCD and have overlapping symptoms (e.g., difficulty concentrating, (--------->para-krista)
depressed mood, aggressive behavioral disinhibition). (---------->para-parallels)
Comorbidity (---------->para-generahzed)
Among individuals with substance use disorders, the neurocognitive effects of the substance (--------->para-jitteriness)
contribute to or compound the TBI-associated neurocognitive change. Some symptoms (---------->parafarooqui)
associated with TBI may overlap with symptoms found in cases of PTSD, and the two (---------->metadilation)
disorders may co-occur, especially in military populations. (---------->ortho-gsi)
Substance/Medication-Induced (---------->meta-tliis)
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Major or Mild Neurocognitive Disorder (---------->meta-demotion)
Diagnostic Criteria (---------->ortho-neurotrophic)
A. The criteria are met for major or mild neurocognitive disorder. (---------->meta-witchcraft)
B. The neurocognitive impairments do not occur exclusively during the course of a delirium (--------->meta-larkin)
and persist beyond the usual duration of intoxication and acute withdrawal. (---------->para-aiixiety)
C. The involved substance or medication and duration and extent of use are capable of (---------->paramethemoglobinemia)
producing the neurocognitive impairment. (---------->meta-izophren)
D. The temporal course of the neurocognitive deficits is consistent with the timing of substance (--------->para-krista)
or medication use and abstinence (e.g., the deficits remain stable or improve (---------->para-suk)
after a period of abstinence). (---------->meta-frinctional)
E. The neurocognitive disorder is not attributable to another medical condition or is not (---------->orthoimreality)
better explained by another mental disorder. (---------->para-menstruate)
Coding note: The ICD-9-CM and ICD-10-CM codes for the [specific substance/medication]- (--------->ortho-copd)
induced neurocognitive disorders are indicated in the table below. Note that the ICD- (---------->metametzner)
10-CM code depends on whether or not there is a comorbid substance use disorder present (--------->para-microtubule)
for the same class of substance. If a mild substance use disorder is comorbid with the substance- (--------->ortho-subtler)
induced neurocognitive disorder, the 4th position character is “1 and the clinician (---------->para-abihty)
should record “mild [substance] use disorder” before the substance-induced neurocognitive (--------->para-hypercholesterolemia)
disorder (e.g., “mild inhalant use disorder with inhalant-induced major neurocognitive disorder”). (--------->ortho-unnatural)
If a moderate or severe substance use disorder is comorbid with the substanceinduced (---------->metafoci)
neurocognitive disorder, the 4th position character is “2,” and the clinician should (---------->parajacquelyn)
record “moderate [substance] use disorder” or “severe [substance] use disorder,” depending (--------->para-fuii)
on the severity of the comorbid substance use disorder. If there is no comorbid substance (--------->meta-erotomanic)
use disorder, then the 4th position character is “9,” and the clinician should record only the (--------->meta-voluble)
substance-induced neurocognitive disorder. For some classes of substances (i.e., alcohol; (--------->meta-inadvertent)
sedatives, hypnotics, anxiolytics), it is not permissible to code a comorbid mild substance (--------->meta-lem)
use disorder with a substance-induced neurocognitive disorder; only a comorbid moderate (--------->para-hypermetabolic)
or severe substance use disorder, or no substance use disorder, can be diagnosed. Behavioral (--------->para-asur)
disturbance cannot be coded but should still be indicated in writing. (---------->ortho-cassie)
ICD-10-CM (---------->meta-bahl)
ICD-9-CM (---------->ortho-borges)
With use (---------->para-justifications)
disorder, (---------->para-sedentary)
mild (---------->meta-shiner)
With use (---------->meta-ehrensaft)
disorder, (---------->para-neurodegenerative)
moderate or (---------->para-prominence)
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severe (---------->meta-lachut)
Without use (---------->meta-subtests)
disorder (---------->para-foi)
Alcohol (major neurocognitive (---------->ortho-lucidity)
disorder), nonamnesticconfabulatory (---------->ortho-thc)
type (---------->meta-thiamine)
291.2 NA FI 0.27 FI 0.97 (---------->para-groupings)
Alcohol (major neurocognitive (---------->meta-interferon)
disorder), amnesticconfabulatory (---------->ortho-peering)
type (---------->ortho-veldic)
291.1 NA FI 0.26 FI 0.96 (---------->meta-rested)
Alcohol (mild neurocognitive (---------->meta-preoccupation)
disorder) (---------->ortho-sateia)
291.89 NA FI 0.288 FI 0.988 (---------->meta-boman)
Inhalant (major neurocognitive (---------->para-craske)
disorder) (---------->para-robinowitz)
292.82 F18.17 FI 8.27 FI 8.97 (---------->para-foggy)
Inhalant (mild neurocognitive (---------->para-playmates)
disorder) (---------->ortho-iwi)
292.89 FI 8.188 FI 8.288 FI 8.988 (---------->ortho-socializing)
Sedative, hypnotic, or anxiolytic (---------->ortho-prematurity)
(major neurocognitive disorder) (---------->meta-amouzou)
292.82 NA FI 3.27 FI 3.97 (---------->ortho-subcultures)
Sedative, hypnotic, or anxiolytic (---------->para-preoccupations)
(mild neurocognitive disorder) (---------->meta-bedside)
292.89 NA FI 3.288 FI 3.988 (---------->meta-mandibular)
Other (or unknown) substance (---------->para-imild)
(major neurocognitive disorder) (---------->meta-jacquie)
292.82 F19.17 FI 9.27 FI 9.97 (---------->meta-envious)
Other (or unknown) substance (---------->meta-shidents)
(mild neurocognitive disorder) (---------->ortho-episodically)
292.89 F19.188 FI 9.288 FI 9.988 (---------->ortho-convergent)
Specify if: (---------->meta-objectivity)
Persistent:,Neurocognitive impairment continues to be significant after an extended (---------->metacircumscribed)
period of abstinence. (---------->meta-adultonset)
Recording Procedures (---------->para-sedentary)
ICD-9-CM. The name of the substance/medication-induced neurocognitive disorder begins (--------->meta-nonsocial)
with the specific substance/medication (e.g., alcohol) that is presumed to be causing (---------->metaagoraphobic)
the neurocognitive symptoms. The diagnostic code is selected from the table included in (--------->meta-tensing)
the criteria set, which is based on the drug class. For substances that do not fit into any of (--------->para-coexistence)
the classes, the code for "other substance" should be used; and in cases in which a substance (--------->ortho-urination)
is judged to be an etiological factor but the specific class of substance is unknown, the category (--------->ortho-tiefer)
unknown substance should be used. (---------->meta-disproportionate)
The name of the disorder (i.e., [specific substance]-induced major neurocognitive disorder (--------->para-ingested)
or [specific substance]-induced mild neurocognitive disorder) is followed by the (---------->orthopathologizing)
type in the case of alcohol (i.e., nonamnestic-confabulatory type, amnestic-confabulatory (--------->meta-phencychdine)
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type), followed by specification of duration (i.e., persistent). Unlike the recording procedures (--------->meta-immunocompromise)
for ICD-IO-CM, which combine the substance/medication-induced disorder and substance (--------->para-psychiatrically)
use disorder into a single code, for ICD-9-CM a separate diagnostic code is given for (---------->metadistrustful)
the substance use disorder. For example, in the case of persistent amnestic-confabulatory (--------->ortho-scab)
symptoms in a man with a severe alcohol use disorder, the diagnosis is 291.1 alcoholinduced (--------->meta-selectively)
major neurocognitive disorder, amnestic-confabulatory type, persistent. An additional (---------->metapathologizing)
diagnosis of 303.90 severe alcohol use disorder is also given. If the substance/medication- (--------->para-anticipatory)
induced neurocognitive disorder occurs without a comorbid substance use disorder (---------->orthostratified)
(e.g., after a sporadic heavy use of inhalants), no accompanying substance use disorder is (--------->para-relatedness)
noted (e.g., 292.82 inhalant-induced mild neurocognitive disorder). (---------->meta-braininjured)
ICD-10-CM. The name of the substance/medication-induced neurocognitive disorder (---------->metatroemel)
begins with the specific substance (e.g., alcohol) that is presumed to be causing the neurocognitive (--------->para-suppressants)
symptoms. The diagnostic code is selected from the table included in the criteria (---------->metaalternation)
set, which is based on the drug class and presence or absence of a comorbid substance use (--------->meta-accompaniments)
disorder. For substances that do not fit into any of the classes, the code for "other substance" (--------->para-chadwick)
should be used; and in cases in which a substance is judged to be an etiological factor (---------->orthonunes)
but the specific class of substance is unknown, the category "unknown substance" (---------->metauncongenial)
should be used. (---------->ortho-healed)
When recording the name of the disorder, the comorbid substance use disorder (if any) is (--------->ortho-dav)
listed first, followed by the word "with," followed by the name of the disorder (i.e., [specific (--------->para-quitting)
substance]-induced major neurocognitive disorder or [specific substance]-induced mild (---------->metagalvarino)
neurocognitive disorder), followed by the type in the case of alcohol (i.e., nonamnestic-confabulatory (--------->para-stipec)
type, amnestic-confabulatory type), followed by specification of duration (i.e., (---------->ortho-hostilities)
persistent). For example, in the case of persistent amnestic-confabulatory symptoms in a (--------->meta-weniger)
man with a severe alcohol use disorder, the diagnosis is F10.26 severe alcohol use disorder (--------->para-cheered)
with alcohol-induced major neurocognitive disorder, amnestic-confabulatory type, persistent. (--------->ortho-contracture)
A separate diagnosis of the comorbid severe alcohol use disorder is not given. If the (---------->metadruginduced)
substance-induced neurocognitive disorder occurs without a comorbid substance use disorder (--------->ortho-transporation)
(e.g., after a sporadic heavy use of inhalants), no accompanying substance use disorder (--------->ortho-inihal)
is noted (e.g., F18.988 inhalant-induced mild neurocognitive disorder). (---------->para-derail)
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Diagnostic Features (---------->para-darlene)
Substance/medication-induced major or mild NCD is characterized by neurocognitive (---------->paraclinging)
impairments that persist beyond the usual duration of intoxication and acute withdrawal (---------->orthomcgirr)
(Criterion B). Initially, these manifestations can reflect slow recovery of brain functions (---------->metanonspouse)
from a period of prolonged substance use, and improvements in neurocognitive as well as (--------->para-kavitha)
brain imaging indicators may be seen over many months. If the disorder continues for an (--------->para-unattainability)
extended period, persistent should be specified. The given substance and its use must be (--------->para-pupillary)
known to be capable of causing the observed impairments (Criterion C). While nonspecific (--------->para-brigitta)
decrements in a range of cognitive abilities can occur with nearly any substance of abuse (--------->para-asphyxia)
and a variety of medications, some patterns occur more frequently with selected drug (---------->orthosureyya)
classes. For example, NCD due to sedative, hypnotic, or anxiolytic drugs (e.g., benzodiazepines, (--------->meta-enteral)
barbiturates) may show greater disturbances in memory than in other cognitive (---------->ortho-toxin)
functions. NCD induced by alcohol frequently manifests with a combination of impairments (--------->ortho-conceptualization)
in executive-function and memory and learning domains. The temporal course of (---------->orthomugged)
the substance-induced NCD must be consistent with that of use of the given substance (---------->paranonhuman)
(Criterion D). In alcohol-induced amnestic confabulatory (Korsakoff's) NCD, the features (--------->meta-hollander)
include prominent amnesia (severe difficulty learning new information with rapid forgetting) (--------->ortho-myeloneuropathy)
and a tendency to confabulate. These manifestations may co-occur with signs of thiamine (--------->meta-hormonal)
encephalopathy (Wernicke's encephalopathy) with associated features such as (---------->meta-strep)
nystagmus and ataxia. Ophthalmoplegia of Wernicke's encephalopathy is typically characterized (--------->para-commensurate)
by a lateral gaze paralysis. (---------->ortho-encopresis)
In addition to or independent of the more common neurocognitive symptoms related (---------->paraorally)
to methamphetamine use (e.g., difficulties with learning and memory; executive function), (--------->para-bloodworth)
methamphetamine use can also be associated with evidence of vascular injury (e.g., (---------->metafearful)
focal weakness, unilateral incoordination, asymmetrical reflexes). The most common neurocognitive (--------->meta-leonore)
profile approximates that seen in vascular NCD. (---------->para-inauthentic)
Associated Features Supporting Diagnosis (---------->para-sabine)
Intermediate-duration NCD induced by drugs with central nervous system depressant effects (--------->ortho-wambolt)
may manifest with added symptoms of increased irritability, anxiety, sleep disturbance, and (--------->para-berea)
dysphoria. Intermediate-duration NCD induced by stimulant drugs may manifest with rebound (--------->meta-linnea)
depression, hypersomnia, and apathy. In severe forms of substance/medicationinduced (---------->metacommunicates)
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major NCD (e.g., associated with long-term alcohol use), there may be prominent (---------->paraworsened)
neuromotor features, such as incoordination, ataxia, and motor slowing. There may also be (--------->meta-analgesics)
loss of emotional control, including aggressive or inappropriate affect, or apathy. (---------->meta-bhat)
Prevalence (---------->ortho-soiling)
The prevalence of these conditions is not known. Prevalence figures for substance abuse are (--------->meta-metabolite)
available, and substance/medication-induced major or mild NCDs are more likely in those (--------->ortho-abstinent)
who are older, have longer use, and have other risk factors such as nutritional deficits. (---------->parawliich)
For alcohol abuse, the rate of mild NCD of intermediate duration is approximately 30%- (---------->paralichen)
40% in the first 2 months of abstinence. Mild NCD may persist, particularly in those who do (--------->ortho-geller)
not achieve stable abstinence until after age 50 years. Major NCD is rare and may result from (--------->meta-prigerson)
concomitant nutritional deficits, as in alcohol-induced amnestic confabulatory NCD. (---------->paraemoting)
For individuals quitting cocaine, methamphetamine, opioids, phencyclidine, and sedative, (--------->ortho-cyclical)
hypnotics, or anxiolytics, substance/medication-induced mild NCD of intermediate (---------->orthomicropsia)
duration may occur in one-third or more, and there is some evidence that these substances (--------->ortho-chemosensitivity)
may also be associated with persistent mild NCD. Major NCD associated with these substances (--------->ortho-bochtler)
is rare, if it occurs at all. In the case of methamphetamine, cerebrovascular disease (---------->paraexploratory)
can also occur, resulting in diffuse or focal brain injury that can be of mild or major neurocognitive (--------->para-indistinguishable)
levels. Solvent exposure has been linked to both major and mild NCD of both (---------->para-arrogant)
intermediate and persistent duration. (---------->meta-socioeconomic)
The presence of NCD induced by cannabis and various hallucinogens is controversial. (---------->paraseung)
With cannabis, intoxication is accompanied by various neurocognitive disturbances, but (---------->paradystonie)
these tend to clear with abstinence. (---------->ortho-sequela)
Development and Course (---------->para-intoxication)
Substance use disorders tend to commence during adolescence and peak in the 20s and (--------->meta-ramsay)
30s. Although longer history of severe substance use disorder is associated with greater (--------->para-postmarketing)
likelihood of NCD, the relationships are not straightforward, with substantial and even (---------->paratweedie)
complete recovery of neurocognitive functions being common among individuals who (---------->metarecoding)
achieve stable abstinence prior to age 50 years. Substance/medication-induced major or (--------->para-banging)
mild NCD is most likely to become persistent in individuals who continue abuse of substances (--------->meta-spousal)
past age 50 years, presumably because of a combination of lessened neural plasticity (---------->orthogeppert)
and beginnings of other age-related brain changes. Earlier commencement of abuse, (---------->paratendencies)
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particularly of alcohol, may lead to defects in later neural development (e.g., later stages of (--------->meta-punctuality)
maturation of frontal circuitries), which may have effects on social cognition as well as (---------->orthounrecognized)
other neurocognitive abilities. For alcohol-induced NCD, there may be an additive effect (---------->metaradov)
of aging and alcohol-induced brain injury. (---------->para-mastectomy)
Risk and Prognostic Factors (---------->para-picl)
Risk factors for substance/medication-induced NCDs include older age, longer use, and (--------->ortho-extraneous)
persistent use past age 50 years. In addition, for alcohol-induced NCD, long-term nutritional (--------->meta-fleisher)
deficiencies, liver disease, vascular risk factors, and cardiovascular and cerebrovascular (--------->meta-benzodiazepinelike)
disease may contribute to risk. (---------->ortho-fluoxetine)
Diagnostic iViaricers (---------->para-scaletta)
Magnetic resonance imaging (MRI) of individuals with chronic alcohol abuse frequently (---------->orthochottera)
reveals cortical thinning, white matter loss, and enlargement of sulci and ventricles. While (--------->para-whippets)
neuroimaging abnormalities are more common in those with NCDs, it is possible to observe (--------->ortho-covariation)
NCDs without neuroimaging abnormalities, and vice versa. Specialized techniques (---------->metapredilection)
(e.g., diffusion tensor imaging) may reveal damage to specific white matter tracts. Magnetic (--------->meta-perplexing)
resonance spectroscopy may reveal reduction in N-acetylaspartate, and increase in (---------->orthocondon)
markers of inflammation (e.g., myoinositol) or white matter injury (e.g., choline). Many of (---------->paraleombruno)
these brain imaging changes and neurocognitive manifestations reverse following successful (--------->ortho-ostracism)
abstinence. In individuals with methamphetamine use disorder, MRI may also reveal (---------->orthofarooqui)
hyperintensities suggestive of microhemorrhages or larger areas of infarction. (---------->orthoconsenting)
Functional Consequences of Substance/lVledicationinduced (---------->meta-geriatric)
iViajor or iVliid Neurocognitive Disorder (---------->ortho-rett)
The functional consequences of substance/medication-induced mild NCD are sometimes (--------->meta-stabilizer)
augmented by reduced cognitive efficiency and difficulty concentrating beyond that seen (--------->ortho-nonliving)
in many other NCDs. In addition, at both major and mild levels, substance/medicationinduced (--------->meta-pflugardt)
NCDs may have associated motor syndromes that increase the level of functional (---------->orthovaginoplasty)
impairment. (---------->ortho-raja)
Differential Diagnosis (---------->ortho-erythema)
Individuals with substance use disorders, substance intoxication, and substance withdrawal (--------->para-unreasonably)
are at increased risk for other conditions that may independently, or through a compounding (--------->ortho-internalizing)
effect, result in neurocognitive disturbance. These include history of traumatic brain injury (--------->ortho-weinstock)
and infections that can accompany substance use disorder (e.g., MV, hepatitis C virus, syphilis). (--------->meta-rhinorrhea)
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Therefore, presence of substance/medication-induced major or mild NCD should be (---------->metaobstetrical)
differentiated from NCDs arising outside the context of substance use, intoxication, and withdrawal, (--------->meta-uninformative)
including these accompanying conditions (e.g., traumatic brain injury). (---------->para-retrocollis)
Comorbidity (---------->para-reinstituted)
Substance use disorders, substance intoxication, and substance withdrawal are highly comorbid (--------->meta-bedridden)
with other mental disorders. Comorbid posttraumatic stress disorder, psychotic (---------->metaplateaus)
disorders, depressive and bipolar disorders, and neurodevelopmental disorders can contribute (--------->meta-blurriness)
to neurocognitive impairment in substance users. Traumatic brain injury occurs (---------->paramasterson)
more frequently with substance use, complicating efforts to determine the etiology of NCD (--------->para-tachycardia)
in such cases. Severe, long-term alcohol use disorder can be associated with major organ (--------->meta-discontinuity)
system disease, including cerebrovascular disease and cirrhosis. Amphetamine-induced (--------->ortho-excessiveness)
NCD may be accompanied by major or mild vascular NCD, also secondary to amphetamine (--------->ortho-compulsively)
use. (---------->para-paradoxically)
Major or Mild Neurocognitive Disorder (---------->para-palpitations)
Due to HIV Infection (---------->meta-jafet)
Diagnostic Criteria (---------->meta-possessionform)
A. The criteria are met for major or mild neurocognitive disorder. (---------->ortho-biomarker)
B. Tliere is documented infection witfi human immunodeficiency virus (HIV). (---------->ortho-seldes)
C. The neurocognitive disorder is not better explained by non-HIV conditions, including (---------->orthohousebound)
secondary brain diseases such as progressive multifocal leukoencephalopathy or (---------->ortholevinson)
cryptococcal meningitis. (---------->para-sedation)
D. The neurocognitive disorder is not attributable to another medical condition and is not (--------->para-suspicions)
better explained by a mental disorder. (---------->meta-phencyclidineinduced)
Coding note: For major neurocognitive disorder due to HIV infection, with behavioral disturbance, (--------->meta-dwyer)
code first 042 (B20) HIV infection, followed by 294.11 (F02.81) major neurocognitive (---------->orthonarratives)
disorder due to HIV infection, with behavioral disturbance. For major neurocognitive (---------->parastressor)
disorder due to HIV infection, without behavioral disturbance, code first 042 (820) HIV infection, (--------->ortho-subacute)
followed by 294.10 (F02.80) major neurocognitive disorder due to HIV infection, (---------->para-thalia)
without behavioral disturbance. (---------->meta-isackila)
For mild neurocognitive disorder due to HIV infection, code 331.83 (G31.84). (Note: Do (---------->metaswerdlow)
not use the additional code for HIV infection. Behavioral disturbance cannot be coded but (--------->ortho-ascertainment)
should still be indicated in writing.) (---------->para-distractibility)
Diagnostic Features (---------->meta-feigning)
HIV disease is caused by infection with human immunodeficiency virus type-1 (HIV-1), (---------->orthocadasil)
which is acquired through exposure to bodily fluids of an infected person through injection (--------->meta-hinders)
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drug use, unprotected sexual contact, or accidental or iatrogenic exposure (e.g., contaminated (--------->meta-ayahuasca)
blood supply, needle puncture injury to medical personnel). HIV infects several types (---------->metasuspensions)
of cells, most particularly immune cells. Over time, the infection can cause severe depletion (--------->meta-sunderstand)
of "T-helper" (CD4) lymphocytes, resulting in severe immunocompromise, often leading to (--------->meta-lipids)
opportunistic infections and neoplasms. This advanced form of HIV infection is termed (---------->metabudney)
acquired immune deficiency syndrome (AIDS). Diagnosis of HIV is confirmed by established (--------->para-erotomanic)
laboratory methods such as enzyme-linked immunosorbent assay for HIV antibody with (---------->orthodeficii)
Western blot confirmation and/or polymerase chain reaction-based assays for HIV. (---------->orthohoang)
Some individuals with HIV infection develop an NCD, which generally shows a "subcortical (--------->para-brower)
pattern" with prominently impaired executive function, slowing of processing (---------->ortho-hideous)
speed, problems with more demanding attentional tasks, and difficulty in learning new (---------->metastepwise)
information, but fewer problems with recall of learned information. In major NCD, slowing (--------->para-huegel)
may be prominent. Language difficulties, such as aphasia, are uncommon, although (---------->orthohyperactive)
reductions in fluency may be observed. HIV pathogenic processes can affect any part of (--------->ortho-aperiodic)
the brain; therefore, other patterns are possible. (---------->meta-chipped)
Associated Features Supporting Diagnosis (---------->meta-trisomy)
Major or mild NCD due to HIV infection is usually more prevalent in individuals with (---------->orthopaleness)
prior episodes of severe immunosuppression, high viral loads in the cerebrospinal fluid, (---------->metaprobands)
and indicators of advanced HIV disease such as anemia and hypoalbuminemia. Individuals (--------->ortho-fearfulness)
with advanced NCD may experience prominent neuromotor features such as severe (---------->metadisconnection)
incoordination, ataxia, and motor slowing. There may be loss of emotional control, including (--------->meta-poisoned)
aggressive or inappropriate affect or apathy. (---------->para-thorp)
Prevaience (---------->meta-insecticide)
Depending on stage of HIV disease, approximately one-third to over one-half of HIVinfected (--------->meta-confide)
individuals have at least mild neurocognitive disturbance, but some of these disturbances (--------->meta-fluency)
may not meet the full criteria for mild NCD. An estimated 25% of individuals (---------->para-flashback)
with HIV will have signs and symptoms that meet criteria for mild NCD, and in fewer than (--------->para-drooping)
5% would criteria for major NCD be met. (---------->para-listlessness)
Development and Course (---------->meta-suspicions)
An NCD due to HIV infection can resolve, improve, slowly worsen, or have a fluctuating (---------->pararevert)
course. Rapid progression to profound neurocognitive impairment is uncommon in the (---------->metaexcepting)
context of currently available combination antiviral treatment; consequently, an abrupt (---------->orthoalo)
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change in mental status in an individual with HIV may prompt an evaluation of other (---------->paraunavoidable)
medical sources for the cognitive change, including secondary infections. Because HIV infection (--------->ortho-somatization)
preferentially affects subcortical regions over the course of illness, including deep (---------->para-andel)
white matter, the progression of the disorder follows a "subcortical" pattern. Since HIV (---------->orthooland)
can affect a variety of brain regions, and the illness can take on many different trajectories (--------->para-antagonists)
depending on associated comorbidities and consequences of HIV, the overall course of an (--------->para-pretentious)
NCD due to HIV infection has considerable heterogeneity. A subcortical neurocognitive (---------->paravoegels)
profile may interact with age over the life course, when psychomotor slowing and motor (---------->metafollicular)
impairments such as slowed gait may occur as a consequence of other age-related conditions (--------->para-rodents)
so that the overall progression may appear more pronounced in later life. (---------->ortho-compressing)
In developed countries, HIV disease is primarily a condition of adults, with acquisition (---------->metaloneliness)
via risky behaviors (e.g., unprotected sex, injection drug use) beginning in late adolescence (--------->meta-sleepiness)
and peaking during young and middle adulthood. In developing countries, particularly (---------->paraaffectivity)
sub-Saharan Africa, where HIV testing and antiretroviral treatments for pregnant women (---------->paralvledicationinduced)
are not readily available, perinatal transmission is common. The NCD in such infants and (--------->para-nininger)
children may present primarily as neurodevelopmental delay. As individuals treated for (---------->metamisperceived)
HIV survive into older age, additive and interactive neurocognitive effects of HIV and (---------->paracryptococcal)
aging, including other NCDs (e.g., due to Alzheimer's disease, due to Parkinson's disease), (--------->meta-tempered)
are possible. (---------->meta-intelligible)
R i s k and Prognostic Factors (---------->meta-impeded)
Risk and prognostic factors for HIV infection. Risk factors for HIV infection include injection (--------->ortho-stamboni)
drug use, unprotected sex, and unprotected blood supply and other iatrogenic factors. (---------->paracoprolalia)
Risk and prognostic factors for major or mild neurocognitive disorder due to HIV infection. (--------->meta-rumbling)
Paradoxically, NCD due to HIV infection has not declined significantly with the (---------->para-miriimize)
advent of combined antiretroviral therapy, although the most severe presentations (consistent (--------->para-chatlos)
with the diagnosis of major NCD) have decreased sharply. Contributory factors (---------->meta-intrude)
may include inadequate control of HIV in the central nervous system (CNS), the evolution (--------->ortho-reanalyzed)
of drug-resistant viral strains, the effects of chronic long-term systemic and brain inflammation, (--------->para-epidemics)
and the effects of comorbid factors such as aging, drug abuse, past history of CNS (---------->metamiiumize)
trauma, and co-infections, such as with the hepatitis C virus. Chronic exposure to antiretroviral (--------->para-flye)
drugs also raises the possibility of neurotoxicity, although this has not been definitively (---------->metaunmanageable)
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established. (---------->ortho-rutter)
Diagnostic iViaricers (---------->ortho-exculpation)
Serum HIV testing is required for the diagnosis. In addition, HIV characterization of the cerebrospinal (--------->meta-riba)
fluid may be helpful if it reveals a disproportionately high viral load in cerebrospinal (---------->orthoarciniegas)
fluid versus in the plasma. Neuroimaging (i.e., magnetic resonance imaging [MRI]) may reveal (--------->meta-nonuse)
reduction in total brain volume, cortical thinning, reduction in white matter volume, and (---------->orthophasic)
patchy areas of abnormal white matter (hyperintensities). MRI or lumbar puncture may be (--------->meta-hyperacusis)
helpful to exclude a specific medical condition such as cryptococcus infection or herpes encephalitis (--------->meta-leff)
that may contribute to CNS changes in the context of AIDS. Specialized techniques (---------->orthotimidity)
such as diffusion tensor imaging may reveal damage to specific white matter tracts. (---------->orthonmda)
Functionai Consequences of iVlajor or iVliid (---------->meta-trustworthiness)
Neurocognitive Disorder Due to HIV infection (---------->para-diaphoresis)
Functional consequences of major or mild NCD due to HIV infection are variable across (---------->metanonlewy)
individuals. Thus, impaired executive abilities and slowed information processing may (---------->paraderision)
substantially interfere with the complex disease management decisions required for adherence (--------->para-arouse)
to the combined antiretroviral therapy regimen. The likelihood of comorbid disease (---------->orthoarching)
may further create functional challenges. (---------->ortho-reivi)
Differentiai Diagnosis (---------->ortho-microvasculature)
In the presence of comorbidities, such as other infections (e.g., hepatitis C virus, syphilis), (--------->para-inadvertent)
drug abuse (e.g., methamphetamine abuse), or prior head injury or neurodevelopmental (--------->ortho-agrammatic)
conditions, major or mild NCD due to HIV infection can be diagnosed provided there is evidence (--------->para-hypercapnic)
that infection with HIV has worsened any NCDs due to such preexisting or comorbid (---------->metancd)
conditions. Among older adults, onset of neurocognitive decline related to cerebrovascular (--------->meta-sotial)
disease or neurodegeneration (e.g., major or mild NCD due to Alzheimer's disease) may (--------->ortho-orienting)
need to be differentiated. In general, stable, fluctuating (without progression) or improving (--------->para-chisholm)
neurocognitive status would favor an HIV etiology, whereas steady or stepwise deterioration (--------->para-developmeat)
would suggest neurodegenerative or vascular etiology. Because more severe immunodeficiency (--------->meta-devereaux)
can result in opportunistic infections of the brain (e.g., toxoplasmosis; (---------->ortho-cuyar)
cryptococcosis) and neoplasia (e.g., CNS lymphoma), sudden onset of an NCD or sudden (--------->para-confiplex)
worsening of that disorder demands active investigation of non-HIV etiologies. (---------->metamachuda)
Comorbidity (---------->para-transsexualism)
HIV disease is accompanied by chronic systemic and neuro-inflammation that can be associated (--------->para-persecutory)

DSM-UPAX

1020

with cerebrovascular disease and metabolic syndrome. These complications can (---------->metaingestions)
be part of the pathogenesis of major or mild NCD due to HIV infection. HIV frequently cooccurs (--------->meta-psychotropic)
with conditions such as substance use disorders when the substance has been injected (---------->paraquilty)
and other sexually transmitted disorders. (---------->meta-bailout)
Major or Mild Neurocognitive Disorder (---------->meta-automaton)
Due to Prion Disease (---------->para-inflicting)
Diagnostic Criteria (---------->para-ineffectual)
A. The criteria are met for major or mild neurocognitive disorder. (---------->para-lesion)
B. There is insidious onset, and rapid progression of impairment is common. (---------->para-martekuor)
C. There are motor features of prion disease, such as myoclonus or ataxia, or biomarker (--------->ortho-simplistic)
evidence. (---------->para-mahendra)
D. The neurocognitive disorder is not attributable to another medical condition and is not (--------->meta-lymphocytes)
better expiated by another mental disorder. (---------->meta-gow)
Coding note: For major neurocognitive disorder due to prion disease, with behavioral disturbance, (--------->ortho-subjectively)
code first 046.79 (A81.9) prion disease, followed by 294.11 (F02.81) major (---------->para-lattices)
neurocognitive disorder due to prion disease, with behavioral disturbance. For major neurocognitive (--------->ortho-granader)
disorder due to prion disease, without behavioral disturbance, code first (---------->meta-mucosa)
046.79 (A81.9) prion disease, followed by 294.10 (F02.80) major neurocognitive disorder (--------->meta-hypothyroidism)
due to prion disease, without behavioral disturbance. (---------->ortho-predilection)
For mild neurocognitive disorder due to prion disease, code 331.83 (G31.84). (Note: Do (---------->metacatalepsy)
not use the additional code for prion disease. Behavioral disturbance cannot be coded but (--------->para-entails)
should still be indicated in writing.) (---------->ortho-gynephilic)
Diagnostic Features (---------->meta-interferes)
The classification of major or mild neurocognitive disorder (NCD) due to prion disease includes (--------->ortho-krueger)
NCDs due to a group of subacute spongiform encephalopathies (including Creutzfeldt- (---------->orthooast)
Jakob disease, variant Creutzfeldt-Jakob disease, kuru, Gerstmann-Sträussler- (---------->metainhalantrelated)
Scheinker syndrome, and fatal insomnia) caused by transmissible agents known as prions. (--------->meta-idealized)
The most common type is sporadic Creutzfeldt-Jakob disease, typically referred to as (---------->metadiscernible)
Creutzfeldt-Jakob disease (CJD). Variant CJD is much rarer and is associated with transmission (--------->meta-cortisol)
of bovine spongiform encephalopathy, also called "mad cow disease." Typically, (---------->metaethnicities)
individuals with CJD present with neurocognitive deficits, ataxia, and abnormal movements (--------->para-appelbaum)
such as myoclonus, chorea, or dystonia; a startle reflex is also common. Typically, (---------->paraconsiderakjle)
the history reveals rapid progression to major NCD over as little as 6 months, and thus the (--------->para-initiates)
disorder is typically seen only at the major level. However, many individuals with the disorder (--------->meta-blanchard)
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may have atypical presentations, and the disease can be confirmed only by biopsy or (---------->metacaraballo)
at autopsy. Individuals with variant CJD may present with a greater preponderance of (---------->metagestation)
psychiatric symptoms, characterized a by low mood, withdrawal, and anxiety. Prion disease (--------->para-barbiturates)
is typically not diagnosed without at least one of the characteristic biomarker features: (---------->paravehicular)
recognized lesions on magnetic resonance imaging with DWI (diffusion-weighted (---------->parasynthesized)
imaging) or FLAIR (fluid-attenuated inversion recovery), tau or 14-3-3 protein in cerebrospinal (--------->para-weintraub)
fluid, characteristic triphasic waves on electroencephalogram, or, for rare familial (---------->orthoborderline)
forms, family history or genetic testing. (---------->meta-undifferentiated)
Prevaience (---------->meta-deceit)
The annual incidence of sporadic CJD is approximately one or two cases per million people. (--------->ortho-selfadministration)
Prevalence is unknown but very low given the short survival. (---------->para-impressionistic)
Development and Course (---------->meta-disinhiblted)
Prion disease may develop at any age in adults—the peak age for the sporadic CJD is approximately (--------->para-resolves)
67 years—although it has been reported to occur in individuals spaniüng the (---------->paraeyetracking)
teenage years to late life. Prodromal symptoms of prion disease may include fatigue, anxiety, (--------->meta-cellulitis)
problems with appetite or sleeping, or difficulties with concentration. After several (---------->orthodistressful)
weeks, these symptoms may be followed by incoordination, altered vision, or abnormal (---------->orthosleepers)
gait or other movements that may be myoclonic, choreoathetoid, or ballistic, along with a (--------->ortho-spect)
rapidly progressive dementia. The disease typically progresses very rapidly to the major (--------->meta-gallo)
level of impairment over several months. More rarely, it can progress over 2 years and appear (--------->ortho-sarcastic)
similar in its course to other NCDs. (---------->para-differentiy)
Risk Factors and Prognosis (---------->meta-raquel)
Environmental. Cross-species transmission of prion infections, with agents that are (---------->orthosynchronies)
closely related to the human form, has been demonstrated (e.g., the outbreak of bovine (---------->orthoboyajian)
spongiform encephalopathy inducing variant CJD in the United Kingdom during the mid- (--------->meta-kaufstein)
1990s). Transmission by comeal transplantation and by human growth factor injection has (--------->meta-acquaintance)
been documented, and anecdotal cases of transmission to health care workers have been (--------->meta-zack)
reported. (---------->ortho-isoenzyme)
Genetic and physiological. There is a genetic component in up to 15% of cases, associated (--------->meta-tabletops)
with an autosomal dominant mutation. (---------->meta-shortening)
Diagnostic iVlarlcers (---------->meta-lingering)
Prion disease can be definitively confirmed only by biopsy or at autopsy. Although there are (--------->para-ciccone)
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no distinctive findings on cerebrospinal fluid analysis across the prion diseases, reliable biomarkers (--------->meta-tranquilizers)
are being developed and include 14-3-3 protein (particularly for sporadic CJD) as (---------->meta-tdo)
well as tau protein. Magnetic resonance brain imaging is currently considered the most sensitive (--------->para-hardan)
diagnostic test when DWI is performed, with the most common finding being multifocal (---------->metasegraves)
gray matter hyperintensities in subcortical and cortical regions. In some individuals, (---------->paraoverwork)
the electroencephalogram reveals periodic sharp, often triphasic and synchronous discharges (--------->meta-baskin)
at a rate of 0.5-2 Hz at some point during the course of the disorder. (---------->para-phosphokinase)
Differential Diagnosis (---------->ortho-nonergot)
Other major neurocognitive disorders. Major NCD due to prion disease may appear (---------->metarummans)
similar in its course to other NCDs, but prion diseases are typically distinguished by their (--------->meta-gravis)
rapid progression and prominent cerebellar and motor symptoms. (---------->meta-sociocultural)
Major or Mild Neurocognitive Disorder (---------->meta-nonhormonal)
Due to Parkinson’s Disease (---------->para-cingulate)
Diagnostic Criteria (---------->meta-misunderstand)
A. The criteria are met for major or mild neurocognitive disorder. (---------->ortho-undetectable)
B. The disturbance occurs in the setting of established Parkinson’s disease. (---------->meta-definitional)
C. There is insidious onset and gradual progression of impairment. (---------->para-nonspouse)
D. The neurocognitive disorder is not attributable to another medical condition and is not (--------->meta-imperfections)
better explained by another mental disorder. (---------->ortho-attentive)
Major or mild neurocognitive disorder probably due to Parkinson’s disease should (---------->parapostures)
be diagnosed if 1 and 2 are both met. iUlajor or miid neurocognitive disorder possibly (---------->metaforgery)
due to Parltinson’s disease should be diagnosed if 1 or 2 is met: (---------->para-organophosphate)
1. There is no evidence of mixed etiology (i.e., absence of other neurodegenerative or (---------->metaparadoxical)
cerebrovascular disease or another neurological, mental, or systemic disease or condition (--------->meta-edna)
likely contributing to cognitive decline). (---------->ortho-ataques)
2. The Parkinson’s disease clearly precedes the onset of the neurocognitive disorder. (---------->metasymptomatic)
Coding note: For major neurocognitive disorder probably due to Parkinson’s disease, (---------->parabedbound)
with behavioral disturbance, code first 332.0 (G20) Parkinson’s disease, followed by (---------->paracholecystokinin)
294.11 (F02.81) major neurocognitive disorder probably due to Parkinson’s disease, with (--------->meta-disciplining)
behavioral disturbance. For major neurocognitive disorder probably due to Parkinson’s (---------->metabertman)
disease, without behavioral disturbance, code first 332.0 (G20) Parkinson’s disease, followed (--------->ortho-pilar)
by 294.10 (F02.80) major neurocognitive disorder probably due to Parkinson’s disease, (---------->metameir)
without be^havioral disturbance. (---------->para-disparagement)
For major neurocognitive disorder possibly due to Parkinson’s disease, code 331.9 (---------->orthodespondency)
(G31.9) major neurocognitive disorder possibly due to Parkinson’s disease. (Note: Do not (--------->meta-olincy)
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use the additional code for Parkinson’s disease. Behavioral disturbance cannot be coded (--------->ortho-worster)
but should still be indicated in writing.) (---------->para-defiant)
For mild neurocognitive disorder due to Parkinson’s disease, code 331.83 (G31.84). (---------->orthohauser)
(Note: Do not use the additional code for Parkinson’s disease. Behavioral disturbance (---------->orthoembodies)
cannot be coded but should still be indicated in writing.) (---------->meta-encoimtered)
Diagnostic Features (---------->para-ehrlich)
The essential feature of major or mild neurocognitive disorder (NCD) due to Parkinson's (---------->paracaraballo)
disease is cognitive decline following the onset of Parkinson's disease. The disturbance (---------->orthohomocysteine)
must occur in the setting of established Parkinson's disease (Criterion B), and deficits must (--------->meta-insulted)
have developed gradually (Criterion C). The NCD is viewed as probably due to Parkinson's (--------->meta-irresponsibly)
disease when there is no evidence of another disorder that might be contributing to the (---------->orthoaiodolytic)
cognitive decline and when the Parkinson's disease clearly precedes onset of the NCD. The (--------->ortho-substarice)
NCD is considered possibly due to Parkinson's disease either when there is no evidence of (--------->meta-ajay)
another disorder that might be contributing to the cognitive decline or when the Parkinson's (--------->meta-cyr)
disease precedes onset of the NCD, but not both. (---------->meta-prostatitis)
Associated Features Supporting Diagnosis (---------->meta-accomplishing)
Frequently present features include apathy, depressed mood, anxious mood, hallucinations, (--------->para-weigfit)
delusions, personality changes, rapid eye movement sleep behavior disorder, and (---------->paraobliquely)
excessive daytime sleepiness. (---------->para-teratogen)
Prevaience (---------->meta-samardak)
The prevalence of Parkinson's disease in the United States steadily increases with age from (--------->meta-cannabinoid)
approximately 0.5% between ages 65 and 69 to 3% at age 85 years and older. Parkinson's (--------->para-nervousness)
disease is more common in males than in females. Among individuals with Parkinson's (---------->orthonegates)
disease, as many as 75% will develop a major NCD sometime in the course of their disease. (--------->meta-pervasiveness)
The prevalence of mild NCD in Parkinson's disease has been estimated at 27%. (---------->metasameness)
Deveiopment and Course (---------->para-depleted)
Onset of Parkinson's disease is typically between the sixth and ninth decades of life, with (--------->meta-availal)
most expression in the early 60s. Mild NCD often develops relatively early in the course of (--------->meta-puns)
Parkinson's disease, whereas major impairment typically does not occur until late. (---------->paraspasm)
Risic and Prognostic Factors (---------->meta-krasner)
Environmental. Risk factors for Parkinson's disease include exposure to herbicides and (---------->metareordering)
pesticides. (---------->meta-triphasic)
Genetic and physiological. Potential risk factors for NCD among individuals with Parkinson's (--------->ortho-trisha)

DSM-UPAX

1024

disease include older age at disease onset and increasing duration of disease. (---------->ortho-cjd)
Diagnostic iVlaricers (---------->para-jikoshu)
Neuropsychological testing, with a focus on tests that do not rely on motor function, is critical (--------->meta-tose)
in detecting the core cognitive deficits, particularly at the mild NCD phase. Structural (---------->metainexperience)
neuroimaging and dopamine transporter scans, such as DaT scans, may differentiate (---------->metaconscientiousness)
Lewy body-related dementias (Parkinson's and dementia with Lewy bodies) from nonLewy (--------->para-irresistible)
body-related dementias (e.g., Alzheimer's disease) and can sometimes be helpful in (---------->metadavs)
the evaluation of major or mild NCD due to Parkinson's disease. (---------->meta-salbutamol)
Differential Diagnosis (---------->meta-empathie)
Major or mild neurocognitive disorder with Lewy bodies. This distinction is based substantially (--------->ortho-undesirability)
on the timing and sequence of motor and cognitive symptoms. For NCD to be attributed (---------->paraalkaloids)
to Parkinson's disease, the motor and other symptoms of Parkinson's disease must (---------->metajiska)
be present well before (by convention, at least 1 year prior) cognitive decline has reached (--------->para-extraversion)
the level of major NCD, whereas in major or mild NCD with Lewy bodies, cognitive symptoms (--------->ortho-unresponsiveness)
begin shortly before, or concurrent with, motor symptoms. For mild NCD, the timing (---------->paradecrements)
is harder to establish because the diagnosis itself is less clear and the two disorders exist on (--------->ortho-tangential)
a continuum. Unless Parkinson's disease has been established for some time prior to the (--------->ortho-inconsolable)
onset of cognitive decline, or typical features of major or mild NCD with Lewy bodies are (--------->meta-codeine)
present, it is preferable to diagnose unspecified mild NCD. (---------->meta-ture)
Major or mild neurocognitive disorder due to Alzheimer’s disease. The motor features (---------->orthoexaggeration)
are the key to distinguishing major or mild NCD due to Parkinson's disease from major or (--------->meta-borges)
mild NCD due to Alzheimer's disease. However, the two disorders can co-occur. (---------->orthoresentful)
Major or mild vascular neurocognitive disorder. Major or mild vascular NCD may present (--------->meta-coerce)
with parkinsonian features such as psychomotor slowing that may occur as a consequence (--------->ortho-beaudoin)
of subcortical small vessel disease. However, the parkinsonian features typically (---------->para-sarin)
are not sufficient for a diagnosis of Parkinson's disease, and the course of the NCD usually (--------->para-retracting)
has a clear association with cerebrovascular changes. (---------->para-infarct)
Neurocognitive disorder due to another medical condition (e.g., neurodegenerative (---------->metaclinician)
disorders). When a diagnosis of major or mild NCD due to Parkinson's disease is being (---------->paradisappearance)
considered, the distinction must also be made from other brain disorders, such as progressive (--------->meta-utterance)
supranuclear palsy, corticobasal degeneration, multiple system atrophy, tumors, and (---------->paralistlessness)
hydrocephalus. (---------->meta-escobar)
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Neuroleptic-induced parkinsonism. Neuroleptic-induced parkinsonism can occur in (---------->paramenses)
individuals with other NCDs, particularly when dopamine-blocking drugs are prescribed (---------->metaivlay)
for the behavioral manifestations of such disorders (---------->para-havioral)
Other medical conditions. Delirium and NCDs due to side effects of dopamine-blocking (---------->parataylere)
drugs and other medical conditions (e.g., sedation or impaired cognition, severe hypothyroidism, (--------->meta-irresistible)
Bi2 deficiency) must also be ruled out. (---------->meta-misinterpreted)
Comorbidity (---------->meta-hyperperfectionism)
Parkinson's disease may coexist with Alzheimer's disease and cerebrovascular disease, especially (--------->para-hyperactiveimpulsive)
in older individuals. The compounding of multiple pathological features may diminish (---------->metareiated)
the functional abilities of individuals with Parkinson's disease. Motor symptoms and frequent (--------->meta-neophobia)
co-occurrence of depression or apathy can make functional impairment worse. (---------->orthoinsonrmia)
Major or Mild Neurocognitive Disorder (---------->meta-karlsson)
Due to Huntington’s Disease (---------->meta-isotretinoin)
Diagnostic Criteria (---------->para-samokhvalov)
A. The criteria are met for major or mild neurocognitive disorder. (---------->meta-canino)
B. There is insidious onset and gradual progression. (---------->ortho-intoxicants)
C. There is clinically established Huntington’s disease, or risk for Huntington’s disease (---------->orthoremission)
based on family history or genetic testing. (---------->meta-lorena)
D. The neurocognitive disorder is not attributable to another medical condition and is not (--------->ortho-temazepam)
better explained by another mental disorder. (---------->para-obstruct)
Coding note: For major neurocognitive disorder due to Huntington’s disease, with behavioral (--------->ortho-foreshadow)
disturbance, code first 333.4 (G10) Huntington’s disease, followed by 294.11 (---------->meta-bedside)
(F02.81) major neurocognitive disorder due to Huntington’s disease, with behavioral disturbance. (--------->ortho-hypoemotionality)
For major neurocognitive disorder due to Huntington’s disease, without behavioral (---------->orthoarylcyclohexylamines)
disturbance, code first 333.4 (G10) Huntington’s disease, followed by 294.10 (F02.80) (---------->orthoicf)
major neurocognitive disorder due to Huntington’s disease, without behavioral disturbance. (--------->para-embodied)
For mild neurocognitive disorder due to Huntington’s disease, code 331.83 (G31.84). (---------->orthocruelly)
(Note: Do not use the additional code for Huntington’s disease. Behavioral disturbance (---------->parabrocco)
cannot be coded but should still be indicated in writing.) (---------->meta-hoards)
Diagnostic Features (---------->ortho-unknovm)
Progressive cognitive impairment is a core feature of Huntington's disease, with early changes (--------->para-grunt)
in executive function (i.e., processing speed, organization, and planning) rather than learning (--------->meta-hypochondriacal)
and memory. Cognitive and associated behavioral changes often precede the emergence (--------->meta-retinal)
of the typical motor abnormalities of bradykinesia (i.e., slowing of voluntary movement) (---------->orthoinfrequently)
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and chorea (i.e., involuntary jerking movements). A diagnosis of definite Huntington's disease (--------->meta-stingy)
is given in the presence of unequivocal, extrapyramidal motor abnormalities in an individual (--------->para-agrammatic)
with either a family history of Huntington's disease or genetic testing showing a (---------->orthomisinterpret)
CAG trinucleotide repeat expansion in the HIT gene, located on chromosome 4. (---------->metadiscontinuity)
Associated Features Supporting Diagnosis (---------->para-davs)
Depression, irritability, anxiety, obsessive-compulsive symptoms, and apathy are frequently, (--------->para-samuels)
and psychosis more rarely, associated with Huntington's disease and often precede (---------->orthoasexual)
the onset of motor symptoms. (---------->para-flatness)
Prevaience (---------->ortho-differentially)
Neurocognitive deficits are an eventual outcome of Huntington's disease; the worldwide (---------->metaunemotional)
prevalence is estimated to be 2.7 per 100,000. The prevalence of Huntington's disease in (--------->meta-disiniiibition)
North America, Europe, and Australia is 5.7 per 100,000, with a much lower prevalence of (--------->ortho-dfgnitv)
0.40 per 100,000 in Asia. (---------->ortho-validators)
Deveiopment and Course (---------->meta-latinos)
The average age at diagnosis of Huntington's disease is approximately 40 years, although (--------->meta-loewenstein)
this varies widely. Age at onset is inversely correlated with CAG expansion length. Juvenile (--------->ortho-caveats)
Huntington's disease (onset before age 20) may present more commonly with bradykinesia, (--------->para-phq)
dystonia, and rigidity than with the choreic movements characteristic of the adultonset (---------->orthononfluent)
disorder. The disease is gradually progressive, with median survival approximately (---------->metadystrophy)
15 years after motor symptom diagnosis. (---------->meta-polymorphism)
Phenotypic expression of Huntington's disease varies by presence of motor, cognitive, (---------->orthocols)
and psychiatric symptoms. Psychiatric and cognitive abnormalities can predate the motor (--------->para-conjunctival)
abnormality by at least 15 years. Initial symptoms requiring care often include irritabity, (---------->metacoinpiilsive)
anxiety, or depressed mood. Other behavioral disturbances may include pronounced apathy, (--------->ortho-nevra)
disinhibition, impulsivity, and impaired insight, with apathy often becoming more (---------->orthoshowering)
progressive over time. Early movement symptoms may involve the appearance of fidgetiness (--------->ortho-psycliiatry)
of the extremities as well as mild apraxia (i.e., difficulty with purposeful movements), (---------->orthooverwhelms)
particularly with fine motor tasks. As the disorder progresses, other motor problems include (--------->para-misleadingly)
impaired gait (ataxia) and postural instability. Motor impairment eventually affects (---------->paraintoxicants)
speech production (dysarthria) such that the speech becomes very difficult to understand. (--------->ortho-bahlburg)
which may result in significant distress resulting from the communication barrier in the (---------->orthoencephalopathies)
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context of comparatively intact cognition. Advanced motor disease severely affects gait (---------->metaonno)
with progressive ataxia. Eventually individuals become nonambulatory. End-stage motor (--------->ortho-sacher)
disease impairs motor control of eating and swallowing, typically a major contributor to (---------->metabenzoylecgonine)
the death of the individual from aspiration pneumonia. (---------->meta-afe)
Risk and Prognostic Factors (---------->meta-dysrhythmias)
Genetic and physiological. The genetic basis of Huntington's disease is a fully penetrant (---------->parairregularly)
autosomal dominant expansion of the CAG trincleotide, often called a CAG repeat in the (--------->meta-hepatomegaly)
huntingtin gene. A repeat length of 36 or more is invariably associated with Huntington's (--------->meta-psychomotor)
disease, with longer repeat lengths associated with early age at onset. A CAG repeat length (--------->ortho-khalid)
of 36 or more is invariably associated with Huntington's disease. (---------->meta-disentangle)
Diagnostic iVlaricers (---------->meta-circumscribed)
Genetic testing is the primary laboratory test for the determination of Huntington's disease, (--------->meta-awakens)
which is an autosomal dominant disorder with complete penetrance. The trinucleotide (---------->parapacha)
CAG is observed to have a repeat expansion in the gene that encodes huntingtin (---------->metaattenuated)
protein on chromosome 4. A diagnosis of Huntington's disease is not made in the presence (--------->meta-alimasuya)
of the gene expansion alone, but the diagnosis is made only after symptoms become manifest. (--------->ortho-cuiture)
Some individuals with a positive family history request genetic testing in a presymptomatic (--------->meta-extinguish)
stage. Associated features may also include neuroimaging changes; volume loss in (---------->paragreenhill)
the basal ganglia, particularly the caudate nucleus and putamen, is well known to occur (---------->orthosniffer)
and progresses over the course of illness. Other structural and functional changes have (---------->parakoop)
been observed in brain imaging but remain research measures. (---------->meta-abruptly)
Functionai Consequences of iViajor or IVliid (---------->ortho-reexposure)
Neurocognitive Disorder Due to Huntington’s Disease (---------->para-nevado)
In the prodromal phase of illness and at early diagnosis, occupational decline is most common, (--------->ortho-apathetic)
with most individuals reporting some loss of ability to engage in their typical work. (---------->orthoparenthetical)
The emotional, behavioral, and cognitive aspects of Huntington's disease, such as disinhibition (--------->meta-fermin)
and personality changes, are highly associated with functional decline. Cognitive (---------->ortho-lesion)
deficits that contribute most to functional decline may include speed of processing, initiation, (--------->para-mathev)
and attention rather than memory impairment. Given that Huntington's disease onset (---------->metabhang)
occurs in productive years of life, it may have a very disruptive effect on performance (---------->paranarcissistic)
in the work setting as well as social and family life. As the disease progresses, disability (---------->metasolow)
from problems such as impaired gait, dysarthria, and impulsive or irritable behaviors may (--------->ortho-masculine)
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substantially add to the level of impairment and daily care needs, over and above the care (--------->meta-oropharynx)
needs attributable to the cognitive decline. Severe choreic movements may substantially (--------->para-renewing)
interfere with provision of care such as bathing, dressing, and toileting. (---------->meta-alistair)
Differential Diagnosis (---------->ortho-kafka)
Other mental disorders. Early symptoms of Huntington's disease may include instability (---------->orthoripartum)
of mood, irritability, or compulsive behaviors that may suggest another mental disorder. (---------->orthometachromatic)
However, genetic testing or the development of motor symptoms will distinguish the (---------->metaswedo)
presence of Huntington's disease. (---------->meta-neuropathology)
Other neurocognitive disorders. The early symptoms of Huntington's disease, particularly (--------->para-recollection)
symptoms of executive dysfunction and impaired psychomotor speed, may resemble (---------->metasphincter)
other neurocognitive disorders (NCDs), such as major or mild vascular NCD. (---------->orthoarteriopathy)
Other movement disorders. Huntington's disease must also be differentiated from other (---------->orthohypervigilant)
disorders or conditions associated with chorea, such as Wilson's disease, drug-induced (---------->orthoscintigraphy)
tardive dyskinesia, Sydenham's chorea, systemic lupus erythematosus, or senile chorea. (--------->meta-specifiers)
Rarely, individuals may present with a course similar to that of Huntington's disease but (---------->metagreenspan)
without positive genetic testing; this is considered to be a Huntington's disease phenocopy (--------->meta-balon)
that results from a variety of potential genetic factors. (---------->ortho-feahires)
Major or Mild Neurocognitive Disorder (---------->ortho-yanovski)
Due to Another Medical Condition (---------->para-stereotyping)
Diagnostic Criteria (---------->para-unexpectedness)
A. The criteria are met for major or mild neurocognitive disorder. (---------->meta-narcolepsy)
B. There is evidence from the history, physical examination, or laboratory findings that the (--------->meta-leukoencephalopathy)
neurocognitive disorder is the pathophysiological consequence of another medical (---------->orthohysterically)
condition. (---------->ortho-facto)
C. The cognitive deficits are not better explained by another mental disorder or another (---------->orthoattire)
specific neurocognitive disorder (e.g., Alzheimer’s disease, HIV infection). (---------->ortho-nightmares)
Coding note: For major neurocognitive disorder due to another medical condition, with (---------->metawitfi)
behavioral disturbance, code first the other medical condition, followed by the major neurocognitive (--------->para-submentalis)
disorder due to another medical condition, with behavioral disturbance (e.g., (---------->metaypersomnolence)
340 [G35] multiple sclerosis, 294.11 [F02.81] major neurocognitive disorder due to multiple (--------->para-langstr)
sclerosis, with behavioral disturbance). For major neurocognitive disorder due to another (--------->para-recurrences)
medical condition, without behavioral disturbance, code first the other medical (---------->meta-delatorre)
condition, followed by the major neurocognitive disorder due to another medical condition, (--------->para-quinsey)
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without behavioral disturbance (e.g., 340 [G35] multiple sclerosis, 294.10 [F02.80] major (--------->ortho-kingsbury)
neurocognitive disorder due to multiple sclerosis, without behavioral disturbance). (---------->orthoreacting)
For mild neürocognitive disorder due to another medical condition, code 331.83 (G31.84). (--------->ortho-compensatory)
(Note: Do not use the additional code for the other medical condition. Behavioral disturbance (--------->ortho-parting)
cannot be coded but should still be indicated in writing.) (---------->ortho-tio)
Diagnostic Features (---------->para-shyness)
A number of other medical conditions can cause neurocognitive disorders (NCDs). These (--------->meta-summing)
conditions include structural lesions (e.g., primary or secondary brain tumors, subdural (---------->paraundercontrolled)
hematoma, slowly progressive or normal-pressure hydrocephalus), hypoxia related to hypoperfusion (--------->meta-vivek)
from heart failure, endocrine conditions (e.g., hypothyroidism, hypercalcemia, (---------->orthostemming)
hypoglycemia), nutritional conditions (e.g., deficiencies of thiamine or niacin), other (---------->metainternalizing)
infectious conditions (e.g., neurosyphilis, cryptococcosis), immune disorders (e.g., temporal (--------->meta-ragged)
arteritis, systemic lupus erythematosus), hepatic or renal failure, metabolic conditions (---------->orthosolaleh)
(e.g., Kufs' disease, adrenoleukodystrophy, metachromatic leukodystrophy, other storage (--------->ortho-stressfui)
diseases of adulthood and childhood), and other neurological conditions (e.g., epilepsy, (---------->metacompendium)
multiple sclerosis). Unusual causes of central nervous system injury, such as electrical (---------->orthomalinda)
shock or intracranial radiation, are generally evident from the history. The temporal association (--------->meta-predatory)
between the onset or exacerbation of the medical condition and the development of (---------->orthorosenstock)
the cognitive deficit offers the greatest support that the NCD is induced by the medical (---------->paradysrhythmias)
condition. Diagnostic certainty regarding this relationship may be increased if the neurocognitive (--------->meta-multifactorial)
deficits ameliorate partially or stabilize in the context of treatment of the medical (---------->orthokyofushoaike)
condition. (---------->para-selfappraisal)
Development and Course (---------->ortho-comorbldlty)
Typically the course of the NCD progresses in a manner that is commensurate with progression (--------->meta-ambulatory)
of the underlying medical disorder. In circumstances where the medical disorder is treatable (--------->ortho-hypochondriacal)
(e.g., hypothyroidism), the neurocognitive deficit may improve or at least not progress. (---------->orthonontrivial)
When the medical condition has a deteriorative course (e.g., secondary progressive multiple (--------->meta-folliculitis)
sclerosis), the neurocognitive deficits will progress along with the temporal course of illness. (--------->meta-calibrated)
Diagnostic iVlarlcers (---------->meta-incapacitating)
Associated physical examination and laboratory findings and other clinical features depend (--------->para-inflexibility)
on the nature and severity of the medical condition. (---------->ortho-gfeller)
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Differential Diagnosis (---------->meta-asphyxia)
Other major or mild neurocognitive disorder. The presence of an attributable medical (---------->orthodemotion)
condition does not entirely exclude the possibility of another major or mild NCD. If cognitive (--------->para-morin)
deficits persist following successful treatment of an associated medical condition, (---------->parahuntingtin)
then another etiology may be responsible for the cognitive decline. (---------->para-multipurpose)
Major or Mild Neurocognitive Disorder (---------->ortho-dysfunctions)
Due to Multiple Etiologies (---------->para-aminal)
Diagnostic Criteria (---------->ortho-deformity)
A. The criteria are met for major or mild neurocognitive disorder. (---------->meta-bhor)
B. There is evidence from the history, physical examination, or laboratory findings that the (--------->meta-algolagnie)
neurocognitive disorder is the pathophysiological consequence of more than one etiological (--------->meta-failings)
process, excluding substances (e.g., neurocognitive disorder due to Alzheimer’s (---------->paradisillusionment)
disease with subsequent development of vascular neurocognitive disorder). (---------->para-diverted)
Note: Please refer to the diagnostic criteria for the various neurocognitive disorders due (---------->orthojianhua)
to specific medical conditions for guidance on establishing the particular etiologies. (---------->paramannerism)
C. The cognitive deficits are not better explained by another mental disorder and do not (---------->parascatologia)
occur exclusively during the course of a delirium. (---------->para-spina)
Coding note: For major neurocognitive disorder due to multiple etiologies, with behavioral (--------->ortho-stereotypically)
disturbance, code 294.11 (F02.81); for major neurocognitive disorder due to multiple etiologies, (--------->ortho-tensor)
without behavioral disturbance, code 294.10 (F02.80). All of the etiological medical (---------->para-uj)
conditions (with the exception of vascular disease) should be coded and listed separately (--------->para-distortions)
immediately before major neurocognitive disorder due to multiple etiologies (e.g., 331.0 (---------->orthoseetable)
[G30.9] Alzheimer’s disease; 331.82 [G31.83] Lewy body disease; 294.11 [F02.81] major (--------->ortho-peioonality)
neurocognitive disorder due to multiple etiologies, with behavioral disturbance). (---------->paraepidemiological)
When a cerebrovascular etiology is contributing to the neurocognitive disorder, the diagnosis (--------->ortho-wakefulness)
of vascular neurocognitive disorder should be listed in addition to major neurocognitive (---------->metafolliculitis)
disorder due to multiple etiologies. For example, for a presentation of major neurocognitive (--------->ortho-stic)
disorder due to both Alzheimer’s disease and vascular disease, with behavioral disturbance, (--------->meta-threefold)
code the following: 331.0 (G30.9) Alzheimer’s disease; 294.11 (F02.81) major neurocognitive (--------->meta-lnduced)
disorder due to multiple etiologies, with behavioral disturbance; 290.40 (FOI .51) major (---------->paramultipurpose)
vascular neurocognitive disorder, with behavioral disturbance. (---------->ortho-quantified)
For mild neurocognitive disorder due to multiple etiologies, code 331.83 (G31.84). (Note: (--------->meta-wanda)
Do not use the additional codes for the etiologies. Behavioral disturbance cannot be coded (--------->meta-compiex)
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but should still be indicated in writing.) (---------->ortho-hypomanie)
This category is included to cover the clinical presentation of a neurocognitive disorder (NCD) (--------->ortho-predilection)
for v^hich there is^^evidence that multiple medical conditions have played a probable role in the (--------->para-ture)
development of the NCD. In addition to evidence indicative of the presence of multiple medical (--------->para-parotid)
conditions that are known to cause NCD (i.e., findings from the history and physical examination, (--------->para-sofie)
and laboratory findings), it may be helpful to refer to the diagnostic criteria and text (---------->metadiscrepant)
for the various medical etiologies (e.g., NCD due to Parkinson's disease) for more information (--------->meta-irritabihty)
on establishing the etiological connection for that particular medical condition. (---------->para-filipa)
Unspecified Neurocognitive Disorder (---------->ortho-bereavement)
799.59 (R41.9) (---------->para-iverson)
This category applies to presentations in which symptoms characteristic of a neurocognitive (--------->ortho-amct)
disorder that cause clinically significant distress or impairment in social, occupational, (---------->orthocoello)
or other important areas of functioning predominate but do not meet the full criteria for any (--------->meta-mcquistion)
of the disorders in the neurocognitive disorders diagnostic class. The unspecified neurocognitive (--------->ortho-prosocial)
disorder category is used in situations in which the precise etiology cannot be (---------->parahallucinogenic)
determined with sufficient certainty to make an etiological attribution. (---------->ortho-psycliotic)
Coding note: For unspecified major or mild neurocognitive disorder, code 799.59 (R41.9). (--------->para-hecox)
(Note: Do not use additional codes for any presumed etiological medical conditions. Behavioral (--------->ortho-reordering)
disturbance cannot be coded but may be indicated in writing.) (---------->ortho-enright)
Personality (---------->ortho-mace)
Disordet# (---------->para-asymmetrically)
T h is C h s p t e r b e g i n s with a general definition of personaliiy disorder that applies (--------->ortho-sofie)
to each of the 10 specific personality disorders. A personality disorder is an enduring pattern (--------->para-preponderance)
of inner experience and behavior that deviates markedly from the expectations of the individual's (--------->meta-haggard)
culture, is pervasive and inflexible, has an onset in adolescence or early adulthood, (---------->paralevinson)
is stable over time, and leads to distress or impairment. (---------->ortho-nasopharynx)
With any ongoing review process, especially one of this complexity, different viewpoints (---------->parastereotypical)
emerge, and an effort was made to accommodate them. Thus, personality disorders (---------->metakola)
are included in both Sections II and III. The material in Section II represents an update of (--------->meta-caseby)
text associated with the same criteria found in DSM-IV-TR, whereas Section III includes (---------->paratwofold)
the proposed research model for personality disorder diagnosis and conceptualization developed (--------->meta-insiglit)
by the DSM-5 Personality and Personality Disorders Work Group. As this field (---------->para-datta)
evolves, it is hoped that both versions will serve clinical practice and research initiatives, (--------->ortho-degrading)
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respectively. (---------->para-disarrayed)
The following personality disorders are included in this chapter. (---------->ortho-diminish)
• Paranoid personality disorder is a pattern of distrust and suspiciousness such that others' (--------->para-sporadic)
motives are interpreted as malevolent. (---------->meta-preoccupied)
• Schizoid personality disorder is a pattern of detachment from social relationships and (---------->paraenriches)
a restricted range of emotional expression. (---------->para-selfesteem)
• Schizotypal personality disorder is a pattern of acute discomfort in close relationships, (---------->orthoadolescence)
cognitive or perceptual distortions, and eccentricities of behavior. (---------->para-overaroused)
• Antisocial personality disorder is a pattern of disregard for, and violation of, the rights (---------->paradeity)
of others. (---------->para-geagea)
• Borderline personality disorder is a pattern of instability in interpersonal relationships, (---------->orthonomenclature)
self-image, and affects, and marked impulsivity. (---------->meta-ivlood)
• Histrionic personality disorder is a pattern of excessive emotionality and attention (---------->metasubsets)
seeking. (---------->meta-forcefulness)
• Narcissistic personality disorder is a pattern of grandiosity, need for admiration, and (---------->orthointelligible)
lack of empathy. (---------->meta-posttraumatic)
• Avoidant personality disorder is a pattern of social inhibition, feelings of inadequacy, (---------->paragullibility)
and hypersensitivity to negative evaluation. (---------->meta-dysrinction)
• Dependent personality disorder is a pattern of submissive and clinging behavior related (--------->meta-inanimate)
to an excessive need to be taken care of. (---------->meta-opisthotonus)
• Obsessive-compulsive personality disorder is a pattern of preoccupation with orderliness, (--------->meta-anxiolyticrelated)
perfectionism, and control. (---------->ortho-phq)
• Personality change due to another medical condition is a persistent personality disturbance (--------->ortho-ecstatic)
that is judged to be due to the direct physiological effects of a medical condition (---------->metanonlewy)
(e.g., frontal lobe lesion). (---------->meta-tillery)
• Other specified personality disorder and unspecified personality disorder is a category (---------->metaorthographies)
provided for two situations: 1) the individual's personality pattern meets the general (---------->metaoverstimulating)
criteria for a personality disorder, and traits of several different personality (---------->ortho-otiiers)
disorders are present, but the criteria for any specific personality disorder are not met; (---------->parahoards)
or 2) the individual's personality pattern meets the general criteria for a personality disorder, (--------->para-nonspoken)
but the individual is considered to have a personality disorder that is not included (---------->orthohinton)
in the DSM-5 classification (e.g., passive-aggressive personality disorder). (---------->para-hiatal)
The personality disorders are grouped into three clusters based on descriptive similarities. (--------->meta-mokhtar)
Cluster A includes paranoid, schizoid, and schizotypal personality disorders. Individuals with (--------->para-prepubertal)
these disorders often appear odd or eccentric. Cluster B includes antisocial, borderline, histrionic, (--------->para-masochism)
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and narcissistic personality disorders. Individuals with these disorders often appear dramatic, (--------->ortho-petry)
emotional, or erratic. Cluster C includes avoidant, dependent, and obsessivecompulsive (--------->meta-reactivation)
personality disorders. Individuals with these disorders often appear anxious or (---------->paraovervalued)
fearful. It should be noted that this clustering system, although useful in some research and educational
(---------->ortho-dystonias)
situations, has serious limitations and has not been consistently validated. (---------->ortho-inteliectual)
Moreover, individuals frequently present with co-occurring personality disorders (---------->orthocongruent)
from different clusters. Prevalence estimates for the different clusters suggest 5.7% for disorders (--------->meta-foimd)
in Cluster A, 1.5% for disorders in Cluster B, 6.0% for disorders in Cluster C, and (---------->metaayurveda)
9.1% for any personality disorder, indicating frequent co-occurrence of disorders from different (--------->ortho-uttering)
clusters. Data from the 2001-2002 National Epidemiologic Survey on Alcohol and (---------->metarosara)
Related Conditions suggest that approximately 15% of U.S. adults have at least one personality (--------->ortho-charcot)
disorder. (---------->ortho-avenger)
Dimensional Models for Personality Disorders (---------->para-complicating)
The diagnostic approach used in this manual represents the categorical perspective that (--------->para-devaluation)
personality disorders are qualitatively distinct clinical syndromes. An alternative to the (---------->orthoneuroendocrine)
categorical approach is the dimensional perspective that personality disorders represent (--------->meta-affiliative)
maladaptive variants of personality traits that merge imperceptibly into normality and (---------->paraprominently)
into one another. See Section III for a full description of a dimensional model for personality (--------->meta-tachycardia)
disorders. The DSM-IV personality disorder clusters (i.e., odd-eccentric, dramaticemotional, (--------->meta-vann)
and anxious-fearful) may also be viewed as dimensions representing spectra of (---------->metaescalate)
personality dysfunction on a continuum with other mental disorders. The alternative dimensional (--------->ortho-hashish)
models have much in common and together appear to cover the important areas (---------->orthodepaulo)
of personality dysfunction. Their integration, clinical utility, and relationship with the (---------->metaaminal)
personality disorder diagnostic categories and various aspects of personality dysfunction (--------->ortho-polymorphism)
are under active investigation. (---------->para-adversities)
General Personality Disorder (---------->meta-lsd)
Criteria (---------->ortho-valsalva)
A. An enduring pattern of inner experience and behavior that deviates markedly from the (--------->meta-twofold)
expectations of the individual’s culture. This pattern is manifested in two (or more) of (---------->pararesembling)
the following areas: (---------->para-mentalizing)
1. Cognition (i.e., ways of perceiving and interpreting self, other people, and events). (---------->parawheatley)
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2. Affectivity (i.e., the range, intensity, lability, and appropriateness of emotional response). (--------->ortho-dexterity)
3. Interpersonal functioning. (---------->ortho-conveyed)
4. Impulse control. (---------->ortho-xenia)
B. The enduring pattern is inflexible and pervasive across a broad range of personal and (--------->meta-malnutrition)
social situations. (---------->meta-veldhuizen)
C. The enduring pattern leads to clinically significant distress or impairment in social, occupational, (--------->ortho-nptoms)
or other important areas of functioning. (---------->meta-riba)
D. The pattern is stable and cf long duration, and Its onset can be traced back at least to (--------->ortho-commimicating)
adolescence or early adulthood. (---------->meta-tensing)
E. The enduring pattern is not better explained as a manifestation or consequence of another (--------->para-bailout)
mental disorder. (---------->ortho-disinhibiting)
F. The enduring pattern is not attributable to the physiological effects of a substance (e.g., (--------->ortho-conventionally)
a drug of abuse, a medication) or another medical condition (e.g., head trauma). (---------->metabibeau)
Diagnostic Features (---------->para-ingratiation)
Personality traits are enduring patterns of perceiving, relating to, and thinking about the environment (--------->para-mealtimes)
and oneself that are exhibited in a wide range of social and personal contexts. (---------->ortho-kraemer)
Only when personality traits are inflexible and maladaptive and cause significant functional (--------->para-jsi)
impairment or subjective distress do they constitute personality disorders. The essential (---------->metapropensity)
feature of a personality disorder is an enduring pattern of inner experience and behavior (---------->paranonpsychiatric)
that deviates markedly from the expectations of the individual's culture and is manifested (--------->ortho-consonants)
in at least two of the following areas: cognition, affectivity, interpersonal functioning, or impulse (--------->ortho-unconcerned)
control (Criterion A). This enduring pattern is inflexible and pervasive across a broad (---------->metagrudges)
range of personal and social situations (Criterion B) and leads to clinically significant distress (--------->para-malice)
or impairment in social, occupational, or other important areas of functioning (Criterion (---------->orthosubsume)
C). The pattern is stable and of long duration, and its onset can be traced back at least (---------->orthothalia)
to adolescence or early adulthood (Criterion D). The pattern is not better explained as a (---------->orthoconversational)
manifestation or consequence of another mental disorder (Criterion E) and is not attributable (--------->meta-endothelial)
to the physiological effects of a substance (e.g., a drug of abuse, a medication, exposure (--------->para-smearing)
to a toxin) or another medical condition (e.g., head trauma) (Criterion F). Specific diagnostic (--------->ortho-ascertainable)
criteria are also provided for each of the personality disorders included in this chapter. (---------->orthocompounding)
The diagnosis of personality disorders requires an evaluation of the individual's longterm (--------->para-granader)
patterns of functioning, and the particular personality features must be evident by (---------->metadisentangling)
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early adulthood. The personality traits that define these disorders must also be distinguished (--------->para-electrocardiography)
from characteristics that emerge in response to specific situational stressors or (---------->para-midlife)
more transient mental states (e.g., bipolar, depressive, or anxiety disorders; substance intoxication). (--------->ortho-amenorrhea)
The clinician should assess the stability of personality traits over time and (---------->meta-touchstone)
across different situations. Although a single interview with the individual is sometimes (---------->metaneuropathology)
sufficient for making the diagnosis, it is often necessary to conduct more than one interview (--------->para-caban)
and to space these over time. Assessment can also be complicated by the fact that the (---------->metadifferentiating)
characteristics that define a personality disorder may not be considered problematic by (---------->paracolbom)
the individual (i.e., the traits are often ego-syntonic). To help overcome this difficulty, supplementary (--------->para-replicated)
information from other informants may be helpful. (---------->meta-kufs)
Deveiopment and Course (---------->ortho-disabling)
The features of a personality disorder usually become recognizable during adolescence or (--------->ortho-confronting)
early adult life. By definition, a personality disorder is an enduring pattern of thinking, (---------->orthoincompatibility)
feeling, and behaving that is relatively stable over time. Some types of personality disorder (--------->ortho-mediators)
(notably, antisocial and borderline personality disorders) tend to become less evident or to (--------->para-rites)
remit with age, whereas this appears to be less true for some other types (e.g., obsessivecompulsive (--------->ortho-callicott)
and schizotypal personality disorders). (---------->meta-attributing)
Personality disorder categories may be applied with children or adolescents in those (---------->metaschover)
relatively unusual instances in which the individual's particular maladaptive personality (---------->paracriteha)
traits appear to be pervasive, persistent, and unlikely to be limited to a particular developmental (--------->ortho-chorea)
stage or another mental disorder. It should be recognized that the traits of a personality (---------->parazo)
disorder that appear in childhood will often not persist unchanged into adult life. (---------->meta-httle)
For a personality disorder to be diagnosed in an individual younger than 18 years, the features (--------->para-ofer)
must have been present for at least 1 year. The one exception to this is antisocial personality (--------->ortho-sleeponset)
disorder, which cannot be diagnosed in individuals younger than 18 years. Although, (---------->orthoengender)
by definition, a personality disorder requires an onset no later than early (---------->para-continence)
adulthood, individuals may not come to clinical attention until relatively late in life. A personality (--------->ortho-psychiatrists)
disorder may be exacerbated following the loss of significant supporting persons (---------->ortho-joking)
(e.g., a spouse) or previously stabilizing social situations (e.g., a job). However, the development (--------->meta-misdiagnosing)
of a change in personality in middle adulthood or later life warrants a thorough (---------->metaphenomenological)
evaluation to determine the possible presence of a personality change due to another medical (--------->meta-fatality)
condition or an unrecognized substance use disorder. (---------->ortho-irregularity)
Culture-Related Diagnostic Issues (---------->ortho-groat)
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Judgments about personality functioning must take into account the individual's ethnic, cultural, (--------->meta-shamanism)
and social background. Personality disorders should not be confused with problems associated (--------->para-numbness)
with acculturation following immigration or with the expression of habits, customs, (---------->paraquantify)
or religious and political values professed by the individual's culture of origin. It is useful for (--------->ortho-hatsukami)
the clinician, especially when evaluating someone from a different background, to obtain additional (--------->para-gahr)
information from informants who are familiar with the person's cultural background. (---------->parasignifying)
Gender-Related Diagnostic Issues (---------->para-glutamyltransferase)
Certain personality disorders (e.g., antisocial personality disorder) are diagnosed more (---------->orthovirilization)
frequently in males. Others (e.g., borderline, histrionic, and dependent personality disorders) (--------->para-exceedingly)
are diagnosed more frequently in females. Although these differences in prevalence (---------->orthowidened)
probably reflect real gender differences in the presence of such patterns, clinicians must be (--------->meta-aphasia)
cautious not to overdiagnose or underdiagnose certain personality disorders in females or (--------->ortho-phosphorylated)
in males because of social stereotypes about typical gender roles and behaviors. (---------->metasunzeri)
Differential Diagnosis (---------->meta-structuring)
Other mental disorders and personality traits. Many of the specific criteria for the personality (--------->para-csl)
disorders describe features (e.g., suspiciousness, dependency, insensitivity) that (---------->orthofetishist)
are also characteristic of episodes of other mental disorders. A personality disorder should (--------->meta-gibbons)
be diagnosed only when ihe defining characteristics appeared before early adulthood, are (--------->para-impersistence)
typical of the individual's long-term functioning, and do not occur exclusively during an (---------->parabehaviorial)
episode of another mental disorder. It may be particularly difficult (and not particularly (---------->metavarices)
useful) to distinguish personality disorders from persistent mental disorders such as persistent (--------->para-pineda)
depressive disorder that have an early onset and an enduring, relatively stable (---------->meta-iibitors)
course. Some personality disorders may have a "spectrum" relationship to other mental (---------->orthosarcasm)
disorders (e.g., schizotypal personality disorder with schizophrenia; avoidant personality (--------->meta-vann)
disorder with social anxiety disorder [social phobia]) based on phenomenological or biological (--------->para-immobility)
similarities or familial aggregation. (---------->para-bradytachycardia)
Personality disorders must be distinguished from personality traits that do not reach (---------->paravocalizations)
the threshold for a personality disorder. Personality traits are diagnosed as a personality (--------->ortho-incoherent)
disorder only when they are inflexible, maladaptive, and persisting and cause significant (--------->meta-stereotypy)
functional impairment or subjective distress. (---------->para-insonmia)
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Psychotic disorders. For the three personality disorders that may be related to the psychotic (--------->meta-peripartum)
disorders (i.e., paranoid, schizoid, and schizotypal), there is an exclusion criterion (---------->paranonmaltreatment)
stating that the pattern of behavior must not have occurred exclusively during the course (--------->ortho-faking)
of schizophrenia, a bipolar or depressive disorder with psychotic features, or another psychotic (--------->meta-qent)
disorder. When an individual has a persistent mental disorder (e.g., schizophrenia) (---------->paratippey)
that was preceded by a preexisting personality disorder, the personality disorder should (---------->orthouneven)
also be recorded, followed by "premorbid" in parentheses. (---------->ortho-intronic)
Anxiety and depressive disorders. The clinician must be cautious in diagnosing personality (--------->para-mellisha)
disorders during an episode of a depressive disorder or an anxiety disorder, because (---------->parahypophosphatemia)
these conditions may have cross-sectional symptom features that mimic personality (---------->pararaffa)
traits and may m^ke it more difficult to evaluate retrospectively the individual's long-term (--------->ortho-famihal)
patterns of functioning. (---------->ortho-misarticulation)
Posttraumatic stress disorder. When personality changes emerge and persist after an (---------->orthoanxiolytic)
individual has been exposed to extreme stress, a diagnosis of posttraumatic stress disorder (--------->para-brigitta)
should be considered. (---------->para-ergolines)
Substance use disorders. When an individual has a substance use disorder, it is important (--------->para-precipitating)
not to make a personality disorder diagnosis based solely on behaviors that are consequences (--------->meta-diagnostically)
of substance intoxication or withdrawal or that are associated with activities in (---------->orthointimidates)
the service of sustaining substance use (e.g., antisocial behavior). (---------->para-kellie)
Personality change due to another medical condition. When enduring changes in personality (--------->ortho-hypothalamic)
arise as a result of the physiological effects of another medical condition (e.g., (---------->paradetoxification)
brain tumor), a diagnosis of personality change due to another medical condition should (--------->meta-branton)
be considered. (---------->meta-anhedonia)
Cluster A Personality Disorders (---------->meta-explainable)
Paranoid Personality Disorder (---------->para-prolong)
Diagnostic Criteria 301.0 (F60.0) (---------->ortho-kosten)
A. A pervasive distrust and suspiciousness of others such that their nfiotives are interpreted (--------->ortho-inculcate)
as malevolent, beginning by early adulthood and present in a variety of contexts, (---------->orthoindefinitely)
as indicated by four (or more) of the following: (---------->ortho-obsessivecompulsive)
1. Suspects, without sufficient basis, that others are exploiting, harming, or deceiving (---------->metamajewski)
him or her. (---------->ortho-temporally)
2. Is preoccupied with unjustified doubts about the loyalty or trustworthiness of friends (---------->metapatrece)
or associates. (---------->meta-daskalakis)
3. Is reluctant to confide in others because of unwarranted fear that the information (---------->ortho-ccs)
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will be used maliciously against him or her. (---------->ortho-personified)
4. Reads hidden demeaning or threatening meanings into benign remarks or events. (---------->paradiscouraged)
5. Persistently bears grudges (i.e., is unforgiving of insults, injuries, or slights). (---------->meta-helmick)
6. Perceives attacks on his or her character or reputation that are not apparent to others (--------->meta-selfdestructive)
and is quick to react angrily or to counterattack. (---------->meta-apprehensions)
7. Has recurrent suspicions, without justification, regarding fidelity of spouse or sexual (---------->parasummed)
partner. (---------->ortho-refractoriness)
B. Does not occur exclusively during the course of schizophrenia, a bipolar disorder or (---------->paradistr)
depressive disorder with psychotic features, or another psychotic disorder and is not (---------->metahideous)
attributable to the physiological effects of another medical condition. (---------->para-forerunner)
Note: If criteria are met prior to the onset of schizophrenia, add “premorbid,” i.e., “paranoid (--------->meta-opisthotonus)
personality disorder (premorbid).” (---------->meta-denoting)
Diagnostic Features (---------->para-mealtimes)
The essential feature of paranoid personality disorder is a pattern of pervasive distrust (---------->paramelatonin)
and suspiciousness of others such that their motives are interpreted as malevolent. This (--------->meta-rebeta)
pattern begins by early adulthood and is present in a variety of contexts. (---------->ortho-awaken)
Individuals with this disorder assume that other people will exploit, harm, or deceive (---------->paramccue)
them, even if no evidence exists to support this expectation (Criterion Al). They suspect on (--------->meta-bourgeois)
the basis of little or no evidence that others are plotting against them and may attack them (--------->para-reted)
suddenly, at any time and without reason. They often feel that they have been deeply and (--------->para-degraded)
irreversibly injured by another person or persons even when there is no objective evidence (--------->meta-paradoxical)
for this. They are preoccupied with unjustified doubts about the loyalty or trustworthiness (--------->meta-pae)
of their friends and associates, whose actions are minutely scrutinized for evidence of hostile (--------->meta-berman)
intentions (Criterion A2). Any perceived deviation from trustworthiness or loyalty (---------->metasjmdrome)
serves to support their underlying assumptions. They are so amazed when a friend or associate (--------->meta-algolagnie)
shows loyalty that they cannot trust or believe it. If they get into trouble, they expect (---------->paraandel)
that friends and associates will either attack or ignore them. (---------->meta-revolve)
Individuals with paranoid personality disorder are reluctant to confide in or become (---------->metaunexpectedness)
close to others because they fear that the information they share will be used against them (--------->meta-avocations)
(Criterion A3). They may refuse to answer personal questions, saying that the information (--------->ortho-ordinarily)
is "nobody's business." They read hidden meanings that are demeaning and threatening (--------->ortho-mohamed)
into benign remarks or events (Criterion A4). For example, an individual with this disorder (--------->meta-symptomatic)
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may misinterpret an honest mistake by a store clerk as a deliberate attempt to shortchange, (--------->meta-shidents)
or view a casual humorous remark by a co-worker as a serious character attack. (---------->orthocaudate)
Compliments are often misinterpreted (e.g., a compliment on a new acquisition is misinterpreted (--------->meta-visuoconstructional)
as a criticism for selfishness; a compliment on an accomplishment is misinterpreted (---------->orthosleeptalking)
as an attempt to coerce more and better performance). They may view an offer of (---------->para-vann)
help as a criticism that they are not doing well enough on their own. (---------->meta-maher)
Individuals with this disorder persistently bear grudges and are unwilling to forgive (---------->orthogautam)
the insults, injuries, or slights that they think they have received (Criterion A5). Minor (---------->orthotavares)
slights arouse major hostility, and the hostile feelings persist for a long time. Because they (--------->para-herzog)
are constantly vigilant to the harmful intentions of others, they very often feel that their (---------->paravoyeurism)
character or reputation has been attacked or that they have been slighted in some other (---------->paracirrhosis)
way. They are quick to counterattack and react with anger to perceived insults (Criterion (--------->meta-barsky)
A6). Individuals with this disorder may be pathologically jealous, often suspecting that (---------->orthoangst)
their spouse or sexual partner is unfaithful without any adequate justification (Criterion (---------->orthosandusky)
A7). They may gather trivial and circumstantial "evidence" to support their jealous beliefs. (--------->para-teratogens)
They want to maintain complete control of intimate relationships to avoid being betrayed (--------->ortho-recounted)
and may constantly question and challenge the whereabouts, actions, intentions, and fidelity (--------->meta-lnduced)
of their spouse or partner. (---------->ortho-depersonalized)
Paranoid personality disorder should not be diagnosed if the pattern of behavior occurs (---------->orthovacillating)
exclusively during the course of schizophrenia, a bipolar disorder or depressive disorder (---------->parafarifare)
with psychotic features, or another psychotic disorder, or if it is attributable to the (---------->metaklyman)
physiological effects of a neurological (e.g., temporal lobe epilepsy) or another medical (---------->orthosarcoma)
condition (Criterion B). (---------->ortho-kuru)
Associated Features Supporting Diagnosis (---------->meta-jing)
Individuals with paranoid personality disorder are generally difficult to get along with (---------->orthoorphanages)
and often have problems with close relationships. Their excessive suspiciousness and hostility (--------->meta-shupinka)
may be expressed in overt argumentativeness, in recurrent complaining, or by quiet, (---------->metaadulthood)
apparently hostile aloofness. Because they are hypervigilant for potential threats, they (---------->orthobuprenorphine)
may act in a guarded, secretive, or devious manner and appear to be "cold" and lacking in (--------->meta-blurring)
tender feelings. Although they may appear to be objective, rational, and unemotional, they (--------->meta-flamboyant)
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more often display a labile range of affect, with hostile, stubborn, and sarcastic expressions (--------->ortho-scab)
predominating. Their combative and suspicious nature may elicit a hostile response in (---------->metaboeve)
others, which then serves to confirm their original expectations. (---------->ortho-barsky)
Because individuals with paranoid personality disorder lack trust in others, they have (---------->pararemissions)
an excessive need to be self-sufficient and a strong sense of autonomy. They also need to (--------->meta-tweezers)
have a high degree of control over those around them. They are often rigid, critical of others, (--------->ortho-choticism)
and unable to collaborate, although they have great difficulty accepting criticism themselves. (--------->meta-scalco)
They may blame others for their own shortcomings. Because of their quickness to (---------->orthohelplessness)
counterattack in response to the threats they perceive around them, they may be litigious (--------->para-nada)
and frequently become involved in legal disputes. Individuals with this disorder seek to (---------->paraivlodel)
confirm their preconceived negative notions regarding people or situations they encounter, (--------->para-stigma)
attributing malevolent motivations to others that are projections of their own fears. They (---------->orthomisdiagnosed)
may exhibit thinly hidden, unrealistic grandiose fantasies, are often attuned to issues of (---------->metamde)
power and rank, and tend to develop negative stereotypes of others, particularly those (---------->orthouncomplicated)
from population groups distinct from their own. Attracted by simplistic formulations of the (--------->meta-nonprogressive)
world, they are often wary of ambiguous situations. They may be perceived as "fanatics" (--------->meta-dysrhythmias)
and form tightly knit "cults" or groups with others who share their paranoid belief systems. (--------->ortho-amoxapine)
Particularly in response to stress, individuals with this disorder may experience very (---------->metaperlis)
brief psychotic episodes (lasting minutes to hours). In some instances, paranoid personality (--------->meta-unsatisfactory)
disorder may appear as the premorbid antecedent of delusional disorder or schizophrenia. (--------->ortho-sleepwake)
Individuals with paranoid personality disorder may develop major depressive (---------->meta-distracted)
disorder and may be at increased risk for agoraphobia and obsessive-compulsive disorder. (--------->para-antidepressants)
Alcohol and other substance use disorders frequently occur. The most common cooccurring (--------->meta-intrusions)
personality disorders appear to be schizotypal, schizoid, narcissistic, avoidant, (---------->ortho-heralds)
and borderline. (---------->ortho-tropulsion)
Prevalence (---------->para-worded)
A prevalence estimate for paranoid personality based on a probability subsample from (---------->metapsychopathic)
Part II of the National Comorbidity Survey Replication suggests a prevalence of 2.3%, (---------->orthoonehalf)
while the National Epidemiologic Survey on Alcohol and Related Conditions data suggest (--------->ortho-cogrutive)
a prevalence of paranoid personality disorder of 4.4%. (---------->meta-anoxia)
Development and Course (---------->meta-elicit)
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Paranoid personality disorder may be first apparent in childhood and adolescence with (---------->pararaffa)
solitariness, poor peer relationships, social anxiety, underachievement in school, hypersensitivity, (--------->ortho-substancerelated)
peculiar thoughts and language, and idiosyncratic fantasies. These children (---------->para-tensing)
may appear to be "odd" or "eccentric" and attract teasing. In clinical samples, this disorder (--------->meta-zee)
appears to be more commonly diagnosed in males. (---------->para-bilaterally)
Risk and Prognostic Factors (---------->ortho-reiationship)
Genetic and physiological. There is some evidence for an increased prevalence of paranoid (--------->meta-compulsivg)
personality disorder in relatives of probands with schizophrenia and for a more specific (---------->metavividly)
familial relationship with delusional disorder, persecutory type. (---------->meta-smelling)
Culture-Related Diagnostic Issues (---------->ortho-triad)
Some behaviors that are influenced by sociocultural contexts or specific life circumstances (--------->ortho-tibialis)
may be erroneously labeled paranoid and may even be reinforced by the process of clinical (--------->meta-inducgcl)
evaluation. Members of minority groups, immigrants, political and economic refugees, or (--------->ortho-neuropsychiatric)
individuals of different ethnic backgrounds may display guarded or defensive behaviors (---------->orthotrajectories)
because of unfamiliarity (e.g., language barriers or lack of knowledge of rules and regulations) (--------->para-rhesa)
or in response to the perceived neglect or indifference of the majority society. These (---------->paraschover)
behaviors can, in turn, generate anger and frustration in those who deal with these individuals, (--------->para-cyclotiiymic)
thus setting up a vicious cycle of mutual mistrust, which should not be confused (---------->orthousuauy)
with paranoid personality disorder. Some ethnic groups also display culturally related behaviors (--------->meta-revert)
that can be misinterpreted as paranoid. (---------->para-astonished)
Differential Diagnosis (---------->meta-histrionic)
Other mental disorders with psychotic symptoms. Paranoid personality disorder can (---------->paraculp)
be distinguished from delusional disorder, persecutory type; schizophrenia; and a bipolar or (--------->meta-neurosyphilis)
depressive disorder with psychotic features because these disorders are all characterized by a (--------->meta-aspiration)
period of persistent psychotic symptoms (e.g., delusions and hallucinations). For an additional (--------->para-arousals)
diagnosis of paranoid personality disorder to be given, the personality disorder must have (--------->meta-devising)
been present before the onset of psychotic symptoms and must persist when the psychotic (--------->meta-inadequacy)
symptoms are in remission. When an individual has another persistent mental disorder (e.g., (--------->meta-blackouts)
schizophrenia) that was preceded by paranoid personality disorder, paranoid personality disorder (--------->para-traumatizing)
should also be recorded, followed by "premorbid" in parentheses. (---------->meta-barnard)
Personality change due to another medical condition. Paranoid personality disorder (---------->orthobum)
must be distinguished from personality change due to another medical condition, in (---------->ortholaxatives)
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which the traits that emerge are attributable to the direct effects of another medical condition (--------->meta-shuairuo)
on the central nervous system. (---------->ortho-defectiveness)
Substance use disorders. Paranoid personality disorder must be distinguished from (---------->paraejaculating)
symptoms that may develop in association with persistent substance use. (---------->ortho-sphincter)
Paranoid traits associated with physical handicaps. The disorder must also be distinguished (--------->para-forearm)
from paranoid traits associated with the development of physical handicaps (e.g., (---------->orthozapotec)
a hearing impairment). (---------->meta-orphanage)
Other personality disorders and personality traits. Other personality disorders may be (---------->metapapetti)
confused with paranoid personality disorder because they have certain features in common. (--------->ortho-ccs)
It is therefore important to distinguish among these disorders based on differences in their (--------->ortho-depressant)
characteristic features. However, if an individual has personality features that meet criteria (--------->ortho-mouthing)
for one or more personality disorders in addition to paranoid personality disorder, all can be (--------->ortho-acquaintance)
diagnosed. Paranoid personality disorder and schizotypal personality disorder share the (--------->meta-potency)
traits of suspiciousness, interpersonal aloofness, and paranoid ideation, but schizotypal personality (--------->ortho-subscales)
disorder also includes symptoms such as magical thinking, unusual perceptual experiences, (--------->ortho-tsychotic)
and odd thinking and speech. Individuals with behaviors that meet criteria for (---------->orthosituational)
schizoid personality disorder are often perceived as strange, eccentric, cold, and aloof, but (--------->para-encoxmter)
they do not usually have prominent paranoid ideation. The tendency of individuals with (---------->metapaley)
paranoid personality disorder to react to minor stimuli with anger is also seen in borderline (--------->ortho-wheatley)
and histrionic personality disorders. However, these disorders are not necessarily associated (--------->para-yelling)
with pervasive suspiciousness. People with avoidant personality disorder may also be (---------->orthotampons)
reluctant to confide in others, but more from fear of being embarrassed or found inadequate (--------->ortho-intelligibility)
than from fear of others' malicious intent. Although antisocial behavior may be present in (--------->meta-weissberg)
some individuals with paranoid personality disorder, it is not usually motivated by a desire (--------->ortho-ashaktapanna)
for personal gain or to exploit others as in antisocial personality disorder, but rather is more (--------->para-maleto)
often attributable to a desire for revenge. Individuals with narcissistic personality disorder (--------->ortho-postponing)
may occasionally display suspiciousness, social withdrawal, or alienation, but this derives (--------->para-figueiredo)
primarily from fears of having their imperfections or flaws revealed. (---------->para-intravascular)
Paranoid traits may be adaptive, particularly in threatening environments. Paranoid (---------->metaacutely)
personality disorder should be diagnosed only when these traits are inflexible, maladaptive, (--------->ortho-diffidence)
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and persisting and cause significant functional impairment or subjective distress. (---------->metapatrece)
Schizoid Personality Disorder (---------->para-dodds)
Diagnostic Criteria 301.20 (F60.1) (---------->para-uei)
A. A pervasive pattern of detachment from social relationships and a restricted range of (---------->paradunbar)
expression of emotions in interpersonal settings, beginning by early adulthood and (---------->paraexceedingly)
present in a variety of contexts, as indicated by four (or more) of the following: (---------->orthopenetrating)
1. Neither desires nor enjoys close relationships, including being part of a family. (---------->paraprovocative)
2. Almost always chooses solitary activities. (---------->para-contraceptives)
3. Has little, if any, interest in having sexual experiences with another person. (---------->ortho-devising)
4. Tal<es pleasure in few, if any, activities. (---------->para-dofumented)
5. Lacks close friends or confidants other than first-degree relatives. (---------->para-inadequacy)
6. Appears indifferent to the praise or criticism of others. (---------->meta-strategically)
7. Shows emotional coldness, detachment, or flattened affectivity. (---------->meta-idalia)
B. Does not occur exclusively during the course of schizophrenia, a bipolar disorder or (---------->paraonno)
depressive disorder with psychotic features, another psychotic disorder, or autism (---------->orthononproblematically)
spectrum disorder and is not attributable to the physiological effects of another medical (---------->metastereotypically)
condition. (---------->meta-devlin)
Note: If criteria are met prior to the onset of schizophrenia, add “premorbid,” i.e., “schizoid (--------->meta-insurmountable)
personality disorder (premorbid).” (---------->ortho-downey)
Diagnostic Features (---------->para-ligands)
The essential feature of schizoid personality disorder is a pervasive pattern of detachment (--------->meta-pursuits)
from social relationships and a restricted range of expression of emotions in interpersonal (--------->ortho-polarity)
settings. This pattern begins by early adulthood and is present in a variety of contexts. (---------->parasuppressibility)
Individuals with schizoid personality disorder appear to lack a desire for intimacy, (---------->metabedridden)
seem indifferent to opportunities to develop close relationships, and do not seem to derive (--------->para-indifferent)
much satisfaction from being part of a family or other social group (Criterion Al). They (---------->metasyntonic)
prefer spending time by themselves, rather than being with other people. They often appear (--------->meta-gorelick)
to be socially isolated or "loners" and almost always choose solitary activities or hobbies (--------->ortho-furr)
that do not include interaction with others (Criterion A2). They prefer mechanical or (---------->metaawakened)
abstract tasks, such as computer or mathematical games. They may have very little interest (--------->meta-imoving)
in having sexual experiences with another person (Criterion A3) and take pleasure in few, (--------->para-reuptake)
if any, activities (Criterion A4). There is usually a reduced experience of pleasure from sensory, (--------->para-indefinitely)
bodily, or interpersonal experiences, such as walking on a beach at sunset or having (---------->orthovolitionally)
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sex. These individuals have no close friends or confidants, except possibly a first-degree (--------->meta-lescent)
relative (Criterion A5). (---------->para-onno)
Individuals with schizoid personality disorder often seem indifferent to the approval (---------->orthosocialevaluative)
or criticism of others and do not appear to be bothered by what others may think of them (--------->para-defecation)
(Criterion A6). They may be oblivious to the normal subtleties of social interaction and often (--------->para-methemoglobinemia)
do not respond appropriately to social cues so that they seem socially inept or superficial (--------->para-epidemiologic)
and self-absorbed. They usually display a "bland" exterior without visible emotional (---------->parashortness)
reactivity and rarely reciprocate gestures or facial expressions, such as smiles or nods (Criterion (--------->ortho-abnormality)
A7). They claim that they rarely experience strong emotions such as anger and joy. (---------->orthobloomenstiel)
They often display a constricted affect and appear cold and aloof. However, in those very (--------->meta-nondaily)
unusual circumstances in which these individuals become at least temporarily comfortable (--------->ortho-shortcomings)
in revealing themselves, they may acknowledge having painful feelings, particularly (---------->metaboasting)
related to social interactions. (---------->para-prader)
Schizoid personality disorder should not be diagnosed if the pattern of behavior occurs (---------->paraconmiunity)
exclusively during the course of schizophrenia, a bipolar or depressive disorder with psychotic (--------->meta-callousness)
features, another psychotic disorder, or autism spectrum disorder, or if it is attributable (---------->paramultisyllable)
to the physiological effects of a neurological (e.g., temporal lobe epilepsy) or another (---------->orthomicrograms)
medical condition (Criterion B). (---------->ortho-fluctuates)
Associated Features Supporting Diagnosis (---------->para-overprotective)
Individuals with schizoid personality disorder may have particular difficulty expressing (---------->metafaintness)
anger, even in response to direct provocation, which contributes to the impression that (---------->paraprofuse)
they lack emotion. Their lives sometimes seem directionless, and they may appear to (---------->paradyssocial)
drift in their goals. Such individuals often react passively to adverse circumstances and (---------->metacaporale)
have difficulty responding appropriately to important life events. Because of their lack of (---------->orthohaley)
social skills and lack of desire for sexual experiences, individuals with this disorder have (---------->paratlie)
few friendships, date infrequently, and often do not marry. Occupational functioning may (---------->paraencephalopathy)
be impaired, particularly if interpersonal involvement is required, but individuals with (---------->orthostereotypically)
this disorder may do well when they work under conditions of social isolation. Particularly (--------->ortho-congestive)
in response to stress, individuals with this disorder may experience very brief psychotic (---------->metavanderlip)
episodes (lasting minutes to hours). In some instances, schizoid personality (---------->parafullsymptom)
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disorder may appear as the premorbid antecedent of delusional disorder or schizophrenia. (--------->meta-mcmain)
Individuals with this disorder may sometimes develop major depressive disorder. (---------->orthomohlman)
Schizoid personality disorder most often co-occurs with schizotypal, paranoid, and avoidant (--------->meta-gitlin)
personality disorders. (---------->ortho-oanh)
Prevalence (---------->ortho-disinhiblted)
Schizoid personality disorder is uncommon in clinical settings. A prevalence estimate for (--------->meta-tolin)
schizoid personality based on a probability subsample from Part II of the National Comorbidity (--------->ortho-tamar)
Survey Replication suggests a prevalence of 4.9%. Data from the 2001-2002 (---------->para-coexisting)
National Epidemiologic Survey on Alcohol and Related Conditions suggest a prevalence of (--------->ortho-engel)
3.1%. (---------->ortho-syntonic)
Development and Course (---------->ortho-accommodated)
Schizoid personality disorder may be first apparent in childhood and adolescence with (---------->paraamoxapine)
solitariness, poor peer relationships, and underachievement in school, which mark these (--------->para-spina)
children or adolescents as different and make them subject to teasing. (---------->para-unpunished)
Risk and Prognostic Factors (---------->para-multisyllable)
Genetic and physiological. Schizoid personality disorder may have increased prevalence (--------->meta-sabella)
in the relatives of individuals with schizophrenia or schizotypal personality disorder. (---------->metamistreated)
Culture-Related Diagnostic issues (---------->ortho-inhale)
Individuals from a variety of cultural backgrounds sometimes exhibit defensive behaviors (--------->para-differentiating)
and intefersonal styles that may be erroneously labeled as "schizoid." For example, those (--------->para-vigilance)
who have moved from rural to metropolitan environments may react with "emotional (---------->orthonathalie)
freezing" that may last for several months and manifest as solitary activities, constricted (---------->metaparesthesias)
affect, and other deficits in communication. Immigrants from other countries are sometimes (--------->para-repetitively)
mistakenly perceived as cold, hostile, or indifferent. (---------->para-blumkin)
Gender-Related Diagnostic issues (---------->ortho-tormented)
Schizoid personality disorder is diagnosed slightly more often in males and may cause (---------->metaepilepticus)
more impairment in them. (---------->meta-probed)
Differential Diagnosis (---------->ortho-coker)
Other mental disorders with psychotic symptoms. Schizoid personality disorder can (---------->orthoalcoholinduced)
be distinguished from delusional disorder, schizophrenia, and a bipolar or depressive disorder (--------->para-vindictive)
with psychotic features because these disorders are all characterized by a period of (---------->orthopuzzled)
persistent psychotic symptoms (e.g., delusions and hallucinations). To give an additional (--------->para-neurobiological)
diagnosis of schizoid personality disorder, the personality disorder must have been present (--------->ortho-abadi)
before the onset of psychotic symptoms and must persist when the psychotic symptoms (--------->meta-suffice)
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are in remission. When an individual has a persistent psychotic disorder (e.g., schizophrenia) (--------->para-colbom)
that was preceded by schizoid personality disorder, schizoid personality disorder (---------->meta-klehm)
should also be recorded, followed by "premorbid" in parentheses. (---------->meta-unreceptive)
Autism spectrum disorder. There may be great difficulty differentiating individuals with (---------->orthomanipulativeness)
schizoid personality disorder from those with milder forms of autism spectrum disorder, (---------->metaprevaience)
which may be differentiated by more severely impaired social interaction and stereotyped (--------->meta-thinner)
behaviors and interests. (---------->ortho-strives)
Personality change due to another medical condition. Schizoid personality disorder (---------->parastenosis)
must be distinguished from personality change due to another medical condition, in (---------->metaatrophy)
which the traits that emerge are attributable to the effects of another medical condition on (--------->para-uncaring)
the central nervous system. (---------->para-reanalyzed)
Substance use disorders. Schizoid personality disorder must also be distinguished (---------->parabilaterally)
from symptoms that may develop in association with persistent substance use. (---------->para-rialon)
Other personality disorders and personality traits. Other personality disorders may be (---------->paratending)
confused with schizoid personality disorder because they have certain features in common. (--------->ortho-ejaculations)
It is, therefore, important to distinguish among these disorders based on differences (---------->paramoth)
in their characteristic features. However, if an individual has personality features that (---------->parakatharina)
meet criteria for one or more personality disorders in addition to schizoid personality disorder, (--------->para-precede)
all can be diagnosed. Although characteristics of social isolation and restricted affectivity (--------->meta-stimulantinduced)
are common to schizoid, schizotypal, and paranoid personality disorders, (---------->ortho-masochism)
schizoid personality disorder can be distinguished from schizotypal personality disorder (---------->orthoinstitutionalized)
by the lack of cognitive and perceptual distortions and from paranoid personality disorder (--------->meta-rajendran)
by the lack of suspiciousness and paranoid ideation. The social isolation of schizoid personality (--------->para-germs)
disorder can be distinguished from that of avoidant personality disorder, which is (---------->paradjonlagic)
attributable to fear of being embarrassed or found inadequate and excessive anticipation (--------->para-taylere)
of rejection. In contrast, people with schizoid personality disorder have a more pervasive (--------->meta-coinpiilsive)
detachment and limited desire for social intimacy. Individuals with obsessive-compulsive (--------->ortho-momen)
personality disorder may also show an apparent social detachment stemming from devotion (--------->para-gannon)
to work and discomfort with emotions, but they do have an underlying capacity for (---------->metasubscales)
intimacy. (---------->para-spared)
Individuals who are "loners" may display personality traits that might be considered (---------->parabagley)
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schizoid. Only when these traits are inflexible and maladaptive and cause significant functional (--------->para-allele)
impairment or subjective distress do they constitute schizoid personality disorder. (---------->pararesembling)
Schizotypal Personality Disorder (---------->para-comotbid)
Diagnostic Criteria 301.22 (F21) (---------->ortho-subterfuge)
A. A pervasive pattern of social and interpersonal deficits marked by acute discomfort (---------->metaagnosia)
with, and reduced capacity for, close relationships as well as by cognitive or perceptual (---------->orthopreponderance)
distortions and eccentricities of behavior, beginning by early adulthood and present in (---------->metagenito)
a variety of contexts, as indicated by five (or more) of the following: (---------->ortho-jeopardizing)
1. Ideas of reference (excluding delusions of reference). (---------->meta-impending)
2. Odd beliefs or magical thinking that influences behavior and is inconsistent with (---------->metaphobic)
subcultural norms (e.g., superstitiousness, belief in clairvoyance, telepathy, or (---------->ortho-khy)
“sixth sense”: in children and adolescents, bizarre fantasies or preoccupations). (---------->paracerebrovascular)
3. Unusual perceptual experiences, including bodily illusions. (---------->para-moth)
4. Odd thinking and speech (e.g., vague, circumstantial, metaphorical, overelaborate, (---------->paraarousing)
or stereotyped). (---------->ortho-nonpurposive)
5. Suspiciousness or paranoid ideation. (---------->ortho-ataxia)
6. Inappropriate or constricted affect. (---------->para-reticence)
7. Behavior or appearance that is odd, eccentric, or peculiar. (---------->meta-inversely)
8. Lack of close friends or confidants other than first-degree relatives. (---------->para-distr)
9. Excessive social anxiety that does not diminish with familiarity and tends to be associated (--------->para-catered)
with paranoid fears rather than negative judgments about self. (---------->ortho-insomr)
B. Does not occur exclusively during the course of schizophrenia, a bipolar disorder or (---------->orthoevex)
depressive disorder with psychotic features, another psychotic disorder, or autism (---------->paraacutely)
spectrum disorder. (---------->ortho-decerebrate)
Note: If criteria are met prior to the onset of schizophrenia, add “premorbid,” e.g., “schizotypal (--------->meta-ajfect)
personality disorder (premorbid).” (---------->ortho-oxycodone)
Diagnostic Features (---------->para-suppressants)
The essential feature of schizotypal personality disorder is a pervasive pattern of social (---------->metadesaturations)
and interpersonal deficits marked by acute discomfort with, and reduced capacity for, (---------->orthoeuphoria)
close relationships as well as by cognitive or perceptual distortions and eccentricities of behavior. (--------->ortho-ranvinder)
This pattern begins by early adulthood and is present in a variety of contexts. (---------->meta-picky)
Individuals with schizotypal personality disorder often have ideas of reference (i.e., incorrect (--------->meta-disappearing)
interpretations of casual incidents and external events as having a particular and (---------->orthononcoma)
unusual meaning specifically for the person) (Criterion Al). These should be distinguished (--------->para-disrupted)
from delusions of reference, in which the beliefs are held with delusional conviction. (---------->metapereonality)
These individuals may be superstitious or preoccupied with paranormal phenomena (---------->orthocoincided)
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that are outside the norms of their subculture (Criterion A2). They may feel that they have (--------->ortho-infallible)
special powers to sense events before they happen or to read others' thoughts. They may (--------->para-vocation)
believe that they have magical control over others, which can be implemented directly (---------->metaepilepticus)
(e.g., believing that their spouse's taking the dog out for a walk is the direct result of thinking (--------->meta-unl)
an hour earlier it should be done) or indirectly through compliance with magical rituals (---------->parapicl)
(e.g., walking past a specific object three times to avoid a certain harmful outcome). (---------->parafemininity)
Perceptual alterations may be present (e.g., sensing that another person is present or hearing (--------->ortho-prepubertal)
a voice murmuring his or her name) (Criterion A3). Their speech may include unusual (---------->metareddy)
or idiosyncratic phrasing and construction. It is often loose, digressive, or vague, but without (--------->meta-patrece)
actual derailment or incoherence (Criterion A4). Responses can be either overly concrete (--------->meta-unattainability)
or overly abstract, and words or concepts are sometimes applied in unusual ways (---------->parainfrequent)
(e.g., the individual may state that he or she was not "talkable" at work). (---------->meta-rosenstock)
Individuals with this disorder are often suspicious and may have paranoid ideation (---------->orthowildly)
(e.g., believing their colleagues at work are intent on undermining their reputation with (---------->parazvi)
the boss) (Criterion A5). They are usually not able to negotiate the full range of affects and (--------->meta-ivlay)
interpersonal cuing required for successful relationships and thus often appear to interact (--------->para-worsened)
with others in an inappropriate, stiff, or constricted fashion (Criterion A6). These individuals (--------->ortho-resisted)
are often considered to be odd or eccentric because of unusual mannerisms, an often (---------->orthoradov)
unkempt manner of dress that does not quite "fit together," and inattention to the usual (---------->pararuminate)
social conventions (e.g., the individual may avoid eye contact, wear clothes that are ink (---------->pararesponders)
stained and ill-fitting, and be unable to join in the give-and-take banter of co-workers) (---------->orthoicsd)
(Criterion A7). (---------->ortho-kirz)
Individuals with schizotypal personality disorder experience interpersonal relatedness (---------->metaendothelial)
as problematic and are uncomfortable relating to other people. Although they may (---------->paraguillain)
express unhappiness about their lack of relationships, their behavior suggests a decreased (--------->para-silverman)
desire for intimate contacts. As a result, they usually have no or few close friends or confidants (--------->ortho-vindictive)
other than a first-degree relative (Criterion A8). They are anxious in social situations, (---------->paraobstetrical)
particularly those involving unfamiliar people (Criterion A9). They will interact (---------->metahypoalbuminemia)
with other individuals when they have to but prefer to keep to themselves because they (---------->parauric)
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feel that they are different and just do not "fit in." Their social anxiety does not easily abate. (--------->ortho-dissociated)
even when they spend more time in the setting or become more familiar with the other (---------->parasupine)
people, because t^heir anxiety tends to be associated with suspiciousness regarding others' (--------->para-cadasil)
motivations. For example, when attending a dinner party, the individual with schizotypal (---------->parainquires)
personality disorder will not become more relaxed as time goes on, but rather may become (--------->para-clitoral)
increasingly tense and suspicious. (---------->meta-holcomb)
Schizotypal personality disorder should not be diagnosed if the pattern of behavior occurs (--------->ortho-berman)
exclusively during the course of schizophrenia, a bipolar or depressive disorder with (---------->metaawaken)
psychotic features, another psychotic disorder, or autism spectrum disorder (Criterion B). (--------->meta-reted)
Associated Features Supporting Diagnosis (---------->ortho-relapsed)
Individuals with schizotypal personality disorder often seek treatment for the associated (---------->orthomicturition)
symptoms of anxiety or depression rather than for the personality disorder features per se. (--------->ortho-overstimulating)
Particularly in response to stress, individuals with this disorder may experience transient (--------->meta-tuberculin)
psychotic episodes (lasting minutes to hours), although they usually are insufficient in duration (--------->para-totaled)
to warrant an additional diagnosis such as brief psychotic disorder or schizophreniform (---------->metapathologized)
disorder. In some cases, clinically significant psychotic symptoms may develop that (---------->metaovert)
meet criteria for brief psychotic disorder, schizophreniform disorder, delusional disorder, (--------->ortho-marginally)
or schizophrenia. Over half may have a history of at least one major depressive episode. (--------->ortho-dav)
From 30% to 50% of individuals diagnosed with this disorder have a concurrent diagnosis (--------->meta-furtiiermore)
of major depressive disorder when admitted to a clinical setting. There is considerable cooccurrence (--------->para-hypoperfusion)
with schizoid, paranoid, avoidant, and borderline personality disorders. (---------->meta-deserving)
Prevalence (---------->para-vaginismus)
In community studies of schizotypal personality disorder, reported rates range from 0.6% (--------->ortho-doreau)
in Norwegian samples to 4.6% in a U.S. community sample. The prevalence of schizotypal (--------->ortho-dejohn)
personality disorder in clinical populations seems to be infrequent (0%-1.9%), with a (---------->metarialon)
higher estimated prevalence in the general population (3.9%) found in the National Epidemiologic (--------->para-murgolo)
Survey on Alcohol and Related Conditions. (---------->para-lawless)
Development and Course (---------->para-escalating)
Schizotypal personality disorder has a relatively stable course, with only a small proportion (--------->para-ixtremeo)
of individuals going on to develop schizophrenia or another psychotic disorder. (---------->ortho-struble)
Schizotypal personality disorder may be first apparent in childhood and adolescence with (--------->ortho-empathy)
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solitariness, poor peer relationships, social anxiety, underachievement in school, hypersensitivity, (--------->ortho-jankord)
peculiar thoughts and language, and bizarre fantasies. These children may appear (---------->paraunreceptive)
odd or "eccentric" and attract teasing. (---------->para-genders)
Risk and Prognostic Factors (---------->ortho-internalized)
Genetic and physiological. Schizotypal personality disorder appears to aggregate familially (--------->meta-tejal)
and is more prevalent among the first-degree biological relatives of individuals (---------->metafriedemann)
with schizophrenia than among the general population. There may also be a modest increase (--------->para-pai)
in schizophrenia and other psychotic disorders in the relatives of probands with (---------->orthodysphagia)
schizotypal personality disorder. (---------->meta-forearm)
Cultural-Related Diagnostic issues (---------->meta-kruse)
Cognitive and perceptual distortions must be evaluated in the context of the individual's (---------->orthothrusting)
cultural milieu. Pervasive culturally determined characteristics, particularly those regarding (--------->meta-mabel)
religious beliefs and rituals, can appear to be schizotypal to the uninformed outsider (---------->orthoruptured)
(e.g., voodoo, speaking in tongues, life beyond death, shamanism, mind reading, sixth (---------->paraimpaction)
sense, evil eye, magical beliefs related to health and illness). (---------->ortho-tirades)
Gender-Related Diagnostic Issues (---------->ortho-impending)
Schizotypal personality disorder may be slightly more common in males. (---------->ortho-sinusitis)
Differential Diagnosis (---------->para-pathogenesis)
Other mental disorders with psychotic symptoms. Schizotypal personality disorder (---------->parastereotyped)
can be distinguished from delusional disorder, schizophrenia, and a bipolar or depressive (--------->para-predispose)
disorder with psychotic features because these disorders are all characterized by a period (--------->ortho-parrotlike)
of persistent psychotic symptoms (e.g., delusions and hallucinations). To give an additional (--------->meta-retable)
diagnosis of schizotypal personality disorder, the personality disorder must have (---------->orthodimethoxy)
been present before the onset of psychotic symptoms and persist when the psychotic (---------->metanonadherence)
symptoms are in remission. When an individual has a persistent psychotic disorder (e.g., (--------->meta-intervening)
schizophrenia) that was preceded by schizotypal personality disorder, schizotypal personality (--------->meta-ecchymoses)
disorder should also be recorded, followed by "premorbid" in parentheses. (---------->ortho-dyspareunia)
Neurodevelopmental disorders. There may be great difficulty differentiating children (---------->orthodiaphragm)
with schizotypal personality disorder from the heterogeneous group of solitary, odd children (--------->ortho-perpetuating)
whose behavior is characterized by marked social isolation, eccentricity, or peculiarities (---------->orthosigners)
of language and whose diagnoses would probably include milder forms of autism (---------->metatriglycerides)
spectrum disorder or language communication disorders. Communication disorders may (--------->meta-abstain)
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be differentiated by the primacy and severity of the disorder in language and by the characteristic (--------->para-virilization)
features of impaired language found in a specialized language assessment. (---------->ortho-menstrual)
Milder forms of autism spectrum disorder are differentiated by the even greater lack of social (--------->ortho-interviewers)
awareness and emotional reciprocity and stereotyped behaviors and interests. (---------->metachoticism)
Personality change due to another medical condition. Schizotypal personality disorder (---------->orthoexcessiveness)
must be distinguished from personality change due to another medical condition, in (---------->orthocastration)
which the traits that emerge are attributable to the effects of another medical condition on (--------->ortho-frye)
the central nervous system. (---------->ortho-tongues)
Substance use disorders. Schizotypal personality disorder must also be distinguished (---------->parabertman)
from symptoms that may develop in association with persistent substance use. (---------->orthoundeserving)
Other personality disorders and personality traits. Other personality disorders may (---------->metametachromatic)
be confused with schizotypal personality disorder because they have certain features in (---------->paragettingoutof)
common. It is, therefore, important to distinguish among these disorders based on differences (--------->para-nonhallucinogen)
in their characteristic features. However, if an individual has personality features (---------->paraconventionally)
that meet criteria for one or more personality disorders in addition to schizotypal personality (--------->para-lobar)
disorder, all can be diagnosed. Although paranoid and schizoid personality disorders (---------->metadiminishes)
may also be characterized by social detachment and restricted affect, schizotypal (---------->paraperpetrator)
personality disorder can be distinguished from these two diagnoses by the presence of (---------->orthotonsure)
cognitive or perceptual distortions and marked eccentricity or oddness. Close relationships (--------->meta-perceiving)
are limited in both schizotypal personality disorder and avoidant personality disorder; (---------->metapostabstinence)
however, in avoidant personality disorder an active desire for relationships is (---------->meta-cfcu)
constrained by a fear of rejection, whereas in schizotypal personality disorder there is (---------->orthofourfold)
a lack of desire for relationships and persistent detachment. Individuals with narcissistic (---------->orthobso)
personality disorder may also display suspiciousness, social withdrawal, or alienation, (---------->orthocallicott)
but in narcissistic personality disorder these qualities derive primarily from fears of having (--------->meta-secretions)
imperfections or flaws revealed. Individuals with borderline personality disorder may (---------->paraschizophreni)
also have transient, psychotic-like symptoms, but these are usually more closely related to (--------->meta-spontaneously)
affective shifts in response to stress (e.g., intense anger, anxiety, disappointment) and are (--------->para-infects)
usually more dissociative (e.g., derealization, depersonalization). In contrast, individuals (--------->meta-axillary)
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with schizotypal personality disorder are more likely to have enduring psychotic-like symptoms (--------->para-atter)
that may worsen under stress but are less likely to be invariably associated with pronounced (--------->para-cannabisrelated)
affective symptoms. Although social isolation may occur in borderline personality (---------->parafluphenazine)
disorder, it is usually secondary to repeated interpersonal failures due to angry outbursts (--------->ortho-isackila)
and frequent mood shifts, rather than a result of a persistent lack of social contacts and desire (--------->ortho-dwyer)
for intimacy. Furthermore, individuals with schizotypal personality disorder do not (---------->paraibrahim)
usually demonstrate the impulsive or manipulative behaviors of the individual with borderline (--------->meta-ersonal)
personality disorder. However, there is a high rate of co-occurrence between the (---------->parasubcutaneous)
two disorders, so that making such distinctions is not always feasible. Schizotypal features (--------->meta-overcrowding)
during adolescence may be reflective of transient emotional turmoil, rather than an enduring (--------->meta-ncdlb)
personality disorder. (---------->para-lysergic)
Cluster B Personality Disorders (---------->meta-baici)
Antisocial Personality Disorder (---------->para-paddling)
Diagnostic Criteria 301.7 (F60.2) (---------->meta-somstic)
A. A pervasive pattern of disregard for and violation of the rights of others, occurring since (--------->para-expelled)
age 15 years, as indicated by three (or more) of the following: (---------->meta-kuchibhatla)
1. Failure to conform to social norms with respect to lawful behaviors, as indicated by (---------->orthorethinking)
repeatedly performing acts that are grounds for arrest. (---------->ortho-stanek)
2. Deceitfulness, as indicated by repeated lying, use of aliases, or conning others for (---------->orthograeber)
personal profit or pleasure. (---------->meta-baranek)
3. Impulsivity or failure to plan ahead. (---------->para-etiological)
4. Irritability and aggressiveness, as indicated by repeated physical fights or assaults. (---------->orthoiviarlcers)
5. Reckless disregard for safety of self or others. (---------->meta-minnete)
6. Consistent irresponsibility, as indicated by repeated failure to sustain consistent (---------->para-ite)
work behavior or honor financial obligations. (---------->meta-psg)
7. Lack of remorse, as indicated by being indifferent to or rationalizing having hurt, (---------->parapastimes)
mistreated, or stolen from another. (---------->meta-worthless)
B. The individual is at least age 18 years. (---------->meta-sobbing)
C. There is evidence of conduct disorder with onset before age 15 years. (---------->ortho-plantar)
D. The occurrence of antisocial behavior is not exclusively during the course of schizophrenia (--------->para-circumscribed)
or bipolar disorder. (---------->meta-vuhierability)
Diagnostic Features (---------->para-meningitis)
The essential feature of antisocial personality disorder is a pervasive pattern of disregard (--------->ortho-bancroft)
for, and violation of, the rights of others that begins in childhood or early adolescence and (--------->para-roblek)
continues into adulthood. This pattern has also been referred to as psychopathy, sociopathy, (--------->ortho-defidt)
or dyssocial personality disorder. Because deceit and manipulation are central features of antisocial (--------->para-histrionic)
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personality disorder, it may be especially helpful to integrate information acquired (---------->metatransactive)
from systematic clinical assessment with information collected from collateral sources. (---------->metahypnopompic)
For this diagnosis to be given, the individual must be at least age 18 years (Criterion B) (---------->metamabel)
and must have had a history of some symptoms of conduct disorder before age 15 years (--------->para-patrece)
(Criterion C). Conduct disorder involves a repetitive and persistent pattern of behavior in (--------->meta-conrmion)
which the basic rights of others or major age-appropriate societal norms or rules are violated. (--------->ortho-vandalizing)
The specific behaviors characteristic of conduct disorder fall into one of four categories: (---------->paraantagonistic)
aggression to people and animals, destruction of property, deceitfulness or theft, or (---------->paraimpulsively)
serious violation of rules. (---------->ortho-titration)
The pattern of antisocial behavior continues into adulthood. Individuals with antisocial (---------->metaanalgesics)
personality disorder fail to conform to social norms with respect to lawful behavior (---------->metastriatal)
(Criterion Al). They may repeatedly perform acts that are grounds for arrest (whether (---------->parajitteriness)
they are arrested or not), such as destroying property, harassing others, stealing, or pursuing (--------->para-withdrawai)
illegal occupations. Persons with this disorder disregard the wishes, rights, or feelings (---------->orthoderogatory)
of others. They are frequently deceitful and manipulative in order to gain personal (---------->metabiomarkers)
profit or pleasure (e.g., to obtain money, sex, or power) (Criterion A2). They may repeatedly (--------->para-shortening)
lie, use an alias, con others, or malinger. A pattern of impulsivity may be manifested (---------->orthomercilessly)
by a failure to plan ahead (Criterion A3). Decisions are made on the spur of the moment, (--------->ortho-marcotte)
without forethought and without consideration for the consequences to self or others; this (--------->meta-arma)
may lead to sudden changes of jobs, residences, or relationships. Individuals with antisocial (--------->meta-ecchymoses)
personality disorder tend to be irritable and aggressive and may repeatedly get into (---------->orthohydrocarbons)
physical fights or commit acts of physical assault (including spouse beating or child beating) (--------->ortho-elimin)
(Criterion A4). (Aggressive acts that are required to defend oneself or someone else (---------->orthomalat)
are not considered to be evidence for this item.) These individuals also display a reckless (--------->meta-disgust)
disregard for the safety of themselves or others (Criterion A5). This may be evidenced in (--------->meta-genitally)
their driving behavior (i.e., recurrent speeding, driving while intoxicated, multiple accidents). (--------->meta-triiodothyronine)
They may engage in sexual behavior or substance use that has a high risk for harmful (---------->orthoinfeasible)
consequences. They may neglect or fail to care for a child in a way that puts the child in (---------->parafluctuation)
danger. (---------->ortho-drugrelated)
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Individuals with antisocial personality disorder also tend to be consistently and extremely (--------->para-experiential)
irresponsible (Criterion A6). Irresponsible work behavior may be indicated by significant (---------->metaprogesterone)
periods of unemployment despite available job opportunities, or by abandonment (---------->para-imild)
of several jobs without a realistic plan for getting another job. There may also be a pattern (--------->para-karam)
of repeated absences from work that are not explained by illness either in themselves or in (--------->meta-communicates)
their family. Financial irresponsibility is indicated by acts such as defaulting on debts, failing (--------->meta-disordei)
to provide child support, or failing to support other dependents on a regular basis. Individuals (--------->ortho-kaufmann)
with antisocial personality disorder show little remorse for the consequences of (---------->paraapproximations)
their acts (Criterion A7). They may be indifferent to, or provide a superficial rationalization (--------->meta-vulvovaginal)
for, having hurt, mistreated, or stolen from someone (e.g., 'Tife's unfair," "losers deserve (--------->ortho-subskills)
to lose"). These individuals may blame the victims for being foolish, helpless, or (---------->ortho-skoog)
deserving their fate (e.g., "he had it coming anyway"); they may minimize the harmful (---------->orthocontradistinction)
consequences of their actions; or they may simply indicate complete indifference. They (---------->paraiviay)
generally fail to compensate or make amends for their behavior. They may believe that (---------->paraheritable)
everyone is out to "help number one" and that one should stop at nothing to avoid being (--------->ortho-assaulting)
pushed around. (---------->para-brighten)
The antisocial behavior must not occur exclusively during the course of schizophrenia (---------->orthosecobarbital)
or bipolar disorder (Criterion D). (---------->ortho-mcdunn)
Associated Features Supporting Diagnosis (---------->meta-gravis)
Individuals with antisocial personality disorder frequently lack empathy and tend to be (---------->metajoines)
callous, cynical, and contemptuous of the feelings, rights, and sufferings of others. They (--------->ortho-stanek)
may have an inflated and arrogant self-appraisal (e.g., feel that ordinary work is beneath (--------->meta-abulia)
them or lack a realistic concern about their current problems or their future) and may be (---------->paratfie)
excessively opinionated, self-assured, or cocky. They may display a glib, superficial charm (--------->meta-androgenic)
and can be quite voluble and verbally facile (e.g., using technical terms or jargon that (---------->orthobiologically)
might impress someone who is unfamiliar with the topic). Lack of empathy, inflated selfappraisal, (--------->ortho-vocalizing)
and superficial charm are features that have been commonly included in traditional (---------->paraersonally)
conceptions of psychopathy that may be particularly distinguishing of the disorder (---------->metawiped)
and more predictive of recidivism in prison or forensic settings, where criminal, delinquent, (--------->ortho-burnout)
or aggressive acts are likely to be nonspecific. These individuals may also be irresponsible (--------->ortho-windt)
and exploitative in their sexual relationships. They may have a history of many (---------->ortho-vann)
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sexual partners and may never have sustained a monogamous relationship. They may be (--------->ortho-charcot)
irresponsible as parents, as evidenced by malnutrition of a child, an illness in the child resulting (--------->meta-assaulting)
from a \aèk of minimal hygiene, a child's dependence on neighbors or nonresident (---------->metaprecondition)
relatives for food or shelter, a failure to arrange for a caretaker for a young child when the (--------->ortho-cannabinoids)
individual is away from home, or repeated squandering of money required for household (--------->para-misused)
necessities. These individuals may receive dishonorable discharges from the armed services, (--------->meta-mingo)
may fail to be self-supporting, may become impoverished or even homeless, or may (---------->metaerythrophobia)
spend many years in penal institutions. Individuals with antisocial personality disorder (---------->paramentalizing)
are more likely than people in the general population to die prematurely by violent means (--------->ortho-crg)
(e.g., suicide, accidents, homicides). (---------->ortho-cbl)
Individuals with antisocial personality disorder may also experience dysphoria, including (--------->meta-recidivism)
complaints of tension, inability to tolerate boredom, and depressed mood. They (---------->metaabstinence)
may have associated anxiety disorders, depressive disorders, substance use disorders, somatic (--------->para-hoarding)
symptom disorder, gambling disorder, and other disorders of impulse control. Individuals (--------->ortho-ckle)
with antisocial personality disorder also often have personality features that (---------->para-eran)
meet criteria for other personality disorders, particularly borderline, histrionic, and narcissistic (--------->para-recollection)
personality disorders. The likelihood of developing antisocial personality disorder (---------->paraakenings)
in adult life is increased if the individual experienced childhood onset of conduct (---------->para-milieu)
disorder (before age 10 years) and accompanying attention-deficit/hyperactivity disorder. (--------->meta-slights)
Child abuse or neglect, unstable or erratic parenting, or inconsistent parental discipline (---------->parapowerless)
may increase the likelihood that conduct disorder will evolve into antisocial personality (---------->paragaxiola)
disorder. (---------->ortho-menninga)
Prevalence (---------->ortho-mize)
Twelve-month prevalence rates of antisocial personality disorder, using criteria from previous (--------->para-rites)
DSMs, are between 0.2% and 3.3%. The highest prevalence of antisocial personality (---------->orthotearfulness)
disorder (greater than 70%) is among most severe samples of males with alcohol use disorder (--------->meta-deadness)
and from substance abuse clinics, prisons, or other forensic settings. Prevalence is (---------->metarecklessness)
higher in samples affected by adverse socioeconomic (i.e., poverty) or sociocultural (i.e., (--------->para-ureters)
migration) factors. (---------->meta-proetto)
Development and Course (---------->para-godehard)
Antisocial personality disorder has a chronic course but may become less evident or remit (--------->meta-preeya)
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as the individual grows older, particularly by the fourth decade of life. Although this remission (--------->ortho-primiparous)
tends to be particularly evident with respect to engaging in criminal behavior, (---------->ortho-desilva)
there is likely to be a decrease in the full spectrum of antisocial behaviors and substance (--------->meta-ajfect)
use. By definition, antisocial personality cannot be diagnosed before age 18 years. (---------->orthodiaphragm)
Risk and Prognostic Factors (---------->ortho-attenhon)
Genetic and physiological. Antisocial personality disorder is more common among the (---------->orthoinsonrmia)
first-degree biological relatives of those with the disorder than in the general population. (---------->metapredominance)
The risk to biological relatives of females with the disorder tends to be higher than the risk (--------->ortho-steinman)
to biological relatives of males with the disorder. Biological relatives of individuals with (---------->paracomorbldlty)
this disorder are also at increased risk for somatic symptom disorder and substance use (---------->paradisparities)
disorders. Within a family that has a member with antisocial personality disorder, males (---------->metatapered)
more often have antisocial personality disorder and substance use disorders, whereas females (--------->para-dysphoric)
more often have somatic symptom disorder. However, in such families, there is an (---------->parasupranuclear)
increase in prevalence of all of these disorders in both males and females compared with (--------->ortho-immature)
the general population. Adoption studies indicate that both genetic and environmental (---------->orthonutritionally)
factors contribute to the risk of developing antisocial personality disorder. Both adopted (---------->metadefinitively)
and biological children of parents with antisocial personality disorder have an increased (---------->orthoheritable)
risk of developing antisocial personality disorder, somatic symptom disorder, and substance (--------->para-selfderogatory)
use disorders. Adopted-away children resemble their biological parents more than (---------->metaboudreau)
their adoptive parents, but the adoptive family environment influences the risk of developing (--------->para-bruises)
a personality disorder and related psychopathology. (---------->para-underlie)
Culture-Related Diagnostic issues (---------->ortho-nof)
Antisocial personality disorder appears to be associated with low socioeconomic status (---------->orthounrecognized)
and urban settings. Concerns have been raised that the diagnosis may at times be misapplied (--------->para-impulses)
to individuals in settings in which seemingly antisocial behavior may be part of a (---------->orthopredictors)
protective survival strategy. In assessing antisocial traits, it is helpful for the clinician to (---------->metaotiier)
consider the social and economic context in which the behaviors occur. (---------->para-adolescence)
Gender-Related Diagnostic issues (---------->meta-purposefully)
Antisocial personality disorder is much more common in males than in females. There has (--------->meta-incapacitating)
been some concern that antisocial personality disorder may be underdiagnosed in females, (--------->ortho-khyal)
particularly because of the emphasis on aggressive items in the definition of conduct (---------->orthosparing)
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disorder. (---------->ortho-zack)
Differential Diagnosis (---------->para-underreporting)
The diagnosis of antisocial personality disorder is not given to individuals younger than (---------->orthowillcutt)
18 years and is given only if there is a history of some symptoms of conduct disorder before (--------->meta-adrenocortical)
age 15 years. For individuals older than 18 years, a diagnosis of conduct disorder is (---------->paraaccelerates)
given only if the criteria for antisocial personality disorder are not met. (---------->ortho-tremulousness)
Substance use disorders. When antisocial behavior in an adult is associated with a (---------->metaoverreport)
substance use disorder, the diagnosis of antisocial personality disorder is not made unless (--------->meta-imoving)
the signs of antisocial personality disorder were also present in childhood and have continued (--------->para-resisting)
into adulthood. When substance use and antisocial behavior both began in childhood (---------->paraussler)
and continued into adulthood, both a substance use disorder and antisocial personality (---------->parahyperintensities)
disorder should be diagnosed if the criteria for both are met, even though some antisocial (--------->para-nomris)
acts may be a consequence of the substance use disorder (e.g., illegal selling of drugs, thefts (--------->para-devlin)
to obtain money for drugs). (---------->meta-belinda)
Schizophrenia and bipolar disorders. Antisocial behavior that occurs exclusively during (---------->orthoencopresis)
the course of schizophrenia or a bipolar disorder should not be diagnosed as antisocial (---------->paraperivoliotis)
personality disorder. (---------->para-ivledication)
Other personality disorders. Other personality disorders may be confused with antisocial (--------->para-brommelhoff)
personality disorder because they have certain features in common. It is therefore important (--------->ortho-bachan)
to distinguish among these disorders based on differences in their characteristic (---------->orthobloomenstiel)
features. However, if an individual has personality features that meet criteria for one or (---------->metachii)
more personality disorders in addition to antisocial personality disorder, all can be diagnosed. (--------->para-phenotypically)
Individuals with antisocial personality disorder and narcissistic personality disorder (---------->para-tonic)
share a tendency to be tough-minded, glib, superficial, exploitative, and lack empathy. (---------->metafentanyl)
However, narcissistic personality disorder does not include characteristics of impulsivity, (---------->parablatchley)
aggression, and deceit. In addition, individuals with antisocial personality disorder may (---------->metaindignation)
not be as needy of the admiration and envy of others, and persons with narcissistic personality (--------->meta-cowardly)
disorder usually lack the history of conduct disorder in childhood or criminal (---------->meta-grogginess)
behavior in adulthood. Individuals with antisocial personality disorder and histrionic (---------->metanikulina)
personality disorder share a tendency to be impulsive, superficial, excitement seeking, (---------->paramonograph)
reckless, seductive, and manipulative, but persons with histrionic personality disorder (---------->paradepersonaliza)
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tend to be more exaggerated in their emotions and do not characteristically engage in antisocial (--------->para-faking)
behaviors. Individuals with histrionic and borderline personality disorders are (---------->metapredicaments)
manipulative to gain nurturance, whereas those with antisocial personality disorder are (---------->orthosustains)
manipulative to gain profit, power, or some other material gratification. Individuals with (---------->pararecreated)
antisocial personality disorder tend to be less emotionally unstable and more aggressive (--------->ortho-eyeglasses)
than those with borderline personality disorder. Although antisocial behavior may be (---------->orthogamblers)
present in some individuals with paranoid personality disorder, it is not usually motivated (--------->para-squalor)
by a desire for personal gain or to exploit others as in antisocial personality disorder, (---------->ortholapsing)
but rather is more often attributable to a desire for revenge. (---------->para-holcomb)
Criminal behavior not associated with a personality disorder. Antisocial personality (---------->metavardi)
disorder must be distinguished from criminal behavior undertaken for gain that is not accompanied (--------->meta-ercoli)
by the personality features characteristic of this disorder. Only when antisocial (---------->ortho-garza)
personality traits are inflexible, maladaptive, and persistent and cause significant functional (--------->para-liss)
impairment or subjective distress do they constitute antisocial personality disorder. (---------->para-sel)
Borderline Personality Disorder (---------->para-impulsively)
Diagnostic Criteria 301.83 (F60.3) (---------->meta-shim)
A pervasive pattern of instability of interpersonal relationships, self-image, and affects, (---------->parasarcoidosis)
and marked impulsivity, beginning by early adulthood and present in a variety of contexts, (--------->ortho-nonfatal)
as indicated by five (or more) of the following: (---------->para-shen)
1. Frantic efforts to avoid real or imagined abandonment. (Note: Do not include suicidal (---------->paraunselected)
or self-mutilating behavior covered in Criterion 5.) (---------->meta-postdischarge)
2. A pattern of unstable and intense interpersonal relationships characterized by alternating (--------->meta-flurazepam)
between extremes of idealization and devaluation. (---------->para-osiol)
3. Identity disturbance: markedly and persistently unstable self-image or sense of self. (---------->parasubtler)
4. Impulsivity in at least two areas that are potentially self-damaging (e.g., spending, sex, (--------->para-compel)
substance abuse, reckless driving, binge eating). (Note: Do not include suicidal or selfmutilating (--------->para-paruresis)
behavior covered in Criterion 5.) (---------->para-pollack)
5. Recurrent suicidal behavior, gestures, or threats, or self-mutilating behavior. (---------->para-grn)
6. Affective instability due to a marked reactivity of mood (e.g., intense episodic dysphoria, (--------->ortho-somstic)
irritability, or anxiety usually lasting a few hours and only rarely more than a few days). (---------->metavalentina)
7. Chronic feelings of emptiness. (---------->ortho-climbs)
8. Inappropriate, intense anger or difficulty controlling anger (e.g., frequent displays of (---------->metainnervation)
temper, constant anger, recurrent physical fights). (---------->para-basements)
9. Transient, stress-related paranoid ideation or severe dissociative symptoms._______ (--------->ortho-healed)
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Diagnostic Features (---------->meta-attuned)
The essential feature of borderline personality disorder is a pervasive pattern of instability (--------->ortho-plh)
of interpersonal relationships, self-image, and affects, and marked impulsivity that begins (--------->ortho-recurrences)
by early adulthood and is present in a variety of contexts. (---------->meta-defies)
Individuals with borderline personality disorder make frantic efforts to avoid real or (---------->metainternment)
imagined abandonment (Criterion 1). The perception of impending separation or rejection, (--------->para-anoxia)
or the loss of external structure, can lead to profound changes in self-image, affect, cognition, (--------->meta-outburst)
and behavior. These individuals are very sensitive to environmental circumstances. They experience (--------->para-refractory)
intense abandonment fears and inappropriate anger even when faced with a realistic (---------->orthotliey)
time-limited separation or when there are unavoidable changes in plans (e.g., sudden (---------->metarefinements)
despair in reaction to a clinician's announcing the end of the hour; panic or fury when someone (--------->para-outbursts)
important to them is just a few minutes late or must cancel an appointment). They may (---------->paratransfusions)
believe that this "abandonment" implies they are "bad." These abandonment fears are related (--------->para-abandonment)
to an intolerance of being alone and a need to have other people with them. Their frantic (--------->meta-fanatics)
efforts to avoid abandonment may include impulsive actions such as self-mutilating or suicidal (--------->para-dementing)
behaviors, which are described separately in Criterion 5. (---------->meta-amaro)
Individuals with borderline personality disorder have a pattern of unstable and intense (---------->parapowerless)
relationships (Criterion 2). They may idealize potential caregivers or lovers at the first or (--------->ortho-fleisher)
second meeting, demand to spend a lot of time together, and share the most intimate details (--------->ortho-adriana)
early in a relationship. However, they may switch quickly from idealizing other people to (---------->metaneurotic)
devaluing them, feeling that the other person does not care enough, does not give enough, (--------->meta-sufficientiy)
or is not "there" enough. These individuals can empathize with and nurture other people, (--------->meta-wasell)
but only with the expectation that the other person will "be there" in return to meet their (---------->metasetter)
own needs on demand. These individuals are prone to sudden and dramatic shifts in their (--------->meta-kotin)
view of others, who may alternatively be seen as beneficent supports or as cruelly punitive. (--------->ortho-rarer)
Such shifts often reflect disillusionment with a caregiver whose nurturing qualities had (---------->orthodoreau)
been idealized or whose rejection or abandonment is expected. (---------->meta-manifests)
There may be an identity disturbance characterized by markedly and persistently unstable (--------->para-vaiscular)
self-image or sense of self (Criterion 3). There are sudden and dramatic shifts in selfimage, (--------->ortho-disproportionate)
characterized by shifting goals, values, and vocational aspirations. There may be (---------->orthopachikara)
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sudden changes in opinions and plans about career, sexual identity, values, and types of (--------->para-preferential)
friends. These individuals may suddenly change from the role of a needy supplicant for (---------->metalaci)
help to that of a righteous avenger of past mistreatment. Although they usually have a selfimage (--------->ortho-observable)
that is based on being bad or evil, individuals with this disorder may at times have (---------->paradetrinis)
feelings that they do not exist at all. Such experiences usually occur in situations in which (--------->para-euphoria)
the individual feels a lack of a meaningful relationship, nurturing, and support. These individuals (--------->meta-veena)
may show worse performance in unstructured work or school situations. (---------->ortho-cerebrospinal)
Individuals with borderline personality disorder display impulsivity in at least two areas (---------->metapreteens)
that are potentially self-damaging (Criterion 4). They may gamble, spend money irresponsibly, (--------->meta-wheezing)
binge eat, abuse substances, engage in unsafe sex, or drive recklessly. Individuals (---------->paraloudness)
with this disorder display recurrent suicidal behavior, gestures, or threats, or self-mutilating (--------->para-nonsomatic)
behavior (Criterion 5). Completed suicide occurs in 8%-10% of such individuals, and (---------->parasultzer)
self-mutilative acts (e.g., cutting or burning) and suicide threats and attempts are very (---------->metahypocapnia)
common. Recurrent suicidality is often the reason that these individuals present for help. (--------->ortho-fidgeting)
These self-destructive acts are usually precipitated by threats of separation or rejection or (--------->para-tantrum)
by expectations that the individual assumes increased responsibility. Self-mutilation may (--------->ortho-callous)
occur during dissociative experiences and often brings relief by reaffirming the ability to (---------->orthomdma)
feel or by expiating the individual's sense of being evil. (---------->ortho-ostracism)
Individuals with borderline personality disorder may display affective instability that (---------->pararephrased)
is due to a marked reactivity of mood (e.g., intense episodic dysphoria, irritability, or anxiety (--------->meta-bellville)
usually lasting a few hours and only rarely more than a few days) (Criterion 6). The (---------->metareardon)
basic dysphoric mood of those with borderline personality disorder is often disrupted by (---------->metaobservational)
periods of anger, panic, or despair and is rarely relieved by periods of well-being or satisfaction. (--------->meta-vasocongestion)
These episodes may reflect the individual's extreme reactivity to interpersonal (---------->para-sevenfold)
stresses. Individuals with borderline personality disorder may be troubled by chronic feelings (--------->ortho-unattractive)
of emptiness (Criterion 7). Easily bored, they may constantly seek something to do. (---------->orthostubborn)
Individuals with this disorder frequently express inappropriate, intense anger or have difficulty (--------->para-dolores)
controlling their anger (Criterion 8). They may display extreme sarcasm, enduring (---------->metabradycardia)
bitterness, or verbal outbursts. The anger is often elicited when a caregiver or lover is seen (--------->ortho-distracting)
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as neglectful, withholding, uncaring, or abandoning. Such expressions of anger are often (--------->meta-galia)
followed by shame and guilt and contribute to the feeling they have of being evil. During (---------->parainaccessibility)
periods of extreme stress, transient paranoid ideation or dissociative symptoms (e.g.,
depersonalization) (---------->para-nandini)
may occur (Criterion 9), but these are generally of insufficient severity or (---------->para-compulsively)
duration to warrant an additional diagnosis. These episodes occur most frequently in response (--------->para-septum)
to a real or imagined abandonment. Symptoms tend to be transient, lasting minutes (---------->paranontrivial)
or hours. The real or perceived return of the caregiver's nurturance may result in a (---------->parahuegel)
remission of symptoms. (---------->para-seductiveness)
Associated Features Supporting Diagnosis (---------->ortho-stressfui)
Individuals with borderline personality disorder may have a pattern of undermining (---------->paracaseby)
themselves at the moment a goal is about to be realized (e.g., dropping out of school just (--------->meta-electromyographic)
before graduation; regressing severely after a discussion of how well therapy is going; destroying (--------->para-underscores)
a good relationship just when it is clear that the relationship could last). Some individuals (--------->ortho-hov)
develop psychotic-like symptoms (e.g., hallucinations, body-image distortions, (---------->ortho-obstruct)
ideas of reference, hypnagogic phenomena) during times of stress. Individuals with this (---------->metawintering)
disorder may feel more secure with transitional objects (i.e., a pet or inanimate possession) (--------->ortho-sobbing)
than in interpersonal relationships. Premature death from suicide may occur in individuals (--------->ortho-opposites)
with this disorder, especially in those with co-occurring depressive disorders or substance (--------->meta-intercurrent)
use disorders. Physical handicaps may result from self-inflicted abuse behaviors or (---------->metaopisthotonus)
failed suicide attempts. Recurrent job losses, interrupted education, and separation or divorce (--------->meta-discriminates)
are common. Physical and sexual abuse, neglect, hostile conflict, and early parental (---------->orthoilliteracy)
loss are more common in the childhood histories of those with borderline personality disorder. (--------->para-entail)
Common co-occurring disorders include depressive and bipolar disorders, substance (---------->orthomodulate)
use disorders, eating disorders (notably bulimia nervosa), posttraumatic stress (---------->para-krell)
disorder, and attention-deficit/hyperactivity disorder. Borderline personahty disorder (---------->orthounjustified)
also frequently co-occurs with the other personality disorders. (---------->ortho-intimidate)
Prevalence (---------->meta-milam)
The median population prevalence of borderline personality disorder is estimated to be (---------->parasubstanceinduced)
1.6% but may be as high as 5.9%. The prevalence of borderline personality disorder is (---------->parasafranek)
about 6% in primary care settings, about 10% among individuals seen in outpatient mental (--------->para-ceremonial)
health clinics, and about 20% among psychiatric inpatients. The prevalence of borderline (--------->para-tensor)
personality disorder may decrease in older age groups. (---------->ortho-circumscribed)
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Development and Course (---------->ortho-poisoned)
There is considerable variability in the course of borderline personahty disorder. The most (--------->para-epidemiological)
common pattern is one of chronic instability in early adulthood, with episodes of serious (---------->ortholuthra)
affective and impulsive dyscontrol and high levels of use of health and mental health resources. (--------->meta-synchronies)
The impairment from the disorder and the risk of suicide are greatest in the (---------->orthohumanmade)
young-adult years and gradually wane with advancing age. Although the tendency toward (--------->ortho-predicament)
intense emotions, impulsivity, and intensity in relationships is often lifelong, individuals (---------->metaautosomaldominant)
who engage in therapeutic intervention often show improvement beginning (---------->meta-pica)
sometime during the first year. During their 30s and 40s, the majority of individuals with (---------->metaobliteration)
this disorder attain greater stability in their relationships and vocational functioning. Follow- (--------->ortho-reinblatt)
up studies of individuals identified through outpatient mental health clinics indicate (---------->orthoneutropenia)
that after about 10 years, as many as half of the individuals no longer have a pattern of behavior (--------->meta-gariti)
that meets full criteria for borderline personality disorder. (---------->meta-ramsay)
Risk and Prognostic Factors (---------->ortho-menninger)
Genetic and physiological. Borderline personality disorder is about five times more (---------->parainterfering)
common among first-degree biological relatives of those with the disorder than in the general (--------->para-sleepwalk)
population. There is also an increased familial risk for substance use disorders, antisocial (--------->ortho-constrain)
personality disorder, and depressive or bipolar disorders. (---------->ortho-stabilizers)
Culture-Related Diagnostic Issues (---------->ortho-hypercarbia)
The pattern of behavior seen in borderline personality disorder has been identified in many (--------->ortho-arched)
settings around the world. Adolescents and young adults with identity problems (especially (--------->para-reis)
when accompanied by substance use) may transiently display behaviors that misleadingly (--------->ortho-heritable)
give the impression of borderline personality disorder. Such situations are characterized by (--------->para-superimposed)
emotional instability, "existential" dilemmas, uncertainty, anxiety-provoking choices, conflicts (--------->ortho-deceiving)
about sexual orientation, and competing social pressures to decide on careers. (---------->ortho-deceit)
Gender-Related Diagnostic issues (---------->para-complexion)
Borderline personality disorder is diagnosed predominantly (about 75%) in females. (---------->paratiefer)
Differential Diagnosis (---------->para-hippocampal)
Depressive and bipolar disorders. Borderline personality disorder often co-occurs with (---------->paraerratic)
depressive or bipolar disorders, and when criteria for both are met, both may be diagnosed. (--------->meta-pilarchik)
Because the cross-sectional presentation of borderline personality disorder can be mimicked (--------->meta-harmonization)
by an episode of depressive or bipolar disorder, the clinician should avoid giving an additional (--------->ortho-digoxin)
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diagnosis of borderline personality disorder based only on cross-sectional presentation (---------->metaonno)
without having documented that the pattern of behavior had an early onset and a longstanding (--------->meta-impair)
course. (---------->ortho-grammatical)
Other personality disorders. Other personality disorders may be confused with borderline (--------->meta-larkin)
personality disorder because they have certain features in common. It is therefore important (--------->para-retribution)
to distinguish among these disorders based on differences in their characteristic (---------->orthoexperiential)
features. However, if an individual has personality features that meet criteria for one or (---------->metacarrizales)
more personality disorders in addition to borderline personality disorder, all can be diagnosed. (--------->ortho-holcomb)
Although histrionic personality disorder can also be characterized by attention seeking, (---------->paraunavailability)
manipulative behavior, and rapidly shifting emotions, borderline personality disorder (---------->paraexceedingly)
is distinguished by self-destructiveness, angry disruptions in close relationships, and (---------->metaconfers)
chronic feelings of deep emptiness and loneliness. Paranoid ideas or illusions may be present (--------->para-kieine)
in both borderline personality disorder and schizotypal personality disorder, but these (---------->metablushing)
symptoms are more transient, interpersonally reactive, and responsive to external structuring (--------->ortho-magically)
in borderline personality disorder. Although paranoid personality disorder and narcissistic (--------->meta-yofusho)
personality disorder may also be characterized by an angry reaction to minor stimuli, (---------->paracondon)
the relative stability of self-image, as well as the relative lack of self-destructiveness, impulsivity, (--------->ortho-ceremonial)
and abandonment concerns, distinguishes these disorders from borderline personality (---------->paraforebrain)
disorder. Although antisocial personality disorder and borderline personality disorder (---------->metaentrainment)
are both characterized by manipulative behavior, individuals with antisocial personality (---------->orthovalidators)
disorder are manipulative to gain profit, power, or some other material gratification, (---------->parabehaving)
whereas the goal in borderline personality disorder is directed more toward gaining the concern (--------->para-ridiculed)
of caretakers. Both dependent personality disorder and borderline personality disorder (---------->metavindictiveness)
are characterized by fear of abandonment; however, the individual with borderline personality (--------->para-underestimated)
disorder reacts to abandonment with feelings of emotional emptiness, rage, and demands, (--------->ortho-episodic)
whereas the individual with dependent personality disorder reacts with increasing (---------->meta-sieep)
appeasement and submissiveness and urgently seeks a replacement relationship to provide (--------->para-eczema)
caregiving and support. Borderline personality disorder can further be distinguished from (--------->ortho-intrusions)
dependent personality disorder by the typical pattern of unstable and intense relationships. (--------->ortho-imild)
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Personality change due to another medical condition. Borderline personality disorder (---------->metaapprehensions)
must be distinguished from personality change due to another medical condition, in (---------->parasjnnptoms)
which the traits that emerge are attributable to the effects of another medical condition on (--------->meta-pinpoint)
the central nervous system. (---------->meta-prognoses)
Substance use disorders. Borderline personality disorder must also be distinguished (---------->orthoimoving)
from symptoms that may develop in association with persistent substance use. (---------->orthocomatose)
Identity problems. Borderline personality disorder should be distinguished from an (---------->orthofrustes)
identity problem, which is reserved for identity concerns related to a developmental phase (--------->ortho-siever)
(e.g., adolescence) and does not qualify as a mental disorder. (---------->ortho-goodline)
Histrionic Personality Disorder (---------->para-unidimensional)
Diagnostic Criteria 301.50 (F60.4) (---------->para-socialization)
A pervasive pattern of excessive emotionality and attention seeking, beginning by early adulthood (--------->para-caregiving)
and present in a variety of contexts, as indicated by five (or more) of the following: (---------->parairrespective)
1. Is uncomfortable in situations in which he or she is not the center of attention. (---------->metanourishment)
2. Interaction with others is often characterized by inappropriate sexually seductive or (---------->orthopaulsen)
provocative behavior. (---------->para-autosomal)
3. Displays rapidly shifting and shallow expression of emotions. (---------->meta-modeirate)
4. Consistently uses physical appearance to draw attention to self. (---------->meta-waslick)
5. Has a style of speech that is excessively impressionistic and lacking in detail. (---------->orthodisparate)
6. Shows self-dramatization, theatricality, and exaggerated expression of emotion. (---------->metasympathomimetic)
7. Is suggestible (i.e., easily influenced by others or circumstances). (---------->meta-reacts)
8. Considers relationships to be more intimate than they actually are. (---------->ortho-begrudge)
Diagnostic Features (---------->ortho-intensely)
The essential feature of histrionic personality disorder is pervasive and excessive emotionality (--------->meta-monosymptomatic)
and attention-seeking behavior. This pattern begins by early adulthood and is present (---------->parafrinctional)
in a variety of contexts. (---------->ortho-alo)
Individuals with histrionic personality disorder are uncomfortable or feel unappreciated (---------->paraescalate)
when they are not the center of attention (Criterion 1). Often lively and dramatic, they (---------->parashamed)
tend to draw attention to themselves and may initially charm new acquaintances by their (---------->paramaxillary)
enthusiasm, apparent openness, or flirtatiousness. These qualities wear thin, however, as (--------->para-unforgiving)
these individuals continually demand to be the center of attention. They commandeer the (--------->ortho-impulsive)
role of "the life of the party." If they are not the center of attention, they may do something (--------->para-equivocal)
dramatic (e.g., make up stories, create a scene) to draw the focus of attention to themselves. (--------->ortho-sniff)
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This need is often apparent in their behavior with a clinician (e.g., being flattering, bringing (--------->meta-driskill)
gifts, providing dramatic descriptions of physical and psychological symptoms that (---------->orthoberea)
are replaced by new symptoms each visit). (---------->para-disdain)
The appearance and behavior of individuals with this disorder are often inappropriately (---------->orthohypoparathyroidism)
sexually provocative or seductive (Criterion 2). This behavior not only is directed toward (---------->metacondescension)
persons in whom the individual has a sexual or romantic interest but also occurs in (---------->orthocannavo)
a wide variety of social, occupational, and professional relationships beyond what is appropriate (--------->para-surrogate)
for the social context. Emotional expression may be shallow and rapidly shifting (---------->meta-ibarra)
(Criterion 3). Individuals with this disorder consistently use physical appearance to draw (--------->ortho-womack)
attention to themselves (Criterion 4). They are overly concerned with impressing others by (--------->para-stratified)
their appearance and expend an excessive amount of time, energy, and money on clothes (--------->ortho-barillas)
and grooming. They may "fish for compliments" regarding appearance and may be easily (--------->ortho-abbreviated)
and excessively upset by a critical conunent about how they look or by a photograph that (--------->ortho-nonmaltreatment)
they regard as unflattering. (---------->ortho-diller)
These individuals have a style of speech that is excessively impressionistic and lacking (---------->paraselfesteem)
in detail (Criterion 5). Strong opinions are expressed with dramatic flair, but underlying (---------->paraawakened)
reasons are usually vague and diffuse, without supporting facts and details. For example, (--------->ortho-ono)
an individual with histrionic personality disorder may comment that a certain individual (---------->metafixation)
is a wonderful human being, yet be unable to provide any specific examples of good qualities (--------->meta-maccallum)
to support this opinion. Individuals with this disorder are characterized by selfdramatization, (--------->ortho-blacl)
theatricality, and an exaggerated expression of emotion (Criterion 6). They (---------->para-holloman)
may embarrass friends and acquaintances by an excessive public display of emotions (e.g., (--------->ortho-lightheadedness)
embracing casual acquaintances with excessive ardor, sobbing uncontrollably on minor (---------->paraprotracted)
sentimental occasions, having temper tantrums). However, their emotions often seem to (--------->ortho-extroversion)
be turned on and off too quickly to be deeply felt, which may lead others to accuse the individual (--------->para-painstaking)
of faking these feelings. (---------->ortho-imptuse)
Individuals with histrionic personality disorder have a high degree of suggestibility (Criterion (--------->ortho-laypersons)
7). Their opinions and feelings are easily influenced by others and by current fads. (---------->metapuncture)
They may be overly trusting, especially of strong authority figures whom they see as magically (--------->meta-palliation)
solving their problems. They have a tendency to play hunches and to adopt convictions (---------->paraupsets)
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quickly. Individuals with this disorder often consider relationships more intimate (---------->orthononprescribed)
than they actually are, describing almost every acquaintance as "my dear, dear friend" or (--------->para-delusionai)
referring to physicians met only once or twice under professional circumstances by their (---------->paramcdunn)
first names (Criterion 8). (---------->para-disgusted)
Associated Features Supporting Diagnosis (---------->meta-willia)
Individuals with histrionic personality disorder may have difficulty achieving emotional intimacy (--------->ortho-narrate)
in romantic or sexual relationships. Without being aware of it, they often act out a (---------->metawitnessing)
role (e.g., "victim" or "princess") in their relationships to others. They may seek to control (--------->meta-polysonmography)
their partner through emotional manipulation or seductiveness on one level, while displaying (--------->ortho-specifier)
a marked dependency on them at another level. Individuals with this disorder often (---------->paraverbalize)
have impaired relationships with same-sex friends because their sexually provocative interpersonal (--------->meta-onetime)
style may seem a threat to their friends' relationships. These individuals may also (---------->metatamoxifen)
alienate friends with demands for constant attention. They often become depressed and upset (--------->meta-noconsensus)
when they are not the center of attention. They may crave novelty, stimulation, and excitement (--------->meta-quantify)
and have a tendency to become bored with their usual routine. These individuals (---------->orthoexpressiveness)
are often intolerant of, or frustrated by, situations that involve delayed gratification, and (---------->paraobsessively)
their actions are often directed at obtaining immediate satisfaction. Although they often initiate (--------->meta-conscientiousness)
a job or project with great enthusiasm, their interest may lag quickly. Longer-term relationships (--------->para-ethnobotanical)
may be neglected to make way for the excitement of new relationships. (---------->para-carissa)
The actual risk of suicide is not known, but clinical experience suggests that individuals (---------->paraequivocal)
with this disorder are at increased risk for suicidal gestures and threats to get attention (---------->orthoperinasal)
and coerce better caregiving. Histrionic personality disorder has been associated with (---------->paraques)
higher rates of somatic symptom disorder, conversion disorder (functional neurological (---------->orthofawcett)
symptom disorder), and major depressive disorder. Borderline, narcissistic, antisocial, and (--------->para-spatafora)
dependent personality disorders often co-occur. (---------->meta-comorbid)
Prevalence (---------->ortho-ulanday)
Data from the 2001-2002 National Epidemiologic Survey on Alcohol and Related Conditions (--------->ortho-tetanus)
suggest a prevalence of histrionic personality of 1.84%. (---------->ortho-blurring)
Culture-Related Diagnostic Issues (---------->para-qll)
Norms for interpersonal behavior, personal appearance, and emotional expressiveness (---------->parajaimelyn)
vary widely across cultures, genders, and age groups. Before considering the various traits (--------->meta-mutilating)
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(e.g., emotionality, seductiveness, dramatic interpersonal style, novelty seeking, sociability, (--------->ortho-porous)
charm, impressionability, a tendency to somatization) to be evidence of histrionic personality (--------->ortho-noncastrated)
disorder, it is important to evaluate whether they cause clinically significant (---------->meta-arrieta)
impairment or distress. (---------->para-genito)
Gender-Related Diagnostic Issues (---------->ortho-mcelhose)
In clinical settings, this disorder has been diagnosed more frequently in females; however, (--------->para-shidents)
the sex ratio is not significantly different from the sex ratio of females within the respective (--------->para-hairpulling)
clinical setting. In contrast, some studies using structured assessments report similar prevalence (--------->meta-thyra)
rates among males and females. (---------->para-hypothermia)
Differential Diagnosis (---------->ortho-refening)
Other personality disorders and personality traits. Other personality disorders may (---------->metaacuteness)
be confused with histrionic personality disorder because they have certain features in (---------->orthoshaky)
common. It is therefore important to distinguish among these disorders based on differences (--------->para-voluble)
in their characteristic features. However, if an individual has personality features (---------->ortho-vomit)
that meet criteria for one or more personality disorders in addition to histrionic personality (--------->para-vause)
disorder, all can be diagnosed. Although borderline personality disorder can also be (---------->parapseudocyesis)
characterized by attention seeking, manipulative behavior, and rapidly shifting emotions, (--------->ortho-trajectories)
it is distinguished by self-destructiveness, angry disruptions in close relationships, and (---------->orthomomentary)
chronic feelings of deep emptiness and identity disturbance. Individuals with antisocial (---------->metadizocilpine)
personality disorder and histrionic personality disorder share a tendency to be impulsive, (--------->para-hazelike)
superficial, excitement seeking, reckless, seductive, and manipulative, but persons with (---------->metaindecision)
histrionic personality disorder tend to be more exaggerated in their emotions and do not (---------->parasonmolence)
characteristically engage in antisocial behaviors. Individuals with histrionic personality (---------->metahydrocephalus)
disorder are manipulative to gain nurturance, whereas those with antisocial personality (---------->parabereaved)
disorder are manipulative to gain profit, power, or some other material gratification. Although (--------->para-hypersoninolence)
individuals with narcissistic personality disorder also crave attention from others, (---------->meta-reis)
they usually want praise for their '"superiority," whereas individuals with histrionic personality (--------->ortho-narrowed)
disorder are willing to be viewed as fragile or dependent if this is instrumental in (---------->ortho-dzh)
getting attention. Individuals with narcissistic personality disorder may exaggerate the (---------->orthozink)
intimacy of their relationships with other people, but they are more apt to emphasize the (---------->paraciiaracteristics)
VIP status or wealth of their friends. In dependent personality disorder, the individual (---------->orthomenstruating)
is excessively dependent on others for praise and guidance, but is without the flamboyant, (--------->meta-psychoactive)
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exaggerated, emotional features of individuals with histrionic personality disorder. (---------->paraicnown)
Many individuals may display histrionic personality traits. Only when these traits are (---------->parafinlay)
inflexible, maladaptive, and persisting and cause significant functional impairment or (---------->paratrichotillomania)
subjective distress do they constitute histrionic personality disorder. (---------->ortho-agreeableness)
Personality change due to another medical condition. Histrionic personality disorder (---------->metamedicationinduced)
must be distinguished from personality change due to another medical condition, in (---------->parastimulantlike)
which the traits that emerge are attributable to the effects of another medical condition on (--------->ortho-polysomnographic)
the central nervous system. (---------->meta-progesterone)
Substance use disorders. The disorder must also be distinguished from sjonptoms that (---------->paraisobutyl)
may develop in association with persistent substance use. (---------->meta-actigraphy)
Narcissistic Personality Disorder (---------->meta-whitinger)
Diagnostic Criteria 301.81 (F60.81) (---------->meta-asjnnptomatic)
A pervasive pattern of grandiosity (in fantasy or behavior), need for admiration, and lack (---------->paracytokines)
of empathy, beginning by early adulthood and present in a variety of contexts, as indicated (--------->ortho-hypocretin)
by five (or more) of the following: (---------->meta-ecchymoses)
1. Has a grandiose sense of self-importance (e.g., exaggerates achievements and talents, (--------->para-rcxser)
expects to be recognized as superior without commensurate achievements). (---------->ortho-tliere)
2. Is preoccupied with fantasies of unlimited success, power, brilliance, beauty, or ideal (---------->orthofolliculitis)
love. (---------->para-reordered)
3. Believes that he or she is “special” and unique and can only be understood by, or (---------->metasachdev)
should associate with, other special or high-status people (or institutions). (---------->ortho-pessin)
4. Requires excessive admiration. (---------->meta-ceremonial)
5. Has a sense of entitlement (i.e., unreasonable expectations of especially favorable (---------->orthopreplan)
treatment or automatic compliance with his or her expectations). (---------->meta-arme)
6. Is interpersonally exploitative (i.e., takes advantage of others to achieve his or her own (--------->ortho-myopathies)
ends). (---------->ortho-anoxia)
7. Lacks empathy: is unwilling to recognize or identify with the feelings and needs of others. (--------->ortho-fuu)
8. Is often envious of others or believes that others are envious of him or her. (---------->metacommimltv)
9. Shows arrogant, haughty behaviors or attitudes. (---------->ortho-ierate)
Diagnostic Features (---------->meta-asur)
The essential feature of narcissistic personality disorder is a pervasive pattern of grandiosity, (--------->meta-hypomanias)
need for admiration, and lack of empathy that begins by early adulthood and is present (---------->metasubacute)
in a variety of contexts. (---------->ortho-koehler)
Individuals with this disorder have a grandiose sense of self-importance (Criterion 1). (---------->metakaufstein)
They routinely overestimate their abilities and inflate their accomplishments, often appearing (--------->ortho-methodological)

DSM-UPAX

1069

boastful and pretentious. They may blithely assume that others attribute the same value to (--------->ortho-schneiderian)
their efforts and may be surprised when the praise they expect and feel they deserve is not (--------->ortho-clitoral)
forthcoming. Often implicit in the inflated judgments of their own accomplishments is an
underestimation (---------->meta-regurgitated)
(devaluation) of the contributions of others. Individuals with narcissistic personality (---------->paraintimidation)
disorder are often preoccupied with fantasies of unlimited success, power, brilliance, (---------->orthoparalyses)
beauty, or ideal love (Criterion 2). They may ruminate about "'long overdue" admiration and (--------->para-bhor)
privilege and compare themselves favorably with famous or privileged people. (---------->metaregressive)
Individuals with narcissistic personality disorder believe that they are superior, special, (---------->orthokagan)
or unique and expect others to recognize them as such (Criterion 3). They may feel (---------->metaantagonism)
that they can only be understood by, and should only associate with, other people who are (--------->meta-handwringing)
special or of high status and may attribute "unique," "perfect," or "gifted" qualities to those (--------->para-arson)
with whom they associate. Individuals with this disorder believe that their needs are special (--------->ortho-jeffery)
and beyond the ken of ordinary people. Their own self-esteem is enhanced (i.e., "mirrored") (--------->ortho-kyofusho)
by the idealized value that they assign to those with whom they associate. They are (---------->metaprofess)
likely to insist on having only the "top" person (doctor, lawyer, hairdresser, instructor) or (---------->orthozed)
being affiliated with the "best" institutions but may devalue the credentials of those who disappoint (--------->para-asymmetry)
them. (---------->meta-erotomanie)
Individuals with this disorder generally require excessive admiration (Criterion 4). Their (---------->paramalice)
self-esteem is almost invariably very fragile. Tliey may be preoccupied with how well they (--------->ortho-somatizing)
are doing and how favorably they are regarded by others. This often takes the form of a need (--------->ortho-nonfemale)
for constant attention and admiration. They may expect their arrival to be greeted with great (--------->para-seung)
farifare and are astonished if others do not covet their possessions. They may constantly fish (--------->ortho-correlates)
for compliments, often with great charm. A sense of entitlement is evident in these individuals' (--------->para-verg)
unreasonable expectation of especially favorable treatment (Criterion 5). They expect (---------->orthofluoxetine)
to be catered to and are puzzled or furious when this does not happen. For example, they (--------->ortho-sleepiness)
may assume that they do not have to wait in line and that their priorities are so important (--------->ortho-gettingoutof)
that others should defer to them, and then get irritated when others fail to assist "in their (---------->metaersomnolence)
very important work." This sense of entitlement, combined with a lack of sensitivity to the (--------->meta-bochtler)
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wants and needs of others, may result in the conscious or unwitting exploitation of others (--------->meta-cutpoint)
(Criterion 6). They expect to be given whatever they want or feel they need, no matter what (--------->para-perceptual)
it might mean to others. For example, these individuals may expect great dedication from (--------->meta-yonas)
others and may overwork them without regard for the impact on their lives. They tend to (--------->ortho-nggi)
form friendships or romantic relationships only if the other person seems likely to advance (--------->meta-bellville)
their purposes or otherwise enhance their self-esteem. They often usuf special privileges (--------->para-esophageal)
and extra resources that they believe they deserve because they are so special. (---------->para-mataix)
Individuals with narcissistic personality disorder generally have a lack of empathy and (---------->orthosobbing)
have difficulty recognizing the desires, subjective experiences, and feelings of others (Criterion (--------->para-articulatory)
7). They may assume that others are totally concerned about their welfare. They tend to (---------->parashubha)
discuss their own concerns in inappropriate and lengthy detail, while failing to recognize (--------->ortho-lingering)
that others also have feelings and needs. They are often contemptuous and impatient with (--------->ortho-clh)
others who talk about their own problems and concerns. These individuals may be oblivious (--------->meta-transiently)
to the hurt their remarks may inflict (e.g., exuberantly telling a former lover that "I am now (--------->ortho-danenberg)
in the relationship of a lifetime!"; boasting of health in front of someone who is sick). When (--------->ortho-foundational)
recognized, the needs, desires, or feelings of others are likely to be viewed disparagingly as (--------->ortho-enactments)
signs of weakness or vulnerability. Those who relate to individuals with narcissistic personality (--------->meta-ator)
disorder typically find an emotional coldness and lack of reciprocal interest. (---------->para-intractable)
These individuals are often envious of others or believe that oéiers are envious of them (---------->metaintuitively)
(Criterion 8). They may begrudge others their successes or possessions, feeling that they better (--------->meta-marilynn)
deserve those achievements, admiration, or privileges. They may harshly devalue the contributions (--------->para-crave)
of others, particularly when those individuals have received acknowledgment or (---------->metacaretakers)
praise for their accomplishments. Arrogant, haughty behaviors characterize these individuals; (--------->ortho-tumescence)
they often display snobbish, disdainful, or patronizing attitudes (Criterion 9). For example, an (--------->ortho-negates)
individual with this disorder may complain about a clumsy waiter's "rudeness" or "stupidity" (--------->meta-muted)
or conclude a medical evaluation with a condescending evaluation of the physician. (---------->paraconfusional)
Associated Features Supporting Diagnosis (---------->para-estranged)
Vulnerability in self-esteem makes individuals with narcissistic personality disorder very (---------->orthogenderrelated)
sensitive to "injury" from criticism or defeat. Although they may not show it outwardly, (---------->metabancroft)

DSM-UPAX

1071

criticism may haunt these individuals and may leave them feeling humiliated, degraded, (---------->metaorthostasis)
hollow, and empty. They may react with disdain, rage, or defiant counterattack. Such experiences (--------->meta-salvia)
often lead to social withdrawal or an appearance of humility that may mask and (---------->pararosenbaum)
protect the grandiosity. Interpersonal relations are typically impaired because of problems (--------->ortho-feeliag)
derived from entitlement, the need for admiration, and the relative disregard for the sensitivities (--------->ortho-aspiration)
of others. Though overweening ambition and confidence may lead to high (---------->ortho-parenthetical)
achievement, performance may be disrupted because of intolerance of criticism or defeat. (--------->para-unresponsiveness)
Sometimes vocational functioning can be very low, reflecting an unwillingness to take a (---------->orthoprocarbazine)
risk in competitive or other situations in which defeat is possible. Sustained feelings of (---------->orthodecidedly)
shame or humiliation and the attendant self-criticism may be associated with social withdrawal, (--------->para-pacing)
depressed mood, and persistent depressive disorder (dysthymia) or major depressive (---------->pararegressions)
disorder. In contrast, sustained periods of grandiosity may be associated with a (---------->orthosynuclein)
hypomanie mood. Narcissistic personality disorder is also associated with anorexia nervosa (--------->para-totaled)
and substance use disorders (especially related to cocaine). Histrionic, borderline, (---------->paradiplopia)
antisocial, and paranoid personality disorders may be associated with narcissistic personality (--------->ortho-logopenic)
disorder. (---------->ortho-continuance)
Prevalence (---------->meta-bachan)
Prevalence estimates for narcissistic personality disorder, based on DSM-IV definitions, (--------->ortho-muskin)
range from 0% to 6.2% in community samples. (---------->ortho-helmick)
Development and Course (---------->ortho-topography)
Narcissistic traits may be particularly common in adolescents and do not necessarily indicate (--------->ortho-putamen)
that the individual will go on to have narcissistic personality disorder. Individuals (---------->orthoindividuai)
with narcissistic personality disorder may have special difficulties adjusting to the onset of (--------->meta-nontwin)
physical and occupational limitations that are inherent in the aging process. (---------->para-limbic)
Gender-Related Diagnostic Issues (---------->para-tapering)
Of those diagnosed with narcissistic personality disorder, 50%-75% are male. (---------->meta-spivak)
Differential Diagnosis (---------->para-insistence)
Other personality disorders and personality traits. Other personality disorders may (---------->metaleoneen)
be confused with narcissistic personality disorder because they have certain features in (---------->parawakefulness)
common. It is, therefore, important to distinguish among these disorders based on differences (--------->para-hypercarotenemia)
in their characteristic features. However, if an individual has personality features (---------->metaepigenetic)
that meet criteria for one or more personality disorders in addition to narcissistic personality (--------->meta-laraque)
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disorder, all can be diagnosed. The most useful feature in discriminating narcissistic (---------->paraunilateral)
personality disorder from histrionic, antisocial, and borderline personality disorders, in (---------->paracongest)
which the interactive styles are coquettish, callous, and needy, respectively, is the grandiosity (--------->ortho-disinfiibition)
characteristic of narcissistic personality disorder. The relative stability of self-image (---------->metaretrognathia)
as well as the relative lack of self-destructiveness, impulsivity, and abandonment concerns (--------->meta-obstruct)
also help distinguish narcissistic personality disorder from borderline personality disorder. (--------->ortho-repetitious)
Excessive pride in achievements, a relative lack of emotional display, and disdain for (---------->orthomarrying)
others' sensitivities help distinguish narcissistic personality disorder from histrionic (---------->orthohorowitz)
personality disorder. Although individuals with borderline, histrionic, and narcissistic (---------->parajakob)
personality disorders may require much attention, those with narcissistic personality disorder (--------->meta-neuronal)
specifically need that attention to be admiring. Individuals with antisocial and narcissistic (--------->ortho-substarice)
personality disorders share a tendency to be tough-minded, glib, superficial, (---------->metadescriptors)
exploitative, and unempathic. However, narcissistic personality disorder does not necessarily (--------->meta-onno)
include characteristics of impulsivity, aggression, and deceit. In addition, individuals (---------->metaparadoxical)
with antisocial personality disorder may not be as needy of the admiration and envy of (---------->orthodang)
others, and persons with narcissistic personality disorder usually lack the history of conduct (--------->para-overarching)
disorder in childhood or criminal behavior in adulthood. In both narcissistic personality (---------->orthoharmonizing)
disorder and obsessive-compulsive personality disorder, the individual may profess (---------->metaflicking)
a commitment to perfectionism and believe that others cannot do things as well. In contrast (--------->ortho-umi)
to the accompanying self-criticism of those with obsessive-compulsive personality (---------->orthoparalikar)
disorder, individuals with narcissistic personality disorder are more likely to believe that (---------->orthopavor)
they have achieved perfection. Suspiciousness and social withdrawal usually distinguish (--------->meta-bertman)
those with schizotypal or paranoid personality disorder from those with narcissistic personality (--------->ortho-hypogonadal)
disorder. When these qualities are present in individuals with narcissistic personality (---------->orthoauickiv)
disorder, they derive primarily from fears of having imperfections or flaws revealed. (---------->paracarmabis)
Many highly successful individuals display personality traits that might be considered (---------->paracivilly)
narcissistic. Only when these traits are inflexible, maladaptive, and persisting and cause (--------->meta-empathy)
significant functional impairment or subjective distress do they constitute narcissistic personality (--------->ortho-nonpsychotic)
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disorder. (---------->meta-occipital)
Mania or hypomania. Grandiosity may emerge as part of manic or hypomanie episodes, (---------->parasheth)
but the association with mood change or functional impairments helps distinguish these (---------->orthofacade)
episodes from narcissistic personality disorder. (---------->ortho-grossi)
Substance use disorders. Narcissistic personality disorder must also be distinguished (---------->paragasping)
from symptoms that may develop in association with persistent substance use. (---------->ortho-saroyan)
Cluster C Personality Disorders (---------->meta-kieval)
Avoidant Personality Disorder (---------->para-darci)
Diagnostic Criteria 301.82 (F60.6) (---------->para-warfarin)
A pervasive pattern of social inhibition, feelings of inadequacy, and hypersensitivity to negative (--------->meta-menstruate)
evaluation, beginning by early adulthood and present in a variety of contexts, as indicated (--------->meta-fanton)
by four (or more) of the following: (---------->ortho-purposeful)
1. Avoids occupational activities that involve significant interpersonal contact because of (---------->parapubertal)
fears of criticism, disapproval, or rejection. (---------->ortho-misdiagnosis)
2. Is unwilling to get involved with people unless certain of being liked. (---------->ortho-resisted)
3. Shows restraint within intimate relationships because of the fear of being shamed or (---------->metalaziness)
ridiculed. ' (---------->ortho-hyperacusis)
4. Is preoccupied with being criticized or rejected in social situations. (---------->ortho-arianna)
5. Is inhibited in new interpersonal situations because of feelings of inadequacy. (---------->ortho-cason)
6. Views self as socially inept, personally unappealing, or inferior to others. (---------->para-caste)
7. Is unusually reluctant to take personal risks or to engage in any new activities because (--------->ortho-compulsion)
they may prove embarrassing. (---------->ortho-cathi)
Diagnostic Features (---------->meta-farifare)
The essential feature of avoidant personality disorder is a pervasive pattern of social inhibition, (--------->meta-cheered)
feelings of inadequacy, and hypersensitivity to negative evaluation that begins by (---------->ortho-shadi)
early adulthood and is present in a variety of contexts. (---------->meta-hwa)
Individuals with avoidant personality disorder avoid work activities that involve significant (--------->ortho-overattribute)
interpersonal contact because of fears of criticism, disapproval, or rejection (Criterion (---------->parasynchronies)
1). Offers of job promotions may be declined because the new responsibilities might (---------->orthofflin)
result in criticism from co-workers. These individuals avoid making new friends unless (---------->parachilis)
they are certain they will be liked and accepted without criticism (Criterion 2). Until they (---------->orthomethamphetamine)
pass stringent tests proving the contrary, other people are assumed to be critical and disapproving. (--------->ortho-ketamine)
Individuals with this disorder will not join in group activities unless there are (---------->ortho-temporally)
repeated and generous offers of support and nurturance. Interpersonal intimacy is often (--------->ortho-tripling)
difficult for these individuals, although they are able to establish intimate relationships (---------->orthohumanmade)
when there is assurance of uncritical acceptance. They may act with restraint, have difficulty (--------->para-loci)
talking about themselves, and withhold intimate feelings for fear of being exposed, (---------->metasoreness)
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ridiculed, or shamed (Criterion 3). (---------->ortho-feinstein)
Because individuals with this disorder are preoccupied with being criticized or rejected (---------->metapupillary)
in social situations, they may have a markedly low threshold for detecting such reactions (--------->ortho-primacy)
(Criterion 4). If someone is even slightly disapproving or critical, they may feel (---------->paraaccomplishing)
extremely hurt. They tend to be shy, quiet, inhibited, and "invisible" because of the fear (---------->orthoalpher)
that any attention would be degrading or rejecting. They expect that no matter what they (--------->ortho-suk)
say, others will see it as "wrong," and so they may say nothing at all. They react strongly (--------->ortho-tids)
to subtle cues that are suggestive of mockery or derision. Despite their longing to be active (--------->para-lescent)
participants in social life, they fear placing their welfare in the hands of others. Individuals (--------->para-glibness)
with avoidant personality disorder are inhibited in new interpersonal situations because (---------->paramoyer)
they feel inadequate and have low self-esteem (Criterion 5). Doubts concerning social (---------->orthoandean)
competence and personal appeal become especially manifest in settings involving interactions (--------->meta-cutoff)
with strangers. These individuals believe themselves to be socially inept, personally (---------->metawfeeks)
unappealing, or inferior to others (Criterion 6). They are unusually reluctant to take (---------->metahyperventilation)
personal risks or to engage in any new activities because these may prove embarrassing (--------->ortho-overarching)
(Criterion 7). They are prone to exaggerate the potential dangers of ordinary situations, (---------->orthodisrupted)
and a restricted lifestyle may result from their need for certainty and security. Someone (---------->metaeraser)
with this disorder may cancel a job interview for fear of being embarrassed by not dressing (--------->para-hospitalizations)
appropriately. Marginal somatic symptoms or other problems may become the reason for (--------->ortho-akinesia)
avoiding new activities. (---------->para-carissa)
Associated Features Supporting Diagnosis (---------->para-lowstimulation)
Individuals with avoidant personality disorder often vigilantly appraise the movements (---------->metaneuroleptic)
and expressions of those with whom they come into contact. Their fearful and tense demeanor (--------->meta-perturbation)
may elicit ridicule and derision from others, which in turn confirms their selfdoubts. (---------->orthofacto)
These individuals are very anxious about the possibility that they will react to criticism (---------->paraimild)
with blushing or crying. They are described by others as being "shy," "timid," (---------->para-cobwebs)
lonely, and "isolated." The major problems associated with this disorder occur in social (---------->orthociassification)
and occupational functioning. The low self-esteem and hypersensitivity to rejection are (---------->metacombative)
associated with restricted interpersonal contacts. These individuals may become relatively (--------->meta-overseeing)
isolated and usually do not have a large social support network that can help them weather (--------->meta-incoherent)
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crises. They desire affection and acceptance and may fantasize about idealized relationships (--------->ortho-facets)
with others. The avoidant behaviors can also adversely affect occupational functioning (---------->paralegalization)
because these individuals try to avoid the types of social situations that may be (---------->ortho-branton)
important for meeting the basic demands of the job or for advancement. (---------->ortho-thc)
Other disorders that are commonly diagnosed with avoidant personality disorder include (--------->ortho-encodes)
depressive, bipolar, and anxiety disorders, especially social anxiety disorder (social (---------->ortho-cjd)
phobia). Avoidant personality disorder is often diagnosed with dependent personality (---------->metaspied)
disorder, because individuals with avoidant personality disorder become very attached to (--------->meta-wetherell)
and dependent on those few other people with whom they are friends. Avoidant personality (--------->para-maxillary)
disorder also tends to be diagnosed with borderline personality disorder and with (---------->ortho-ataxic)
the Cluster A personality disorders (i.e., paranoid, schizoid, or schizotypal personality (---------->parainversion)
disorders). (---------->para-jeffery)
Prevalence (---------->para-fullsymptom)
Data from the 2001-2002 National Epidemiologic Survey on Alcohol and Related Conditions (--------->meta-neuronal)
suggest a prevalence of about 2.4% for avoidant personality disorder. (---------->meta-downy)
Development and Course (---------->para-rdoc)
The avoidant behavior often starts in infancy or childhood with shyness, isolation, and (---------->metanecrophilia)
fear of strangers and new situations. Although shyness in childhood is a common precursor (--------->meta-cluff)
of avoidant personality disorder, in most individuals it tends to gradually dissipate as (---------->orthodisordgrs)
they get older. In contrast, individuals who go on to develop avoidant personality disorder (--------->meta-desaturations)
may become increasingly shy and avoidant during adolescence and early adulthood, (---------->orthoreacting)
when social relationships with new people become especially important. There is some (---------->orthotingling)
evidence that in adults, avoidant personality disorder tends to become less evident or to (--------->ortho-stabbed)
remit with age. This diagnosis should be used with great caution in children and adolescents, (--------->meta-premeditated)
for whom shy and avoidant behavior may be developmentally appropriate. (---------->meta-amygdala)
Culture-Related Diagnostic issues (---------->para-mcallister)
There may be variation in the degree to which different cultural and ethnic groups regard (--------->ortho-ineligibility)
diffidence and avoidance as appropriate. Moreover, avoidant behavior may be the result (--------->ortho-orally)
of problems in acculturation following immigration. (---------->meta-silliness)
Gender-Related Diagnostic Issues (---------->para-numbing)
Avoidant personality disorder appears to be equally frequent in males and females. (---------->parafankhanel)
Differential Diagnosis (---------->para-neurotic)
Anxiety disorders. There appears to be a great deal of overlap between avoidant personality (--------->para-unconcerned)
disorder and social anxiety disorder (social phobia), so much so that they may be (---------->paratavares)
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alternative conceptualizations of the same or similar conditions. Avoidance also characterizes (--------->para-somatosensory)
both avoidant personality disorder and agoraphobia, and they often co-occur. (---------->paraperitraumatic)
Other personality disorders and personality traits. Other personality disorders may (---------->orthoindividu)
be confused with avoidant personality disorder because they have certain features in common. (--------->ortho-narcolepsy)
It is, therefore, important to distinguish among these disorders based on differences (---------->orthosoiling)
in their characteristic features. However, if an individual has personality features that (---------->metafermin)
meet criteria for one or more personality disorders in addition to avoidant personality disorder, (--------->ortho-buono)
all can be diagnosed. Both avoidant personality disorder and dependent personality (---------->metabruxism)
disorder are characterized by feelings of inadequacy, hypersensitivity to criticism, and (---------->metaneutropenia)
a need for reassurance. Although the primary focus of concern in avoidant personality (---------->orthoglucocorticoid)
disorder is avoidance of humiliation and rejection, in dependent personality disorder the (---------->parainternalization)
focus is on being taken care of. However, avoidant personality disorder and dependent (---------->orthounderdiagnose)
personality disorder are particularly likely to co-occur. Like avoidant personality disorder, (--------->meta-coexisting)
schizoid personality disorder and schizotypal personality disorder are characterized (---------->metaejaculatory)
by social isolation. However, individuals with avoidant personality disorder want to have (---------->parastagnation)
relationships with others and feel their loneliness deeply, whereas those with schizoid or (--------->ortho-antihypertensives)
schizotypal personality disorder may be content with and even prefer their social isolation. (--------->meta-phenotypes)
Paranoid personality disorder and avoidant personality disorder are both characterized (---------->paraflamboyant)
by a reluctance to confide in others. However, in avoidant personality disorder, this (---------->parareorganizing)
reluctance is attributable more to a fear of being embarrassed or being found inadequate (--------->meta-delimited)
than to a fear of others' malicious intent. (---------->ortho-kendler)
Many individuals display avoidant personality traits. Only when these traits are inflexible, (--------->para-misinterpretations)
maladaptive, and persisting and cause significant functional impairment or subjective (---------->parachoreic)
distress do they constitute avoidant personality disorder. (---------->para-mistreatment)
Personality change due to another medical condition. Avoidant personality disorder (---------->orthoinappropriately)
must be distinguished from personality change due to another medical condition, in (---------->orthoprovisionally)
which the traits that emerge are attributable to the effects of another medical condition on (--------->ortho-aroimd)
the central nervous system. (---------->para-jawdat)
Substance use disorders. Avoidant personality disorder must also be distinguished (---------->paragrossly)
from symptoms that may develop in association with persistent substance use. (---------->meta-nadir)
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Dependent Personality Disorder (---------->para-farooqui)
Diagnostic Criteria 301.6(F60.7) (---------->ortho-rohde)
A pervasive and excessive need to be taken care of that leads to submissive and clinging (--------->ortho-angryirritable)
behavior and fears of separation, beginning by early adulthood and present in a variety of (--------->para-berman)
contexts, as indicated by five (or more) of the following: (---------->para-dolgan)
1. Has difficulty making everyday decisions without an excessive amount of advice and (---------->orthomescaline)
reassurance from others. (---------->ortho-morphologically)
2. Needs others to assume responsibility for most major areas of his or her life. (---------->para-thumm)
3. Has difficulty expressing disagreement with others because of fear of loss of support (---------->metaneylan)
or approval. (Note: Do not include realistic fears of retribution.) (---------->ortho-bullied)
4. Has difficulty initiating projects or doing things on his or her own (because of a lack of (---------->parawalkup)
self-confidence in judgment or abilities rather than a lack of motivation or energy). (---------->metaovervaluatipn)
5. Goes to excessive lengths to obtain nurturance and support from others, to the point (---------->paraconmion)
of volunteering to do things that are unpleasant. (---------->meta-ibarra)
6. Feels uncomfortable or helpless when alone because of exaggerated fears of being (---------->orthoestrange)
unable to care for himself or herself. (---------->ortho-suppressant)
7. Urgently seeks another relationship as a source of care and support when a close relationship (--------->para-transcultural)
ends. (---------->meta-errands)
8. Is unrealistically preoccupied with fears of being left to take care of himself or herself. (--------->ortho-sanctioned)
Diagnostic Features (---------->ortho-gretchen)
The essential feature of dependent personality disorder is a pervasive and excessive need (--------->para-brainwashing)
to be taken care of that leads to submissive and clinging behavior and fears of separation. (--------->meta-kidnapping)
This pattern begins by early adulthood and is present in a variety of contexts. The dependent (--------->meta-bioavailable)
and submissive behaviors are designed to elicit caregiving and arise from a self-perception (--------->ortho-coprolalia)
of being unable to function adequately without the help of others. (---------->meta-rhinorrhea)
Individuals with dependent personality disorder have great difficulty making everyday (---------->paranighttime)
decisions (e.g., what color shirt to wear to work or whether to carry an umbrella) without (--------->ortho-seime)
an excessive amount of advice and reassurance from others (Criterion 1). These individuals (--------->para-syntonic)
tend to be passive and to allow other people (often a single other person) to take the initiative (--------->meta-commimltv)
and assume responsibility for most major areas of their lives (Criterion 2). Adults (---------->orthopreferring)
with this disorder typically depend on a parent or spouse to decide where they should (---------->orthoneurotransmitter)
live, what kind of job they should have, and which neighbors to befriend. Adolescents (---------->paramccue)
with this disorder may allow their parent(s) to decide what they should wear, with whom (---------->metasarcoma)
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they should associate, how they should spend their free time, and what school or college (--------->meta-perfectionist)
they should attend. This need for others to assume responsibility goes beyond age-appropriate (--------->meta-janeane)
and situation-appropriate requests for assistance from others (e.g., the specific (---------->ortho-worded)
needs of children, elderly persons, and handicapped persons). Dependent personality disorder (--------->ortho-neuropsychologists)
may occur in an individual who has a serious medical condition or disability, but in (---------->paraniklas)
such cases the difficulty in taking responsibility must go beyond what would normally be (--------->meta-paraneoplastic)
associated with that condition or disability. (---------->para-rotomanie)
Because they fear losing support or approval, individuals with dependent personality (---------->paradqb)
disorder often have difficulty expressing disagreement with other individuals, especially (---------->paralescent)
those on whom they are dependent (Criterion 3). These individuals feel so unable to function (--------->para-vengeful)
alone that they will agree with things that they feel are wrong rather than risk losing (---------->orthotoxicological)
the help of those to whom they look for guidance. They do not get appropriately angry at (--------->para-joelle)
others whose support and nurturance they need for fear of alienating them. If the individual's (--------->meta-cranky)
concerns regarding the consequences of expressing disagreement are realistic (e.g., (---------->paradopa)
realistic fears of retribution from an abusive spouse), the behavior should not be considered (--------->para-ibrahim)
to be evidence of dependent personality disorder. (---------->para-mcintyre)
Individuals with this disorder have difficulty initiating projects or doing things independently (--------->para-pressuring)
(Criterion 4). They lack self-confidence and believe that they need help to begin (---------->ortho-parikh)
and carry through tasks. They will wait for others to start things because they believe that (--------->ortho-kyomen)
as a rule others can do them better. These individuals are convinced that they are incapable (--------->ortho-inept)
of functioning independently and present themselves as inept and requiring constant assistance. (--------->para-dysphonia)
They are, however, likely to function adequately if given the assurance that someone (---------->metaruben)
else is supervising and approving. There may be a fear of becoming or appearing to be (---------->metaparkinsonism)
more competent, because they may believe that this will lead to abandonment. Because (--------->ortho-nonpurposive)
they rely on others to handle their problems, they often do not leam the skills of independent (--------->ortho-decidedly)
living, thus perpetuating dependency. (---------->para-enterohepatic)
Individuals with dependent personality disorder may go to excessive lengths to obtain (---------->orthodemotion)
nurturance and support from others, even to the point of volunteering for unpleasant (---------->metatebbs)
tasks if such behavior will bring the care they need (Criterion 5). They are willing to submit (--------->meta-moscicki)
to what others want, even if the demands are unreasonable. Their need to maintain an important (--------->ortho-grossly)
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bond will often result in imbalanced or distorted relationships. They may make extraordinary (--------->meta-httle)
self-sacrifices or tolerate verbal, physical, or sexual abuse. (It should be noted (---------->paramultisensory)
that this behavior should be considered evidence of dependent personality disorder only (--------->meta-alistair)
when it can clearly be established that other options are available to the individual.) Individuals (--------->ortho-fundamentalist)
with this disorder feel uncomfortable or helpless when alone, because of their exaggerated (--------->ortho-dyspareunia)
fears of being unable to care for themselves (Criterion 6). They will "tag along" (---------->paramcclenahan)
with important others just to avoid being alone, even if they are not interested or involved (--------->para-spared)
in what is happening. (---------->ortho-cipitants)
When a close relationship ends (e.g., a breakup with a lover; the death of a caregiver), individuals (--------->para-moscicki)
with dependent personality disorder may urgently seek another relationship to (---------->orthosomatoform)
provide the care and support they need (Criterion 7). Their belief that they are unable to (---------->metapostconflict)
function in the absence of a close relationship motivates these individuals to become quickly (--------->para-morin)
and indiscriminately attached to another individual. Individuals with this disorder are often (--------->para-outsiders)
preoccupied with fears of being left to care for themselves (Criterion 8). They see themselves (--------->ortho-extraneous)
as so totally dependent on the advice and help of an important other person that they worry (--------->meta-guillermo)
about being abandoned by that person when there are no grounds to justify such fears. To be (--------->ortho-lacunes)
considered as evidence of this criterion, the fears must be excessive and unrealistic. For example, (--------->ortho-sleepers)
an elderly man with cancer who moves into his son's household for care is exhibiting (---------->orthoclairvoyance)
dependent behavior that is appropriate given this person's life circumstances. (---------->meta-heizer)
Associated Features Supporting Diagnosis (---------->meta-noconsensus)
Individuals with dependent personality disorder are often characterized by pessimism (---------->metaothenvise)
and self-doubt, tend to belittle their abilities and assets, and may constantly refer to themselves (--------->para-carney)
as "stupid." They take criticism and disapproval as proof of their worthlessness and (---------->paraarbuckle)
lose faith in themselves. They may seek overprotection and dominance from others. Occupational (--------->meta-metaphors)
functioning may be impaired if independent initiative is required. They may (---------->meta-underlies)
avoid positions of responsibility and become anxious when faced with decisions. Social relations (--------->meta-pilar)
tend to be limited to those few people on whom the individual is dependent. There (---------->paraconsumes)
may be an increased risk of depressive disorders, anxiety disorders, and adjustment disorders. (--------->meta-sarin)
Dependent personality disorder often co-occurs with other personality disorders, (---------->metapremonitory)
especially borderline, avoidant, and histrionic personality disorders. Chronic physical illness (--------->ortho-sweene)
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or separation anxiety disorder in childhood or adolescence may predispose the individual (--------->meta-shemo)
to the development of this disorder. (---------->meta-objectivity)
Prevalence (---------->ortho-bobbing)
Data from the 2001-2002 National Epidemiologic Survey on Alcohol and Related Conditions (--------->ortho-ethnocultural)
yielded an estimated prevalence of dependent personality disorder of 0.49%, and dependent (--------->para-selfinduced)
personality was estimated, based on a probability subsample from Part II of the (---------->para-gow)
National Comorbidity Survey Replication, to be 0.6%. (---------->meta-chottera)
Deveiopment and Course (---------->meta-oropharyngeal)
This diagnosis should be used with great caution, if at all, in children and adolescents, for (--------->para-sedatives)
whom dependent behavior may be developmentally appropriate. (---------->ortho-caraballo)
Culture-Reiated Diagnostic issues (---------->ortho-fright)
The degree to which dependent behaviors are considered to be appropriate varies substantially (--------->para-valerio)
across different age and sociocultural groups. Age and cultural factors need to (---------->metashortness)
be considered in evaluating the diagnostic threshold of each criterion. Dependent behavior (--------->ortho-frankel)
should be considered characteristic of the disorder only when it is clearly in excess of (---------->orthoqase)
the individual's cultural norms or reflects unrealistic concerns. An emphasis on passivity, (--------->ortho-splittgerber)
politeness, and deferential treatment is characteristic of some societies and may be misinterpreted (--------->para-benzodiazepines)
as traits of dependent personality disorder. Similarly, societies may differentially (---------->metaunmixed)
foster and discourage dependent behavior in males and females. (---------->ortho-overactivity)
Gender-Reiated Diagnostic Issues (---------->meta-hallinarks)
In clinical settings, dependent personality disorder has been diagnosed more frequently in (--------->ortho-diagnosing)
females, although some studies report similar prevalence rates among males and females. (--------->para-heir)
Differential Diagnosis (---------->meta-avert)
Other mental disorders and medical conditions. Dependent personality disorder must (---------->metasores)
be distinguished from dependency arising as a consequence of other mental disorders (e.g., (--------->ortho-hypersonnnia)
depressive disorders, panic disorder, agoraphobia) and as a result of other medical conditions. (--------->ortho-psychoeducational)
Other personality disorders and personality traits. Other personality disorders may be (---------->parafag)
confused with dependent personality disorder because they have certain features in common. (--------->meta-asymmetric)
It is therefore important to distinguish among these disorders based on differences in (---------->parapai)
their characteristic features. However, if an individual has personality features that meet criteria (--------->ortho-mohamed)
for one or more personality disorders in addition to dependent personality disorder, all (---------->orthoproneness)
can be diagnosed. Although many personality disorders are characterized by dependent (--------->para-desai)
features, dependent personality disorder can be distinguished by its predominantly submissive, (--------->meta-cyanosis)
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reactive, and clinging behavior. Both dependent personality disorder and borderline (---------->metagrammatical)
personality disorder are characterized by fear of abandonment; however, the individual (---------->metaflirtatiousness)
with borderline personality disorder reacts to abandonment with feelings of emotional emptiness, (--------->para-falsification)
rage, and demands, whereas the individual with dependent personality disorder reacts (---------->paraimpatient)
with increasing appeasement and submissiveness and urgently seeks a replacement (---------->parafugues)
relationship to provide caregiving and support. Borderline personality disorder can further (--------->ortho-lobule)
be distinguished from dependent personality disorder by a typical pattern of unstable and (--------->meta-amoxapine)
intense relationships. Individuals with histrionic personality disorder, like those with dependent (--------->ortho-suspecting)
personality disorder, have a strong need for reassurance and approval and may appear (---------->paraintaice)
childlike and clinging. However, unlike dependent personality disorder, which is (---------->metanonclinical)
characterized by self-effacing and docile behavior, histrionic personality disorder is characterized (--------->para-hypoalbuminemia)
by gregarious flamboyance with active demands for attention. Both dependent (---------->orthoanhedonic)
personality disorder and avoidant personality disorder are characterized by feelings of inadequacy, (--------->meta-interprets)
hypersensitivity to criticism, and a need for reassurance; however, individuals (---------->para-stanek)
with avoidant personality disorder have such a strong fear of humiliation and rejection that (--------->meta-leoneen)
they withdraw until they are certain they will be accepted. In contrast, individuals with dependent (--------->meta-samuels)
personality disorder have a pattern of seeking and maintaining connections to important (--------->ortho-gaudioso)
others, rather than avoiding and withdrawing from relationships. (---------->para-idiomatic)
Many individuals display dependent personality traits. Orüy when these traits are inflexible, (--------->meta-flattering)
maladaptive, and persisting and cause significant functional impairment or subjective (---------->metaabihty)
distress do they constitute dependent personality disorder. (---------->ortho-noncastrated)
Personality change due to another medical condition. Dependent personality disorder (---------->orthomisshapen)
must be distinguished from personality change due to another medical condition, in (---------->metadysphagia)
which the traits that emerge are attributable to the effects of another medical condition on (--------->para-reconceptualized)
the central nervous system. (---------->ortho-assaultive)
Substance use disorders. Dependent personality disorder must also be distinguished (---------->parafimction)
from symptoms that may develop in association with persistent substance use. (---------->meta-lias)
Obsessive-Compulsive Personality Disorder (---------->meta-incipient)
Diagnostic Criteria 301.4 (F60.5) (---------->meta-waiter)
A pervasive pattern of preoccupation with orderliness, perfectionism, and mental and intefersonal (--------->para-disfigurement)
control, at the expense of flexibility, openness, and efficiency, beginning by (---------->ortho-callous)
early adulthood and present in a variety of contexts, as indicated by four (or more) of the (--------->ortho-frightened)
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following: (---------->ortho-patency)
1. Is preoccupied with details, rules, lists, order, organization, or schedules to the extent (---------->paradizocilpine)
that the major point of the activity is lost. (---------->para-tracts)
2. Shows perfectionism that interferes with task completion (e.g., is unable to complete a (--------->meta-bauermeister)
project because his or her own overly strict standards are not met). (---------->para-redline)
3. Is excessively devoted to work and productivity to the exclusion of leisure activities and (--------->para-stemming)
friendships (not accounted for by obvious economic necessity). (---------->meta-intensities)
4. Is overconscientious, scrupulous, and inflexible about matters of morality, ethics, or (---------->paratliere)
values (not accounted for by cultural or religious identification). (---------->ortho-misrepresentation)
5. Is unable to discard worn-out or worthless objects even when they have no sentimental (--------->para-overestimate)
value. (---------->meta-jafet)
6. Is reluctant to delegate tasks or to work with others unless they submit to exactly his (---------->paragio)
or her way of doing things. (---------->para-lem)
7. Adopts a miserly spending style toward both self and others; money is viewed as (---------->metamermelstein)
something to be hoarded for future catastrophes. (---------->ortho-feminizing)
8. Shows rigidity and stubbornness. (---------->meta-stomachaches)
Diagnostic Features (---------->ortho-actigraphy)
The essential feature of obsessive-compulsive personality disorder is a preoccupation (---------->orthogerms)
with orderliness, perfectionism, and mental and interpersonal control, at the expense of (---------->metapalate)
flexibility, openness, and efficiency. This pattern begins by early adulthood and is present (--------->ortho-amoxapine)
in a variety of contexts. (---------->para-sclerosed)
Individuals with obsessive-compulsive personality disorder attempt to maintain a (---------->metabelinda)
sense of control through painstaking attention to rules, trivial details, procedures, lists, (---------->orthoepidemiological)
schedules, or form to the extent that the major point of the activity is lost (Criterion 1). They (--------->para-coker)
are excessively careful and prone to repetition, paying extraordinary attention to detail (---------->metaglib)
and repeatedly checking for possible mistakes. They are oblivious to the fact that other (---------->parabroadley)
people tend to become very annoyed at the delays and inconveniences that result from this (--------->para-sustains)
behavior. For example, when such individuals misplace a list of things to be done, they (---------->metaaneita)
will spend an inordinate amount of time looking for the list rather than spending a few (---------->parakwame)
moments re-creating it from memory and proceeding to accomplish the tasks. Time is (---------->orthobarbaree)
poorly allocated, and the most important tasks are left to the last moment. The perfectionism (--------->ortho-anorectal)
and self-imposed high standards of performance cause significant dysfunction and (---------->metaneoplasia)
distress in these individuals. They may become so involved in making every detail of a (---------->metaconduction)
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project absolutely perfect that the project is never finished (Criterion 2). For example, the (--------->ortho-precondition)
completion of a written report is delayed by numerous time-consuming rewrites that all (---------->paraprodromal)
come up short of "perfection." Deadlines are missed, and aspects of the individual's life (---------->metadevlin)
that are not the current focus of activity may fall into disarray. (---------->meta-squirms)
Individuals with obsessive-compulsive personality disorder display excessive devotion (---------->parainterdependence)
to work and productivity to the exclusion of leisure activities and friendships (Criterion 3). (--------->para-brotto)
This behavior is not accounted for by economic necessity. They often feel that they do not (--------->para-tliere)
have time to take an evening or a weekend day off to go on an outing or to just relax. They (--------->meta-hypermobility)
may keep postponing a pleasurable activity, such as a vacation, so that it may never occur. (--------->para-steinman)
When they do take time for leisure activities or vacations, they are very uncomfortable unless (--------->ortho-somnolence)
they have taken along something to work on so they do not "waste time." There may be (---------->paraselflimited)
a great concentration on household chores (e.g., repeated excessive cleaning so that "one (--------->meta-alvarez)
could eat off the floor"). If they spend time with friends, it is likely to be in some kind of formally (--------->meta-ingested)
organized activity (e.g., sports). Hobbies or recreational activities are approached as (---------->orthotric)
serious tasks requiring careful organization and hard work to master. The emphasis is on (--------->meta-ierate)
perfect performance. These individuals turn play into a structured task (e.g., correcting an (--------->para-undue)
infant for not putting rings on the post in the right order; telling a toddler to ride his or her tricycle (--------->meta-inhibitions)
in a straight line; turning a baseball game into a harsh "lesson"). (---------->meta-resentful)
Individuals with obsessive-compulsive personality disorder may be excessively conscientious, (--------->para-meana)
scrupulous, and inflexible about matters of morality, ethics, or values (Criterion (---------->ortho-gastritis)
4). They may force themselves and others to follow rigid moral principles and very (---------->orthointensification)
strict standards of performance. They may also be mercilessly self-critical about their own (--------->ortho-thg)
mistakes. Individuals with this disorder are rigidly deferential to authority and rules and (---------->paraintracranial)
insist on quite literal compliance, with no rule bending for extenuating circumstances. For (--------->para-tivg)
example, the individual will not lend a quarter to a friend who needs one to make a telephone (--------->ortho-shemo)
call because "neither a borrower nor a lender be" or because it would be "bad" for (---------->metadyskinesias)
the person's character. These qualities should not be accounted for by the individual's cultural (--------->meta-cih)
or religious identification. (---------->ortho-trinucleotide)
Individuals with this disorder may be unable to discard worn-out or worthless objects, (---------->metamahowald)
even when they have no sentimental value (Criterion 5). Often these individuals will admit (--------->ortho-avert)
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to being "pack rats." They regard discarding objects as wasteful because "you never (---------->orthorutberg)
know when you might need something" and will become upset if someone tries to get rid of (--------->para-foi)
the things they have saved. Their spouses or roommates may complain about the amount of (--------->ortho-beckham)
space taken up by old parts, magazines, broken appliances, and so on. (---------->meta-laziness)
Individuals with obsessive-compulsive personality disorder are reluctant to delegate (---------->orthotingling)
tasks or to work with others (Criterion 6). They stubbornly and unreasonably insist that (---------->orthohatcher)
everything be done their way and that people conform to their way of doing things. They (--------->meta-misinterpret)
often give very detailed instructions about how things should be done (e.g., there is one (---------->metadevising)
and only one way to mow the lawn, wash the dishes, build a doghouse) and are surprised (--------->meta-foreplay)
and irritated if others suggest creative alternatives. At other times they may reject offers of (--------->ortho-necessities)
help even when behind schedule because they believe no one else can do it right. (---------->metadelmonico)
Individuals with this disorder may be miserly and stingy and maintain a standard of (---------->metafrasure)
living far below what they can afford, believing that spending must be tightly controlled to (--------->para-succinctly)
provide for future catastrophes (Criterion 7). Obsessive-compulsive personality disorder (--------->ortho-undeserving)
is characterized by rigidity and stubbornness (Criterion 8). Individuals with this disorder (---------->metadanenberg)
are so concerned about having things done the one "correct" way that they have trouble (--------->meta-feces)
going along with anyone else's ideas. These individuals plan ahead in meticulous detail (---------->paraligands)
and are unwilling to consider changes. Totally wrapped up in their own perspective, they (--------->meta-lohl)
have difficulty acknowledging the viewpoints of others. Friends and colleagues may become (--------->ortho-eran)
frustrated by this constant rigidity. Even when individuals with obsessive-compulsive (---------->metaunfamiliarity)
personality disorder recognize that it may be in their interest to compromise, they (---------->paraconrmion)
may stubbornly refuse to do so, arguing that it is "the principle of the thing." (---------->ortho-idalia)
Associated Features Supporting Diagnosis (---------->para-behaving)
When rules and established procedures do not dictate the correct answer, decision making (--------->meta-widened)
may become a time-consuming, often painful process. Individuals with obsessivecompulsive (--------->para-dealmeida)
personality disorder may have such difficulty deciding which tasks take priority (---------->meta-coryell)
or what is the best way of doing some particular task that they may never get started (---------->paraeisner)
on anything. They are prone to become upset or angry in situations in which they are not (--------->meta-defers)
able to maintain control of their physical or interpersonal environment, although the anger (--------->ortho-mahendra)
is typically not expressed directly. For example, an individual may be angry when service (--------->meta-feedings)
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in a restaurant is poor, but instead of complaining to the management, the individual (---------->orthononcoma)
ruminates about how much to leave as a tip. C3n other occasions, anger may be expressed (--------->ortho-polysomnography)
with righteous indignation over a seemingly minor matter. Individuals with this disorder (---------->orthoespinoza)
may be especially attentive to their relative status in dominance-submission relationships (--------->meta-nonadherence)
and may display excessive deference to an authority they respect and excessive resistance (--------->ortho-steffanie)
to authority they do not respect. (---------->meta-suffice)
Individuals with this disorder usually express affection in a highly controlled or stilted (---------->parasnorted)
fashion and may be very uncomfortable in the presence of others who are emotionally expressive. (--------->meta-bustillo)
Their everyday relationships have a formal and serious quality, and they may be (---------->paratenseness)
stiff in situations in which others would smile and be happy (e.g., greeting a lover at the (---------->metapassively)
airport). They carefully hold themselves back until they are sure that whatever they say (---------->parafoxpz)
will be perfect. They may be preoccupied with logic and intellect, and intolerant of affective (--------->para-anecdotally)
behavior in others. They often have difficulty expressing tender feelings, rarely paying (---------->paratazza)
compliments. Individuals with this disorder may experience occupational difficulties (---------->orthoeartha)
and distress, particularly when confronted with new situations that demand flexibility (---------->paraalopecia)
and compromise. (---------->para-tardive)
Individuals with anxiety disorders, including generalized anxiety disorder, social anxiety (---------->paranonmonosymptomatic)
disorder (social phobia), and specific phobias, and obsessive-compulsive disorder (OCD) (--------->ortho-schover)
have an increased likelihood of having a personality disturbance that meets criteria for obsessive- (--------->meta-alphasynuclein)
compulçive personality disorder. Even so, it appears that the majority of individuals (---------->orthointuitively)
with OCD do not have a pattern of behavior that meets criteria for this personality (---------->parasmartest)
disorder. Many of the features of obsessive-compulsive personality disorder overlap with (--------->ortho-uninformative)
type A personality characteristics (e.g., preoccupation with work, competitiveness, time (---------->metaaminotransferase)
urgency), and these features may be present in people at risk for myocardial infarction. (---------->paramiriyala)
There may be an association between obsessive-compulsive personality disorder and depressive (--------->ortho-oland)
and bipolar disorders and eating disorders. (---------->para-minimally)
Prevalence (---------->meta-dmt)
Obsessive-compulsive personality disorder is one of the most prevalent personality disorders (--------->para-entrain)
in the general population, with estimated prevalence ranging from 2.1% to 7.9%. (---------->paradisinhiblted)
Culture-Related Diagnostic Issues (---------->meta-eartha)
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In assessing an individual for obsessive-compulsive personality disorder, the clinician (---------->orthoevoke)
should not include those behaviors that reflect habits, customs, or interpersonal styles that (--------->para-dysreguiation)
are culturally sanctioned by the individual's reference group. Certain cultures place substantial (--------->meta-pcp)
emphasis on work and productivity; the resulting behaviors in members of those (---------->paraprohibitions)
societies need not be considered indications of obsessive-compulsive personality disorder. (--------->para-bleiberg)
Gender-Related Diagnostic Issues (---------->ortho-paroxetine)
In systematic studies, obsessive-compulsive personality disorder appears to be diagnosed (--------->para-neoplasm)
about twice as often among males. (---------->para-kruse)
Differential Diagnosis (---------->ortho-interfering)
Obsessive-compulsive disorder. Despite the similarity in names, OCD is usually easily (---------->metaanticipates)
distinguished from obsessive-compulsive personality disorder by the presence of true obsessions (--------->meta-socializing)
and compulsions in OCD. When criteria for both obsessive-compulsive personality (---------->metasalience)
disorder and OCD are met, both diagnoses should be recorded. (---------->para-baumgardner)
Hoarding disorder. A diagnosis of hoarding disorder should be considered especially (---------->orthoobstetric)
when hoarding is extreme (e.g., accumulated stacks of worthless objects present a fire hazard (--------->para-dysphoriq)
and make it difficult for others to walk through the house). When criteria for both obsessive- (--------->para-menefee)
compulsive personality disorder and hoarding disorder are met, both diagnoses (---------->para-zibert)
should be recorded. (---------->para-reexperienced)
Other personality disorders and personality traits. Other personality disorders may (---------->metasubstsncg)
be confused with obsessive-compulsive personality disorder because they have certain (---------->orthothiethylperazine)
features in common. It is, therefore, important to distinguish among these disorders based (--------->ortho-waruinge)
on differences in their characteristic features. However, if an individual has personality (---------->metanida)
features that meet criteria for one or more personality disorders in addition to obsessivecompulsive (--------->para-prewett)
personality disorder, all can be diagnosed. Individuals with narcissistic personality (---------->para-dido)
disorder may also profess a commitment to perfectionism and believe that others (---------->orthopunishing)
cannot do things as well, but these individuals are more likely to believe that they have (---------->orthocoker)
achieved perfection, whereas those with obsessive-compulsive personahty disorder are (--------->ortho-rubio)
usually self-critical. Individuals with narcissistic or antisocial personality disorder lack (---------->orthopoli)
generosity but will indulge themselves, whereas those with obsessive-compulsive personality (--------->meta-obtundation)
disorder adopt a miserly spending style toward both self and others. Both schizoid (---------->orthojeannette)
personality disorder and obsessive-compulsive personality disorder may be characterized (--------->para-trichophagia)
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by an apparent formality and social detachment. In obsessive-compulsive personality disorder, (--------->ortho-addimedical)
this stems from discomfort with emotions and excessive devotion to work, whereas (---------->parakuny)
in schizoid personality disorder there is a fundamental lack of capacity for intimacy. (---------->para-pco)
Obsessive-compulsive personality traits in moderation may be especially adaptive, particularly (--------->meta-ecchymoses)
in situations that reward high performance. Only when these traits are inflexible, (---------->paramescaline)
maladaptive, and persisting and cause significant functional impairment or subjective distress (--------->meta-alonzo)
do they constitute obsessive-compulsive personality disorder. (---------->ortho-fluoxetine)
Personality change due to another medical condition. Obsessive-compulsive personality (--------->ortho-multisyllable)
disorder must be distinguished from personality change due to another medical condition, (--------->meta-conveys)
in which the traits emerge attributable to the effects of another medical condition (---------->metatransurethral)
on the central nervous system. (---------->para-nape)
Substance use disorders. Obsessive-compulsive personality disorder must also be distinguished (--------->meta-dexterity)
from symptoms that may develop in association with persistent substance use. (---------->metasmokeless)
Other Personality Disorders (---------->meta-volitional)
Personality Change (---------->meta-gerring)
Due to Another Medical Condition (---------->para-tonic)
Diagnostic Criteria 310.1 (F07.0) (---------->ortho-oculography)
A. A persistent personality disturbance that represents a change fronn the individual’s previous (--------->ortho-humiliated)
characteristic personality pattern. (---------->meta-pathologized)
Note: In children, the disturbance involves a marked deviation from normal development (--------->ortho-saha)
or a significant change in the child’s usual behavior patterns, lasting at least (---------->para-grogginess)
1 year. (---------->ortho-obtundation)
B. There is evidence from the history, physical examination, or laboratory findings that the (--------->para-esophageal)
disturbance is the direct pathophysiological consequence of another medical condition. (---------->paracircumvent)
C. The disturbance is not better explained by another mental disorder (including another (--------->ortho-tliere)
mental disorder due to another medical condition). (---------->ortho-whipple)
D. The disturbance does not occur exclusively during the course of a delirium. (---------->orthohandicaps)
E. The disturbance causes clinically significant distress or impairment in social, occupational, (--------->meta-waxing)
or other important areas of functioning. (---------->meta-sanjaya)
Specify whether: (---------->meta-adriana)
Labile type: If the predominant feature is affective lability. (---------->para-presenilin)
Disinhibited type: If the predominant feature is poor impulse control as evidenced by (---------->metatactilely)
sexual indiscretions, etc. (---------->meta-hypoxia)
Aggressive type: If the predominant feature is aggressive behavior. (---------->ortho-nonspousal)
Apathetic type: If the predominant feature is marked apathy and indifference. (---------->meta-bailout)
Paranoid type: If the predominant feature is suspiciousness or paranoid ideation. (---------->metayelling)
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Other type: If the presentation is not characterized by any of the above subtypes. (---------->metaprolonging)
Combined type: If more than one feature predominates in the clinical picture. (---------->para-westem)
Unspecified type (---------->meta-personahty)
Coding note: Include the name of the other medical condition (e.g., 310.1 [F07.0] personality (--------->para-dissociativity)
change due to temporal lobe epilepsy). The other medical condition should be coded (---------->orthovictimization)
and listed separately immediately before the personality disorder due to another medical (--------->ortho-distressing)
condition (e.g., 345.40 [G40.209] temporal lobe epilepsy; 310.1 [F07.0] personality (---------->paradepressant)
change due to temporal lobe epilepsy). (---------->ortho-nonmonosymptomatic)
Subtypes (---------->para-wheezing)
The particular {Personality change can be specified by indicating the symptom presentation (--------->meta-ator)
that predominates in the clinical presentation. (---------->ortho-solaleh)
Diagnostic Features (---------->ortho-postmarketing)
The essential feature of a personality change due to another medical condition is a persistent (--------->para-pica)
personality disturbance that is judged to be due to the direct pathophysiological effects (---------->orthowidaman)
of a medical condition. The personality disturbance represents a change from the (---------->orthogastroparesis)
individual's previous characteristic personality pattern. In children, this condition may be (---------->parahallucinogen)
manifested as a marked deviation from normal development rather than as a change in a (--------->ortho-drescher)
stable personality pattern (Criterion A). There must be evidence from the history, physical (--------->para-tore)
examination, or laboratory findings that the personality change is the direct physiological (--------->ortho-cavazos)
consequence of another medical condition (Criterion B). The diagnosis is not given if the (--------->para-anecdotally)
disturbance is better explained by another mental disorder (Criterion C). The diagnosis is (--------->para-tetrahydrocannabinol)
not given if the disturbance occurs exclusively during the course of a delirium (Criterion (---------->orthoreceptive)
D). The disturbance must also cause clinically significant distress or impairment in social, (--------->ortho-dysfluencies)
occupational, or other important areas of functioning (Criterion E). (---------->ortho-hyperresponsibility)
Common manifestations of the personality change include affective instability, poor (---------->orthounderachievement)
impulse control, outbursts of aggression or rage grossly out of proportion to any precipitating (--------->para-discontinuities)
psychosocial stressor, marked apathy, suspiciousness, or paranoid ideation. The (---------->para-arlene)
phenomenology of the change is indicated using the subtypes listed in the criteria set. An (--------->para-deceptive)
individual with the disorder is often characterized by others as "not himself [or herself]." (---------->metahallinarks)
Although it shares the term "personality" with the other personality disorders, this diagnosis (--------->para-intimidate)
is distinct by virtue of its specific etiology, different phenomenology, and more variable (---------->paramonoxide)
onset and course. (---------->ortho-pcp)
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The clinical presentation in a given individual may depend on the nature and localization (---------->paraoverweening)
of the pathological process. For example, injury to the frontal lobes may yield symptoms (--------->ortho-embarassment)
such as lack of judgment or foresight, facetiousness, disinhibition, and euphoria. (---------->orthodisulfiram)
Right hemisphere strokes have often been shown to evoke personality changes in association (--------->meta-schechter)
with unilateral spatial neglect, anosognosia (i.e., inability of the individual to (---------->meta-jing)
recognize a bodily or functional deficit, such as the existence of hemiparesis), motor impersistence, (--------->ortho-scaletta)
and other neurological deficits. (---------->ortho-aggressiveness)
Associated Features Supporting Diagnosis (---------->meta-uei)
A variety of neurological and other medical conditions may cause personality changes, (---------->orthorelapsing)
including central nervous system neoplasms, head trauma, cerebrovascular disease, (---------->parabaskin)
Huntington's disease, epilepsy, infectious conditions with central nervous system involvement (--------->para-thrusting)
(e.g., HIV), endocrine conditions (e.g., hypothyroidism, hypo- and hyperadrenocorticism), (--------->para-papetti)
and autoimmune conditions with central nervous system involvement (e.g., (---------->para-worster)
systemic lupus erythematosus). The associated physical examination findings, laboratory (--------->meta-warfarin)
findings, and patterns of prevalence and onset reflect those of the neurological or other (---------->paranof)
medical condition involved. (---------->meta-anxiolyticrelated)
Differentiai Diagnosis (---------->ortho-stimulant)
Chronic medical conditions associated with pain and disability. Chronic medical conditions (--------->meta-laxatives)
associated with pain and disability can also be associated with changes in personality. (---------->parashen)
The diagnosis of personality change due to another medical condition is given only (---------->metaparaneoplastic)
if a direct pathophysiological mechanism can be established. This diagnosis is not given if (--------->para-boldface)
the change is due to a behavioral or psychological adjustment or response to another medical (--------->meta-rawson)
condition (e.g., dependent behaviors that result from a need for the assistance of others (--------->meta-syphilis)
following a severe head trauma, cardiovascular disease, or dementia). (---------->para-workbased)
Delirium or major neurocognitive disorder. Personality change is a frequently associated (--------->meta-prosocial)
feature of a delirium or major neurocognitive disorder. A separate diagnosis of personality (--------->ortho-variably)
change due to another medical condition is not given if the change occurs exclusively (---------->paraberman)
during the course of a delirium. However, the diagnosis of personality change due to another (--------->para-autogynephiiia)
medical condition may be given in addition to the diagnosis of major neurocognitive (---------->paracarrion)
disorder if the personality change is a prominent part of the clinical presentation. (---------->metasuggestibility)
Another mental disorder due to another medical condition. The diagnosis of personality (---------->metamedicationrelated)
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change due to another medical condition is not given if the disturbance is better explained (--------->ortho-pbk)
by another mental disorder due to another medical condition (e.g., depressive (---------->paradimorphism)
disorder due to brain tumor). (---------->meta-betrayed)
Substance use disorders. Personality changes may also occur in the context of substance (--------->meta-fraternities)
use disorders, especially if the disorder is long-standing. The clinician should inquire carefully (--------->meta-alonzo)
about the nature and extent of substance use. If the clinician wishes to indicate an etiological
relationship (---------->para-attei)
between the personality change and substance use, the unspecified category for the (---------->paradyslexia)
specific substance (e.g., unspecified stimulant-related disorder) can be used. (---------->ortho-moun)
Other mental disorders. Marked personality changes may also be an associated feature (--------->ortho-predictor)
of other mental disorders (e.g., schizophrenia; delusional disorder; depressive and bipolar (--------->ortho-nonprescribed)
disorders; other specified and unspecified disruptive behavior, impulse-control, and conduct (--------->ortho-enuresis)
disorders; panic disorder). However, in these disorders, no specific physiological factor (---------->metahemorrhage)
is judged to be etiologically related to the personality change. (---------->para-lanius)
Other personality disorders. Personality change due to another medical condition can (---------->metamarta)
be distinguished from a personality disorder by the requirement for a clinically significant (--------->ortho-recoded)
change from baseline personality functioning and the presence of a specific etiological (---------->paracarlino)
medical condition. (---------->meta-possessing)
Other Specified Personality Disorder (---------->para-schizophreniform)
301.89 (F60.89) (---------->ortho-inflection)
This category applies to presentations in wliich symptoms characteristic of a personality (---------->metanormocapneic)
disorder that cause clinically significant distress or impairment in social, occupational, or (--------->ortho-amylase)
other important areas of functioning predominate but do not meet the full criteria for any of (--------->para-sociai)
the disorders in the personality disorders diagnostic class. The other specified personality (--------->para-engages)
disorder category is used in situations in which the clinician chooses to communicate the (--------->ortho-predominant)
specific reason that the presentation does not meet the criteria for any specific personality (--------->para-carcinogenic)
disorder. This is done by recording “other specified personality disorder” followed by the (--------->ortho-beiiefs)
specific reason (e.g., “mixed personality features”). (---------->ortho-amcriccin)
Unspecified Personality Disorder (---------->meta-perlman)
301.9 (F60.9) (---------->para-repress)
This category applies to presentations in which symptoms characteristic of a personality (--------->meta-waugh)
disorder that cause clinically significant distress or impairment in social, occupational, or (--------->ortho-marrying)
other important areas of functioning predominate but do not meet the full criteria for any of (--------->ortho-atropine)
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the disorders in the personality disorders diagnostic class. The unspecified personality (---------->metasufferings)
disorder category is used in situations in which the clinician chooses not to specify the reason (--------->ortho-witik)
that the criteria are not met for a specific personality disorder, and includes presentations (--------->ortho-nystagm)
in which there is insufficient information to make a more specific diagnosis. (---------->metanonmedically)
ParapKilic (---------->ortho-anxiolytic)
Disorders (---------->para-hypomagnesemia)
Psrsphilic disorders included in this manual are voyeuristic disorder (spying on (---------->meta-mutiso)
others in private activities), exhibitionistic disorder (exposing the genitals), frotteuristic (---------->paraalbana)
disorder (touching or rubbing against a nonconsenting individual), sexual masochism (---------->orthoseime)
disorder (undergoing humiliation, bondage, or suffering), sexual sadism disorder (inflicting (--------->para-sldlls)
humiliation, bondage, or suffering), pedophilic disorder (sexual focus on children), fetishistic (--------->para-bilaterally)
disorder (using nonliving objects or having a highly specific focus on nongenital (---------->para-zachary)
body parts), and transvestic disorder (engaging in sexually arousing cross-dressing). (---------->orthocrohn)
These disorders have traditionally been selected for specific listing and assignment of explicit (--------->ortho-behling)
diagnostic criteria in DSM for two main reasons: they are relatively common, in relation (---------->metanonspecific)
to other paraphilic disorders, and some of them entail actions for their satisfaction (---------->orthowiped)
that, because of their noxiousness or potential harm to others, are classed as criminal offenses. (--------->meta-postsurgical)
The eight listed disorders do not exhaust the list of possible paraphilic disorders. (---------->orthodermatological)
Many dozens of distinct paraphilias have been identified and named, and almost any of (---------->metaprotrusion)
them could, by virtue of its negative consequences for the individual or for others, rise to (---------->parasuggeshng)
the level of a paraphilic disorder. The diagnoses of the other specified and unspecified (---------->paramusculature)
paraphilic disorders are therefore indispensable and will be required in many cases. (---------->orthokrista)
In this chapter, the order of presentation of the listed paraphilic disorders generally (---------->para-rolin)
corresponds to common classification schemes for these conditions. The first group of (---------->orthoimpedes)
disorders is based on anomalous activity preferences. These disorders are subdivided into (--------->meta-foiiowing)
courtship disorders, which resemble distorted components of human courtship behavior (--------->ortho-xli)
(voyeuristic disorder, exhibitionistic disorder, and frotteuristic disorder), and algolagnie (---------->parabuprenorphine)
disorders, which involve pain and suffering (sexual masochism disorder and sexual sadism (--------->meta-gsting)
disorder). The second group of disorders is based on anomalous target preferences. These (--------->meta-unsatisfactory)
disorders include one directed at other humans (pedophilic disorder) and two directed (---------->parawozniak)
elsewhere (fetishistic disorder and transvestic disorder). (---------->meta-lina)
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The term paraphilia denotes any intense and persistent sexual interest other than sexual (--------->ortho-predominates)
interest in genital stimulation or preparatory fondling with phenotypically normal, physically (--------->meta-plausibility)
mature, consenting human partners. In some circumstances, the criteria "intense (---------->metastimulantinduced)
and persistent" may be difficult to apply, such as in the assessment of persons who are (---------->parahypoemotionality)
very old or medically ill and who may not have "intense" sexual interests of any kind. In (---------->parasubstsncg)
such circumstances, the term paraphilia may be defined as any sexual interest greater than (--------->meta-akathisia)
or equal to normophilic sexual interests. There are also specific paraphilias that are generally (--------->ortho-unipolar)
better described as preferential sexual interests than as intense sexual interests. (---------->orthoarousals)
Some paraphilias primarily concern the individual's erotic activities, and others primarily (---------->metatremor)
concern the individual's erotic targets. Examples of the former would include intense (---------->metamckitty)
and persistent interests in spanking, whipping, cutting, binding, or strangulating (---------->ortho-glues)
another person, or an interest in these activities that equals or exceeds the individual's interest (--------->ortho-hypoalbuminemia)
in copulation or equivalent interaction with another person. Examples of the latter (---------->paramultifactorial)
would include intense or preferential sexual interest in children, corpses, or amputees (as (--------->ortho-psychosexual)
a class), as well as intense or preferential interest in nonhuman animals, such as horses or (--------->ortho-godehard)
dogs, or in inanimate objects, such as shoes or articles made of rubber. (---------->ortho-aufism)
A paraphilic disorder is a paraphilia that is currently causing distress or impairment to the (--------->para-ehrlich)
individual or a paraphilia whose satisfaction has entailed personal harm, or risk of harm, to (--------->para-marilee)
others. A paraphilia is a necessary but not a sufficient condition for having a paraphilic disorder, (--------->ortho-organophosphates)
and a paraphilia by itself does not necessarily justify or require clinical intervention. (---------->metainsults)
In the diagnostic criteria set for each of the listed paraphilic disorders. Criterion A specifies (--------->meta-electrocardiographic)
the qualitative nature of the paraphilia (e.g., an erotic focus on children or on exposing tiie genitals (--------->para-marmar)
to strangers), and Criterion B specifies the negative consequences of the paraphilia (i.e., (--------->ortho-psycliotic)
distress, impairment, or harm to others). In keeping with the distinction between paraphilias (--------->meta-predicaments)
and paraphilic disorders, the term diagnosis should be reserved for individuals who meet both (--------->ortho-dlb)
Criteria A and B (i.e., individuals who have a paraphilic disorder). If an individual meets Criterion (--------->meta-polysubstance)
A but not Criterion B for a particular paraphilia—a circumstance that might arise when (---------->metaparapkilic)
a benign paraphilia is discovered during the clinical investigation of some other condition— (--------->ortho-simonds)
then the individual may be said to have that paraphilia but not a paraphilic disorder. (---------->orthomessina)
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It is not rare for an individual to manifest two or more paraphilias. In some cases, the paraphilic (--------->meta-scaletta)
foci are closely related and the connection between the paraphilias is intuitively comprehensible (--------->ortho-visuoconstructional)
(e.g., foot fetishism and shoe fetishism). In other cases, the connection between the (---------->paragoaldirected)
paraphilias is not obvious, and the presence of multiple paraphilias may be coincidental or else (--------->ortho-perseverative)
related to some generalized vulnerability to anomalies of psychosexual development. In any (--------->meta-uninformative)
event, comorbid diagnoses of separate paraphilic disorders may be warranted if more than (--------->meta-suppressant)
one paraphilia is causing suffering to the individual or harm to others. (---------->ortho-rephrased)
Because of the two-pronged nature of diagnosing paraphilic disorders, clinician-rated (---------->orthoescalation)
or self-rated measures and severity assessments could address either the strength of the (--------->ortho-hofmann)
paraphilia itself or the seriousness of its consequences. Although the distress and impairment (--------->meta-rephrasing)
stipulated in the Criterion B are special in being the immediate or ultimate result of (---------->orthourgently)
the paraphilia and not primarily the result of some other factor, the phenomena of reactive (--------->meta-kidnapping)
depression, anxiety, guilt, poor work history, impaired social relations, and so on are not (---------->parahandicaps)
unique in themselves and may be quantified with multipurpose measures of psychosocial (--------->meta-shinkei)
functioning or quality of life. (---------->para-comorbidities)
The most widely applicable framework for assessing the strength of a paraphilia itself (---------->metahypermetabolism)
is one in which examinees' paraphilic sexual fantasies, urges, or behaviors are evaluated in (--------->meta-huegel)
relation to their normophilic sexual interests and behaviors. In a clinical interview or on (---------->orthoburstein)
self-administered questionnaires, examinees can be asked whether their paraphilic sexual (--------->para-ignores)
fantasies, urges, or behaviors are weaker than, approximately equal to, or stronger than (--------->ortho-dexterity)
their normophilic sexual interests and behaviors. This same type of comparison can be, (---------->orthonyhan)
and usually is, employed in psychophysiological measures of sexual interest, such as penile (--------->para-scientifically)
plethysmography in males or viewing time in males and females. (---------->para-psrsphilic)
Voyeuristic Disorder (---------->meta-voyeurishc)
Diagnostic Criteria 302.82 (F65.3) (---------->meta-spatano)
A. Over a period of at least 6 months, recurrent and intense sexual arousal from observing (--------->para-rarity)
an unsuspecting person who is naked, in the process of disrobing, or engaging in (---------->metaniglitmare)
sexual activity, as manifested by fantasies, urges, or behaviors. (---------->para-ussler)
B. The individual has acted on these sexual urges with a nonconsenting person, or the (---------->paraastute)
sexual urges or fantasies cause clinically significant distress or impairment in social, (---------->paralighters)
occupational, or other important areas of functioning. (---------->meta-imder)
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0. The individual experiencing the arousal and/or acting on the urges is at least 18 years (--------->meta-distinctions)
of age. (---------->meta-stipec)
Specify if: (---------->meta-asrm)
In a controlled environment: This specifier is primarily applicable to individuals living (---------->parabilaterally)
in institutional or other settings where opportunities to engage in voyeuristic behavior (---------->parapautz)
are restricted. (---------->para-neurocognihve)
In full remission: The individual lias not acted on the urges with a nonconsenting person, (--------->para-aloof)
and there has been no distress or impairment in social, occupational, or other areas (---------->metaalleviated)
of functioning, for at least 5 years while in an uncontrolled environment. (---------->ortho-hereditary)
Specifiers (---------->para-mattson)
The "in full remission" specifier does not address the continued presence or absence of (---------->parawaving)
voyeurism per se, which may still be present after behaviors and distress have remitted. (--------->meta-verg)
Diagnostic Features (---------->ortho-affectively)
The diagnostic criteria for voyeuristic disorder can apply both to individuals who more or less (--------->meta-gangopadhyay)
freely disclose this paraphilic interest and to those who categorically deny any sexual arousal (--------->meta-diurnal)
from observing an unsuspecting person who is naked, disrobing, or engaged in sexual activity (--------->meta-conunent)
despite substantial objective evidence to the contrary. If disclosing individuals also report distress (--------->meta-nonadherence)
or psychosocial problems because of their voyeuristic sexual preferences, they could be (--------->meta-clonidine)
diagnosed with voyeuristic disorder. On the other hand, if they declare no distress, demonstrated (--------->meta-edythe)
by lack of anxiety, obsessions, guilt, or shame, about these paraphilic impulses and are (---------->orthoearlyonset)
not impaired in other important areas of functioning because of tids sexual interest, and their (--------->para-deadness)
psychiatric or legal histories indicate that they do not act on it, they could be ascertained as (--------->ortho-levinson)
having voyeuristic sexual interest but should not be diagnosed with voyeuristic disorder. (--------->ortho-diagnoses)
Nondisclosing individuals include, for example, individuals known to have been spying (---------->metadieting)
repeatedly on unsuspecting persons who are naked or engaging in sexual activity on (---------->parapowerless)
separate occasions but who deny any urges or fantasies concerning such sexual behavior, (--------->para-underestimated)
and who may report that known episodes of watching unsuspecting naked or sexually active (--------->para-nonsubstance)
persons were all accidental and nonsexual. Others may disclose past episodes of observing (--------->ortho-euphoric)
unsuspecting naked or sexually active persons but contest any significant or (---------->ortho-nighttime)
sustained sexual interest in this behavior. Since these individuals deny having fantasies or (--------->ortho-grn)
impulses about watching others nude or involved in sexual activity, it follows that they (---------->metalipoprotein)
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would also reject feeling subjectively distressed or socially impaired by such impulses. Despite (--------->meta-irritable)
their nondisclosing stance, such individuals may be diagnosed with voyeuristic disorder. (--------->ortho-reenactment)
Recurrent voyeuristic behavior constitutes sufficient support for voyeurism (by (---------->para-subsides)
fulfilling Criterion A) and simultaneously demonstrates that this paraphilically motivated (---------->paraexplainable)
behavior is causing harm to others (by fulfilling Criterion B). (---------->para-dougherty)
Recurrent spying on unsuspecting persons who are naked or engaging in sexual activity (---------->paratrilng)
(i.e., multiple victims, each on a separate occasion) may, as a general rule, be interpreted (--------->para-fankhanel)
as three or more victims on separate occasions. Fewer victims can be interpreted as (---------->paracongest)
satisfying this criterion if there were multiple occasions of watching the same victim or if (---------->orthoshubha)
there is corroborating evidence of a distinct or preferential interest in secret watching of (---------->orthoictal)
naked or sexually active unsuspecting persons. Note that multiple victims, as suggested (---------->paraiiwestigator)
earlier, are a sufficient but not a necessary condition for diagnosis; the criteria may also be (--------->para-comorbidly)
met if the individual acknowledges intense voyeuristic sexual interest. (---------->ortho-nondependent)
The Criterion A time frame, indicating that signs or symptoms of voyeurism must have (---------->parasubacutely)
persisted for at least 6 months, should also be understood as a general guideline, not a (---------->metawess)
strict threshold, to ensure that the sexual interest in secretly watching unsuspecting naked (--------->para-outburst)
or sexually active others is not merely transient. (---------->para-baici)
Adolescence and puberty generally increase sexual curiosity and activity. To alleviate (---------->metastabihty)
the risk of pathologizing normative sexual interest and behavior during pubertal adolescence, (--------->ortho-scalp)
the minimum age for the diagnosis of voyeuristic disorder is 18 years (Criterion C). (---------->metahypocapneic)
Prevalence (---------->para-attentiondeficit)
Voyeuristic acts are the most common of potentially law-breaking sexual behaviors. The (--------->ortho-gestures)
population prevalence of voyeuristic disorder is unknown. However, based on voyeuristic (--------->para-choticism)
sexual acts in nonclinical samples, the highest possible lifetime prevalence for voyeuristic (--------->para-ruben)
disorder is approximately 12% in males and 4% in females. (---------->para-ranting)
Development and Course (---------->meta-nonproblematic)
Adult males with voyeuristic disorder often first become aware of their sexual interest in (---------->parallness)
secretly watching unsuspecting persons during adolescence. However, the minimum age (--------->ortho-coury)
for a diagnosis of voyeuristic disorder is 18 years because there is substantial difficulty in (--------->meta-paraphernalia)
differentiating it from age-appropriate puberty-related sexual curiosity and activity. The (---------->paradystrophies)
persistence of voyeurism over time is unclear. Voyeuristic disorder, however, per definition (--------->ortho-rarer)

DSM-UPAX

1096

requires one or more contributing factors that may change over time with or without (---------->orthostephane)
treatment: subjective distress (e.g., guilt, shame, intense sexual frustration, loneliness), (---------->metaprohibitions)
psychiatric morbidity, hypersexuality, and sexual impulsivity; psychosocial impairment; (---------->metaattire)
and/or the propensity to act out sexually by spying on unsuspecting naked or sexually active (--------->ortho-personaiity)
persons. Therefore, the course of voyeuristic disorder is likely to vary with age. (---------->orthointravaginal)
Risk and Prognostic Factors (---------->ortho-unfilled)
Iemperamental. Voyeurism is a necessary precondition for voyeuristic disorder; hence, (---------->parasteeply)
risk factors for voyeurism should also increase the rate of voyeuristic disorder. (---------->metanonspecific)
Environmental. Childhood sexual abuse, substance misuse, and sexual preoccupation/ (---------->paraserotonin)
hypersexuality have been suggested as risk factors, although the causal relationship to (---------->metawiggling)
voyeurism is uncertain and the specificity unclear. (---------->meta-ureters)
Gender-Related Diagnostic Issues (---------->para-coury)
Voyeuristic disorder is very uncommon among females in clinical settings, while the maleto- (--------->meta-distinguishes)
female ratio for single sexually arousing voyeuristic acts might be 3:1. (---------->meta-sequentially)
Differential Diagnosis (---------->para-alvarenga)
Conduct disorder and antisocial personality disorder. Conduct disorder in adolescents (---------->metapsychiatrist)
and antisocial personality disorder would be characterized by additional norm-breaking (---------->orthostartle)
and antisocial behaviors, and the specific sexual interest in secretly watching unsuspecting (--------->para-caretaker)
others who are naked or engaging in sexual activity should be lacking. (---------->ortho-arching)
Substance use disorders. Substance use disorders might involve single voyeuristic episodes (--------->meta-mahowald)
by intoxicated individuals but should not involve the typical sexual interest in secretly (---------->metahypoxia)
watching unsuspecting persons being naked or engaging in sexual activity. Hence, (---------->parakopakin)
recurrent voyeuristic sexual fantasies, urges, or behaviors that occur also when the individual (--------->para-polythetic)
is not intoxicated suggest that voyeuristic disorder might be present. (---------->para-unreasonably)
Comorbidity (---------->para-extremity)
Known comorbidities in voyeuristic disorder are largely based on research with males (---------->orthodeleene)
suspected of or convicted for acts involving the secret watching of unsuspecting nude or (--------->meta-ggt)
sexually active persons. Hence, these comorbidities might not apply to all individuals with (--------->para-hemiparesis)
voyeuristic disorder. Conditions that occur comorbidly with voyeuristic disorder include (---------->paraassaultive)
hypersexuality and other paraphilic disorders, particularly exhibitionistic disorder. Depressive, (--------->ortho-alopecia)
bipolar, anxiety, and substance use disorders; attention-deficit/hyperactivity (---------->meta-burnside)
disorder; and conduct disorder and antisocial personality disorder are also frequent comorbid (--------->meta-wess)
conditions. (---------->para-derringer)
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Exhibitionistic Disorder (---------->ortho-harmed)
Diagnostic Criteria 302.4 (F65.2) (---------->para-somatic)
A. Over a period of at least 6 months, recurrent and intense sexual arousal from the exposure (--------->ortho-moskowitz)
of one’s genitals to an unsuspecting person, as manifested by fantasies, urges, (---------->ortho-emits)
or behaviors. (---------->para-spousal)
B. The individual has acted on these sexual urges with a nonconsenting person, or the (---------->orthoinducing)
sexual urges or fantasies cause clinically significant distress or impairment in social, (---------->orthoivleasures)
occupational, or other important areas of functioning. (---------->para-fahey)
Specify whether: (---------->meta-mohamed)
Sexually aroused by exposing genitals to prepubertal children (---------->meta-diaphragm)
Sexually aroused by exposing genitals to physically mature individuals (---------->meta-intruding)
Sexually aroused by exposing genitals to prepubertal children and to physically (---------->orthophenotypes)
mature individuals (---------->para-stimulants)
Specify if; (---------->ortho-neurodegenerative)
In a controlled environment: This specifier is primarily applicable to individuals living in (---------->metagreenspan)
institutional or other settings where opportunities to expose one’s genitals are restricted. (--------->ortho-machuda)
In full remission: The individual has not acted on the urges with a nonconsenting person, (--------->meta-coincides)
and there has been no distress or impairment in social, occupational, or other areas (---------->orthosarajbit)
of functioning, for at least 5 years while in an uncontrolled environment. (---------->meta-insular)
Subtypes (---------->meta-apotemnophilia)
The subtypes for exhibitionistic disorder are based on the age or physical maturity of the nonconsenting
(---------->ortho-lichen)
individuals to whom the individual prefers to expose his or her genitals. The nonconsenting (--------->para-emfield)
individuals could be prepubescent children, adults, or both. This specifier should (---------->ortholawless)
help draw adequate attention to characteristics of victims of individuals with exhibitionistic (--------->para-dmt)
disorder to prevent co-occurring pedophilic disorder from being overlooked. However, indications (--------->meta-dinnitris)
that the individual with exhibitionistic disorder is sexually attracted to exposing his or (---------->paracoquettish)
her genitals to children should not preclude a diagnosis of pedophilic disorder. (---------->parabauermeister)
Specifiers (---------->meta-eliciting)
The "in full remission" specifier does not address the continued presence or absence of exhibitionism (--------->para-hollander)
per se, which may still be present after behaviors and distress have remitted. (---------->ortho-forceful)
Diagnostic Features (---------->ortho-harmonizing)
The diagnostic criteria for exhibitionistic disorder can apply both to individuals who more or (--------->meta-diuretic)
less freely disclose this paraphilia and to those who categorically deny any sexual attraction to (--------->ortho-immature)
exposing their genitals to unsuspecting persons despite substantial objective evidence to the (--------->ortho-intoxicating)
contrary. If disclosing individuals also report psychosocial difficulties because of their sexual (--------->meta-schizophreniform)
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attractions or preferences for exposing, they may be diagnosed with exhibitionistic disorder. In (--------->ortho-laziness)
contrast, if they declare no distress (exemplified by absence of anxiety, obsessions, and guilt or (--------->meta-facetiousness)
shame about these paraphilic impulses) and are not impaired by this sexual interest in other (--------->ortho-vasocongestion)
important areas of functioning, and their self-reported, psychiatric, or legal histories indicate (--------->ortho-beneficent)
that they do not act on them, they could be ascertained as having exhibitionistic sexual interest (--------->ortho-prevaience)
but not be diagnosed with exhibitionistic disorder. (---------->ortho-chandraiah)
Examples of nondisclosing individuals include those who have exposed themselves (---------->orthonumeracy)
repeatedly to unsuspecting persons on separate occasions but who deny any urges or fantasies (--------->para-replicated)
about such sexual behavior and who report that known episodes of exposure were (---------->parajitteriness)
all accidental and nonsexual. Others may disclose past episodes of sexual behavior involving (--------->para-immunosuppressant)
genital exposure but refute any significant or sustained sexual interest in such behavior. (--------->ortho-glisky)
Since these individuals deny having urges or fantasies involving genital exposure, it (---------->paracompensatory)
follows that they would also deny feeling subjectively distressed or socially impaired by (---------->orthoantagonists)
such impulses. Such individuals may be diagnosed with exhibitionistic disorder despite (---------->parakidd)
their negative self-report. Recurrent exhibitionistic behavior constitutes sufficient support (--------->para-burglary)
for exhibitionism (Criterion A) and simultaneously demonstrates that this paraphilically (---------->orthocompensatory)
motivated behavior is causing harm to others (Criterion B). (---------->para-veracity)
Recurrent genital exposure to unsuspecting others (i.e., multiple victims, each on a (---------->orthonida)
separate occasion) may, as a general rule, be interpreted as three or more victims on separate (--------->ortho-cyclotiiymic)
occasions. Fewer victims can be interpreted as satisfying this criterion if there were (---------->orthoaaidd)
multiple occasions of exposure to the same victim, or if there is corroborating evidence of (--------->para-liypnotic)
a strong or preferential interest in genital exposure to unsuspecting persons. Note that (---------->paragestural)
multiple victims, as suggested earlier, are a sufficient but not a necessary condition for diagnosis, (--------->para-xo)
as criteria may be met by an individual's acknowledging intense exhibitionistic (---------->orthoovervaluation)
sexual interest with distress and/or impairment. (---------->para-leckie)
The Criterion A time frame, indicating that signs or symptoms of exhibitionism must (---------->metacondon)
have persisted for at least 6 months, should also be understood as a general guideline, not (--------->meta-contracture)
a strict threshold, to ensure that the sexual interest in exposing one's genitals to unsuspecting (--------->meta-dissuaded)
others is not merely transient. This might be expressed in clear evidence of repeated (---------->parasacrifices)
behaviors or distress over a nontransient period shorter than 6 months. (---------->ortho-oanh)
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Prevalence (---------->para-goldfischer)
The prevalence of exhibitionistic disorder is unknown. However, based on exhibitionistic (--------->ortho-certa)
sexual acts in nonclinical or general populations, the highest possible prevalence for exhibitionistic (--------->meta-sialorrhea)
disorder in the male population is 2%-4%. The prevalence of exhibitionistic disorder (---------->parascarring)
in females is even more uncertain but is generally believed to be much lower than in (---------->paradope)
males. (---------->para-pereonality)
Development and Course (---------->ortho-sedatives)
Adult males with exhibitionistic disorder often report that they first became aware of sexual (--------->ortho-clinicopathological)
interest in exposing their genitals to unsuspecting persons during adolescence, at a (---------->orthofluent)
somewhat later time than the typical development of normative sexual interest in women (--------->meta-nondelusional)
or men. Although there is no minimum age requirement for the diagnosis of exhibitionistic (--------->ortho-sentimental)
disorder, it may be difficult to differentiate exhibitionistic behaviors from age-appropriate (---------->metahostilities)
sexual curiosity in adolescents. Whereas exhibitionistic impulses appear to emerge (---------->orthoantipathy)
in adolescence or early adulthood, very little is known about persistence over time. By definition, (--------->meta-skunk)
exhibitionistic disorder requires one or more contributing factors, which may (---------->meta-towery)
change over time with or without treatment; subjective distress (e.g., guilt, shame, intense (--------->ortho-urination)
sexual frustration, loneliness), mental disorder comorbidity, hypersexuality, and sexual (---------->orthonidrome)
impulsivity; psychosocial impairment; and/or the propensity to act out sexually by exposing (--------->meta-aminotransferase)
the genitals to unsuspecting persons. Therefore, the course of exhibitionistic disorder (---------->paracooccurs)
is likely to vary with age. As with other sexual preferences, advancing age may be associated (--------->ortho-pharmacotherapy)
with decreasing exhibitionistic sexual preferences and behavior. (---------->ortho-temporally)
Risk and Prognostic Factors (---------->meta-selfishness)
Temperamental. Since exhibitionism is a necessary precondition for exhibitionistic disorder, (--------->meta-contemptuous)
risk factors for exhibitionism should also increase the rate of exhibitionistic disorder. (---------->paravetting)
Antisocial history, antisocial personality disorder, alcohol misuse, and pedophilic (---------->orthocontradictory)
sexual preference might increase risk of sexual recidivism in exhibitionistic offenders. (---------->parahemorrhage)
Hence, antisocial personality disorder, alcohol use disorder, and pedophilic interest may (---------->parahabitual)
be considered ri^k factors for exhibitionistic disorder in males with exhibitionistic sexual (---------->metajeffery)
preferences. (---------->ortho-infradian)
Environmental. Childhood sexual and emotional abuse and sexual preoccupation/hypersexuality (--------->meta-deprgssivg)
have been suggested as risk factors for exhibitionism, although the causal relationship (---------->orthoenright)
to exhibitionism is uncertain and the specificity unclear. (---------->ortho-fatalities)
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Gender-Related Diagnostic issues (---------->para-psychotropic)
Exhibitionistic disorder is highly unusual in females, whereas single sexually arousing exhibitionistic (--------->meta-lancing)
acts might occur up to half as often among women compared with men. (---------->para-comorbidly)
Functionai Consequences of Exiiibitionistic Disorder (---------->ortho-tarbell)
The functional consequences of exhibitionistic disorder have not been addressed in research (--------->ortho-grillo)
involving individuals who have not acted out sexually by exposing their genitals to (---------->orthodanenberg)
unsuspecting strangers but who fulfill Criterion B by experiencing intense emotional distress (--------->ortho-escalation)
over these preferences. (---------->meta-enemas)
Differentiai Diagnosis (---------->para-vigilant)
Potential differential diagnoses for exhibitionistic disorder sometimes occur also as comorbid (--------->meta-entraining)
disorders. Therefore, it is generally necessary to evaluate the evidence for exhibitionistic (--------->meta-tobaccoinduced)
disorder and other possible conditions as separate questions. (---------->para-moun)
Conduct disorder and antisocial personality disorder. Conduct disorder in adolescents (---------->orthodiverting)
and antisocial personality disorder would be characterized by additional norm-breaking and (--------->para-modulate)
antisocial behaviors, and the specific sexual interest in exposing the genitals should be lacking. (--------->para-chirman)
Substance use disorders. Alcohol and substance use disorders might involve single (---------->orthowary)
exhibitionistic episodes by intoxicated individuals but should not involve the typical sexual (--------->para-demotion)
interest in exposing the genitals to unsuspecting persons. Hence, recurrent exhibitionistic (--------->ortho-amphetamines)
sexual fantasies, urges, or behaviors that occur also when the individual is not (---------->meta-aroimd)
intoxicated suggest that exhibitionistic disorder might be present. (---------->ortho-preeya)
Comorbidity (---------->meta-androgen)
Known comorbidities in exhibitionistic disorder are largely based on research with individuals (--------->para-jeffery)
(almost all males) convicted for criminal acts involving genital exposure to nonconsenting (--------->para-fluttering)
individuals. Hence, these comorbidities might not apply to all individuals who (---------->ortho-diverting)
qualify for a diagnosis of exhibitionistic disorder. Conditions that occur comorbidly with (---------->metaanticipating)
exhibitionistic disorder at high rates include depressive, bipolar, anxiety, and substance (---------->paraincompetence)
use disorders; hypersexuality; attention-deficit/hyperactivity disorder; other paraphilic (---------->paraumi)
disorders; and antisocial personality disorder. (---------->meta-worthington)
Frotteuristic Disorder (---------->meta-straebler)
Diagnostic Criteria 302.89 (F65.81) (---------->ortho-vata)
A. Over a period of at least 6 months, recurrent and intense sexual arousal from touching (--------->ortho-homophobia)
or rubbing against a nonconsenting person, as manifested by fantasies, urges, or behaviors. (--------->para-contracture)
B. The individual has acted on these sexual urges with a nonconsenting person, or the (---------->metacenteredness)
sexual urges or fantasies cause clinically significant distress or impairment in social, (---------->orthomermelstein)
occupational, or other important areas of functioning. (---------->para-oppositional)
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Specify if: (---------->ortho-levei)
In a controlled environment: This specifier is primarily applicable to individuals living (---------->orthohygienic)
in institutional or other settings where opportunities to touch or rub against a nonconsenting (--------->meta-disparity)
person are restricted. (---------->ortho-cphc)
In full remission: The individual has not acted on the urges with a nonconsenting person, (--------->meta-reaffirming)
and there has been no distress or impairment in social, occupational, or other areas (---------->orthoamplify)
of functioning, for at least 5 years while in an uncontrolled environment. (---------->para-bernadette)
Specifiers (---------->ortho-exacerbation)
The "in remission" specifier does not address the continued presence or absence of frotteurism (--------->ortho-zeanah)
per se, which may still be present after behaviors and distress have remitted. (---------->ortho-ventricles)
Diagnostic Features (---------->para-teratogenic)
The diagnostic criteria for frotteuristic disorder can apply both to individuals who relatively (--------->ortho-delineation)
freely disclose this paraphilia and to those who firmly deny any sexual attraction from touching (--------->meta-generational)
or rubbing against a nonconsenting individual regardless of considerable objective evidence (--------->ortho-exaggerates)
to the contrary. If disclosing individuals also report psychosocial impairment due to (---------->metaiviedlcal)
their sexual preferences for touching or rubbing against a nonconsenting individual, they (--------->meta-alarmed)
could be diagnosed with frotteuristic disorder. In contrast, if they declare no distress (demonstrated (--------->ortho-butane)
by lack of anxiety, obsessions, guilt, or shame) about these paraphilic impulses and are (---------->metacullen)
not impaired in other important areas of functioning because of this sexual interest, and their (--------->ortho-ruminate)
psychiatric or legal histories indicate that they do not act on it, they could be ascertained as (--------->para-amaro)
having frotteuristic sexual interest but should not be diagnosed with frotteuristic disorder. (--------->para-kava)
Nondisclosing individuals include, for instance, individuals known to have been (---------->metanidrome)
touching or rubbing against nonconsenting individuals on separate occasions but who (---------->parasects)
contest any urges or fantasies concerning such sexual behavior. Such individuals may report (--------->ortho-abstinent)
that identified episodes of touching or rubbing against an unwilling individual were (---------->orthowithdrawals)
all unintentional and nonsexual. Others may disclose past episodes of touching or rubbing (--------->meta-necrophilia)
against nonconsenting individuals but contest any major or persistent sexual interest in (---------->metamoun)
this. Since these individuals deny having fantasies or impulses about touching or rubbing, (--------->ortho-kroenke)
they would consequently reject feeling distressed or psychosocially impaired by such (---------->metadisruptions)
impulses. Despite their nondisclosing position, such individuals may be diagnosed with (---------->metaulcers)
frotteuristic disorder. Recurrent frotteuristic behavior constitutes satisfactory support for (---------->orthopostictal)

DSM-UPAX

1102

frotteurism (by fulfilling Criterion A) and concurrently demonstrates that this paraphilically (--------->para-plh)
motivated behavior is causing harm to others (by fulfilling Criterion B). (---------->para-nontrivial)
Recurrent touching or rubbing against a nonconsenting individual (i.e., multiple victims, (---------->parachristenson)
each on a separate occasion) may, as a general rule, be intefreted as three or more victims (--------->ortho-insular)
on separate occasions. Fewer victims can be intefreted as satisfying this criterion if (---------->paraelwell)
there were multiple occasions of touching or rubbing against the same unwilling individual, (--------->ortho-intranasal)
or corroborating evidence of a strong or preferential interest in touching or rubbing (---------->metaleukorrhea)
against nonconsenting individuals. Note that multiple victims are a sufficient but not a necessary (--------->para-fermin)
condition for diagnosis; criteria may also be met if the individual acknowledges intense (---------->paracva)
frotteuristic sexual interest with clinically significant distress and/or impairment. (---------->orthodebause)
The Criterion A time frame, indicating that signs or symptoms of frotteurism must persist (--------->meta-brocco)
for at least 6 months, should also be intefreted as a general guideline, not a strict threshold, to (--------->para-obsessively)
ensure that the sexual interest in touching or rubbing against a nonconsenting individual is not (--------->meta-overconnection)
transient. Hence, the duration part of Criterion A may also be met if there is clear evidence of (--------->ortho-unawareness)
recurrent behaviors or distress over a shorter but nontransient time period. (---------->ortho-alistair)
Prevaience (---------->para-prolapse)
Frotteuristic acts, including the uninvited sexual touching of or rubbing against another (---------->parasanno)
individual, may occur in up to 30% of adult males in the general population. Approximately (--------->ortho-veracity)
10%-14% of adult males seen in outpatient settings for paraphilic disorders and hypersexuality (--------->para-hypoadrenocorticism)
have a presentation that meets diagnostic criteria for frotteuristic disorder. Hence, (---------->paraperceiving)
whereas the population prevalence of frotteuristic disorder is unknown, it is not likely that (--------->ortho-symbolically)
it exceeds the rate found in selected clinical settings. (---------->para-preoccupations)
Development and Course (---------->meta-blithely)
Adult males with frotteuristic disorder often report first becoming aware of their sexual interest (--------->para-yearning)
in surreptitiously touching unsuspecting persons during late adolescence or emerging (---------->metacontradictory)
adulthood. However, children and adolescents may also touch or rub against unwilling others (--------->ortho-involimtary)
in the absence of a diagnosis of frotteuristic disorder. Although there is no minimum age (--------->meta-francesca)
for the diagnosis, frotteuristic disorder can be difficult to differentiate from conduct-disordered (--------->meta-indiscriminate)
behavior without sexual motivation in individuals at younger ages. The persistence of (---------->orthonecrophilia)
frotteurism over time is unclear. Frotteuristic disorder, however, by definition requires one (--------->para-alarcon)
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or more contributing factors that may change over time with or without treatment: subjective (--------->meta-wend)
distress (e.g., guilt, shame, intense sexual frustration, loneliness); psychiatric morbidity; (---------->paraconcurrently)
hypersexuality and sexual impulsivity; psychosocial impairment; and/or the propensity to (--------->para-cumulatively)
act out sexually by touching or rubbing against unconsenting persons. Therefore, the course (--------->para-hirsute)
of frotteuristic disorder is likely to vary with age. As with other sexual preferences, advancing (--------->ortho-ascertainment)
age may be associated with decreasing frotteuristic sexual preferences and behavior. (---------->metanondaily)
Risk and Prognostic Factors (---------->para-kelsey)
Temperamental. Nonsexual antisocial behavior and sexual preoccupation/hypersexuality (--------->meta-dikeos)
might be nonspecific risk factors, although the causal relationship to frotteurism is uncertain (--------->ortho-flicking)
and the specificity unclear. However, frotteurism is a necessary precondition for frotteuristic (--------->para-acculturative)
disorder, so risk factors for frotteurism should also increase the rate of frotteuristic disorder. (--------->para-janeane)
Gender-Related Diagnostic Issues (---------->ortho-chronicity)
There appear to be substantially fewer females with frotteuristic sexual preferences than (--------->meta-interns)
males. (---------->meta-impressing)
Differential Diagnosis (---------->para-flav)
Conduct disorder and antisocial personality disorder. Conduct disorder in adolescents (---------->orthodilip)
and antisocial personality disorder would be characterized by additional norm-breaking (---------->metafoiiowing)
and antisocial behaviors, and the specific sexual interest in touching or rubbing against a (--------->ortho-humiliating)
nonconsenting individual should be lacking. (---------->meta-youthful)
Substance use disorders. Substance use disorders, particularly those involving stimulants (--------->meta-institutionalization)
such as cocaine and amphetamines, might involve single frotteuristic episodes by intoxicated (--------->para-encoimtered)
individuals but should not involve the typical sustained sexual interest in (---------->para-waldinger)
touching or rubbing against unsuspecting persons. Hence, recurrent frotteuristic sexual (---------->metastressor)
fantasies, urges, or behaviors that occur also when the individual is not intoxicated suggest (--------->ortho-yearning)
that frotteuristic disorder might be present. (---------->ortho-extremity)
Comorbidity (---------->para-punching)
Known comorbidities in frotteuristic disorder are largely based on research with males (---------->metadeprives)
suspected of or convicted for criminal acts involving sexually motivated touching of or (---------->pararadiography)
rubbing against a nonconsenting individual. Hence, these comorbidities might not apply (---------->paracockfights)
to other individuals with a diagnosis of frotteuristic disorder based on subjective distress (--------->ortho-humility)
over their sexual interest. Conditions that occur comorbidly with frotteuristic disorder include (--------->meta-arbuckle)
hypersexuality and other paraphilic disorders, particularly exhibitionistic disorder (---------->meta-reddy)
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and voyeuristic disorder. Conduct disorder, antisocial personality disorder, depressive (---------->paraallele)
disorders, bipolar disorders, anxiety disorders, and substance use disorders also co-occur. (--------->para-hoge)
Potential differential diagnoses for frotteuristic disorder sometimes occur also as comorbid (--------->para-snobbish)
disorders. Therefore, it is generally necessary to evaluate the evidence for frotteuristic (---------->orthointranasally)
disorder and possible comorbid conditions as separate questions. (---------->ortho-sedation)
Sexual Masochism Disorder (---------->para-mapt)
Diagnostic Criteria 302.83 (F65.51) (---------->para-durations)
A. Over a period of at least 6 months, recurrent and intense sexual arousal from the act (---------->paraoutsiders)
of being humiliated, beaten, bound, or othenwise made to suffer, as manifested by fantasies, (--------->ortho-unknowingly)
urges, or behaviors. (---------->ortho-frail)
B. The fantasies, sexual urges, or behaviors cause clinically significant distress or impairment (--------->para-polygenic)
in social, occupational, or other important areas of functioning. (---------->ortho-interfering)
Specify if: (---------->para-brandler)
With asphyxiophilia: If the individual engages in the practice of achieving sexual (---------->para-marries)
arousal related to restriction of breathing. (---------->para-lattices)
Specify if: (---------->ortho-undesirability)
In a controlled environment: This specifier is primarily applicable to individuals living (---------->metalynda)
in institutional or other settings where opportunities to engage in masochistic sexual (---------->orthogeetha)
behaviors are restricted. (---------->ortho-parikh)
In full remission: There has been no distress or impairment in social, occupational, (---------->metainsular)
or other areas of functioning for at last 5 years while in an uncontrolled environment. (---------->metaparaphilia)
Diagnostic Features (---------->meta-marya)
The diagnostic criteria for sexual masochism disorder are intended to apply to individuals (--------->para-falsely)
who freely admit to having such paraphilic interests. Such individuals openly acknowledge (--------->para-tangential)
intense sexual arousal from the act of being humiliated, beaten, bound, or otherwise (---------->paraprognostic)
made to suffer, as manifested by fantasies, urges, or behaviors. If these individuals also report (--------->para-dabrick)
psychosocial difficulties because of their sexual attractions or preferences for being (---------->metapae)
humiliated, beaten, bound, or otherwise made to suffer, they may be diagnosed with sexual (--------->meta-dolores)
masochism disorder. In contrast, if they declare no distress, exemplified by anxiety, obsessions, (--------->meta-tlustos)
guilt, or shame, about these paraphilic impulses, and are not hampered by them (---------->metacongestive)
in pursuing other personal goals, they could be ascertained as having masochistic sexual (--------->ortho-cued)
interest but should not be diagnosed with sexual masochism disorder. (---------->para-sjmnptoms)
The Criterion A time frame, indicating that the signs or symptoms of sexual masochism (---------->metaexclusionary)
must have persisted for at least 6 months, should be understood as a general guideline, (--------->ortho-abstinence)
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not a strict threshold, to ensure that the sexual interest in being humiliated, beaten, bound, (--------->meta-dope)
or otherwise made to suffer is not merely transient. However, the disorder can be diagnosed (--------->ortho-bowden)
in the context of a clearly sustained but shorter time period. (---------->para-diagnosisspecific)
Associated Features Supporting Diagnosis (---------->meta-alkaloids)
The extensive use of pornography involving the act of being humiliated, beaten, bound, or otherwise (--------->meta-herckner)
made to suffer is sometimes an associated feature of sexual masochism disorder. (---------->meta-lem)
Prevaience (---------->ortho-agreeableness)
The population prevalence of sexual masochism disorder is unknown. In Australia, it has (--------->ortho-weissman)
been estimated that 2.2% of males and 1.3% of females had been involved in bondage and (--------->ortho-leukocyte)
discipline, sadomasochism, or dominance and submission in the past 12 months. (---------->meta-qll)
Development and Course (---------->para-vexed)
Community individuals with paraphilias have reported a mean age at onset for masochism (--------->meta-willcutt)
of 19.3 years, although earlier ages, including puberty and childhood, have also been (---------->metanunes)
reported for the onset of masochistic fantasies. Very little is known about persistence over (--------->para-psychosocially)
time. Sexual masochism disorder per definition requires one or more contributing factors, (--------->ortho-behaviorial)
which may change over time with or without treatment. These include subjective distress (--------->ortho-phenocopy)
(e.g., guilt, shame, intense sexual frustration, loneliness), psychiatric morbidity, hypersexuality (--------->para-admiration)
and sexual impulsivity, and psychosocial impairment. Therefore, the course of sexual (---------->orthowitii)
masochism disorder is likely to vary with age. Advancing age is likely to have the same (---------->orthoinnate)
reducing effect on sexual preference involving sexual masochism as it has on other paraphilic (--------->ortho-pimples)
or normophilic sexual behavior. (---------->para-ciinicai)
Functional Consequences of Sexual Masochism Disorder (---------->meta-gerring)
The functional consequences of sexual masochism disorder are unknown. However, masochists (--------->meta-sprayed)
are at risk of accidental death while practicing asphyxiophilia or other autoerotic (---------->para-accoimt)
procedures. (---------->meta-irritabity)
Differential Diagnosis (---------->ortho-predate)
Many of the conditions that could be differential diagnoses for sexual masochism disorder (--------->ortho-traumatized)
(e.g., transvestic fetishism, sexual sadism disorder, hypersexuality, alcohol and substance (--------->para-camis)
use disorders) sometimes occur also as comorbid diagnoses. Therefore, it is necessary to (--------->ortho-erythema)
carefully evaluate the evidence for sexual masochism disorder, keeping the possibility of (--------->ortho-alistair)
other paraphilias or other mental disorders as part of the differential diagnosis. Sexual (---------->metatonicity)
masochism in the absence of distress (i.e., no disorder) is also included in the differential, (--------->para-irresistible)
as individuals who conduct the behaviors may be satisfied with their masochistic orientation. (--------->meta-encompass)
Comorbidity (---------->para-maritza)
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Known comorbidities with sexual masochism disorder are largely based on individuals in (--------->ortho-abnormai)
treatment. Disorders that occur comorbidly with sexual masochism disorder typically include (--------->para-cassie)
other paraphilic disorders, such as transvestic fetishism. (---------->meta-erotomanie)
Sexual Sadism Disorder (---------->para-exertion)
Diagnostic Criteria 302.84 (F65.52) (---------->para-vellus)
A. Over a period of at least 6 months, recurrent and intense sexual arousal from the physical (--------->para-belching)
or psychological suffering of another person, as manifested by fantasies, urges, or (---------->paranaturalistic)
behaviors. (---------->meta-obviates)
B. The individual has acted on these sexual urges with a nonconsenting person, or the (---------->metatwitching)
sexual urges or fantasies cause clinically significant distress or impairment in social, (---------->orthointerepisode)
occupational, or other important areas of functioning. (---------->ortho-grillo)
Specify if: (---------->ortho-dysphoriq)
In a controlled environment: This specifier is primarily applicable to individuals living (---------->paracingulate)
in institutional or other settings where opportunities to engage in sadistic sexual behaviors (--------->para-concurrently)
are restricted. (---------->ortho-centrality)
In full remission: The individual has not acted on the urges with a nonconsenting person, (--------->para-progresses)
and there has been no distress or impairment in social, occupational, or other areas (---------->orthohartlage)
of functioning, for at least 5 years while in an uncontrolled environment. (---------->ortho-zink)
Diagnostic Features (---------->ortho-effortful)
The diagnostic criteria for sexual sadism disorder are intended to apply both to individuals (--------->meta-wasell)
who freely admit to having such paraphilic interests and to those who deny any sexual interest (--------->meta-sboto)
in the physical or psychological suffering of another individual despite substantial objective (--------->meta-unipolar)
evidence to the contrary. Individuals who openly acknowledge intense sexual interest in the (--------->meta-paroxysmal)
physical or psychological suffering of others are referred to as "admitting individuals." If these (--------->para-flapping)
individuals also report psychosocial difficulties because of their sexual attractions or preferences (--------->meta-reorganizing)
for the physical or psychological suffering of another individual, they may be diagnosed (---------->paratoileting)
with sexual sadism disorder. In contrast, if admitting individuals declare no distress, exemplified (--------->para-riba)
by anxiety, obsessions, guilt, or shame, about these paraphilic impulses, and are not hampered (--------->meta-outpatients)
by them in pursuing other goals, and their self-reported, psychiatric, or legal histories (---------->parawaving)
indicate that they do not act on them, then they could be ascertained as having sadistic sexual (--------->meta-childfriendly)
interest but they would not meet criteria for sexual sadism disorder. (---------->meta-diaphragm)
Examples of individuals who deny any interest in the physical or psychological suffering (---------->metaniranjan)
of another individual include individuals known to have inflicted pain or suffering on multiple (--------->meta-autoerotic)

DSM-UPAX

1107

victims on separate occasions but who deny any urges or fantasies about such sexual (---------->metadreaded)
behavior and who may further claim that known episodes of sexual assault were either unintentional (--------->para-inflate)
or nonsexual. Others may admit past episodes of sexual behavior involving the (---------->orthobiomarker)
infliction of pain or suffering on a nonconsenting individual but do not report any significant (--------->ortho-ismene)
or sustained sexual interest in the physical or psychological suffering of another individual. (--------->meta-paralikar)
Since these individuals deny having urges or fantasies involving sexual arousal to pain and (--------->meta-panicky)
suffering, it follows that they would also deny feeling subjectively distressed or socially impaired (--------->ortho-papenwork)
by such impulses. Such individuals may be diagnosed with sexual sadism disorder (---------->metaleneigh)
despite their negative self-report. Their recurrent behavior constitutes clinical support for (--------->ortho-bouts)
the presence of the paraphilia of sexual sadism (by satisfying Criterion A) and simultaneously (--------->meta-shenjing)
demonstrates that their paraphilically motivated behavior is causing clinically significant (---------->orthoparaphilically)
distress, harm, or risk of harm to others (satisfying Criterion B). (---------->para-dislikes)
Recurrent sexual sadism involving nonconsenting others (i.e., multiple victims, each (---------->orthozolpidem)
on a separate occasion) may, as general rule, be interpreted as three or more victims on (--------->meta-chromatin)
separate occasions. Fewer victims can be interpreted as satisfying this criterion, if there are (--------->ortho-coined)
multiple instances of infliction of pain and suffering to the same victim, or if there is corroborating (--------->ortho-objectivity)
evidence of a strong or preferential interest in pain and suffering involving (---------->ortho-engel)
multiple victims. Note that multiple victims, as suggested earlier, are a sufficient but not (---------->orthopetry)
a necessary condition for diagnosis, as the criteria may be met if the individual acknowledges (--------->para-fixation)
intense sadistic sexual interest. (---------->ortho-iulajor)
The Criterion A time frame, indicating that the signs or symptoms of sexual sadism (---------->orthomeeks)
must have persisted for at least 6 months, should also be understood as a general guideline, (--------->ortho-ndez)
not a strict threshold, to ensure that the sexual interest in inflicting pain and suffering (---------->parafaison)
on nonconsenting victims is not merely transient. However, the diagnosis may be met if (---------->metanormatively)
there is a clearly sustained but shorter period of sadistic behaviors. (---------->ortho-methyldopa)
Associated Features Supporting Diagnosis (---------->ortho-contrasts)
The extensive use of pornography involving the infliction of pain and suffering is sometimes (--------->meta-inferences)
an associated feature of sexual sadism disorder. (---------->para-unavoidable)
Prevalence (---------->ortho-vasovagal)
The population prevalence of sexual sadism disorder is unknown and is largely based on (--------->ortho-devoid)
individuals in forensic settings. Depending on the criteria for sexual sadism, prevalence (---------->parahindered)
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varies widely, from 2% to 30%. Among civilly committed sexual offenders in the United (---------->paralabile)
States, less than 10% have sexual sadism. Among individuals who have committed sexually (--------->meta-arouse)
motivated homicides, rates of sexual sadism disorder range from 37% to 75%. (---------->metainversion)
Development and Course (---------->ortho-waving)
Individuals with sexual sadism in forensic samples are almost exclusively male, but a representative (--------->ortho-arylcyclohexylamines)
sample of the population in Australia reported that 2.2% of men and 1.3% of (---------->orthoperpetrators)
women said they had been involved in bondage and discipline, "sadomasochism," or dominance (--------->ortho-dzh)
and submission in the previous year. Information on the development and course (---------->metapsychopathological)
of sexual sadism disorder is extremely limited. One study reported that females became (--------->ortho-guanethidine)
aware of their sadomasochistic orientation as young adults, and another reported that the (--------->meta-dennehy)
mean age at onset of sadism in a group of males was 19.4 years. Whereas sexual sadism per (--------->para-gehrman)
se is probably a lifelong characteristic, sexual sadism disorder may fluctuate according to (--------->meta-angst)
the individual's subjective distress or his or her propensity to harm nonconsenting others. (--------->meta-reis)
Advancing age is likely to have the same reducing effect on this disorder as it has on other (--------->ortho-kilpatrick)
paraphilic or normophilic sexual behavior. (---------->ortho-inteliectual)
Differential Diagnosis (---------->ortho-choking)
Many of the conditions that could be differential diagnoses for sexual sadism disorder (---------->orthoantistreptolysin)
(e.g., antisocial personality disorder, sexual masochism disorder, hypersexuality, substance (--------->meta-ineffectiveness)
use disorders) sometimes occur also as comorbid diagnoses. Therefore, it is necessary (---------->metatweezers)
to carefully evaluate the evidence for sexual sadism disorder, keeping the possibility (---------->metahaverly)
of other paraphilias or mental disorders as part of the differential diagnosis. The majority (--------->ortho-resembles)
of individuals who are active in community networks that practice sadistic and masochistic (--------->ortho-manography)
behaviors do not express any dissatisfaction with their sexual interests, and their behavior (--------->ortho-nondestructive)
would not meet DSM-5 criteria for sexual sadism disorder. Sadistic interest, but not (---------->orthomarilynn)
the disorder, may be considered in the differential diagnosis. (---------->ortho-intimidate)
Comorbidity (---------->meta-disinhibition)
Known comorbidities with sexual sadism disorder are largely based on individuals (almost (--------->ortho-reacts)
all males) convicted for criminal acts involving sadistic acts against nonconsenting (---------->metaunending)
victims. Hence, these comorbidities might not apply to all individuals who never engaged (--------->para-naturalistic)
in sadistic activity with a nonconsenting victim but who qualify for a diagnosis of sexual (---------->paraderealizaton)
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sadism disorder based on subjective distress over their sexual interest. Disorders that are (--------->ortho-jillian)
commonly comorbid with sexual sadism disorder include other paraphilic disorders. (---------->orthosarvet)
Pedophilic Disorder (---------->para-comatose)
Diagnostic Criteria 302.2 (F65.4) (---------->ortho-extrapyramidal)
A. Over a period of at least 6 months, recurrent, intense sexually arousing fantasies, sexual (--------->meta-selfreport)
urges, or behaviors involving sexual activity with a prepubescent child or children (---------->orthopatterning)
(generally age 13 years or younger). (---------->ortho-myoclonic)
B. The individual has acted on these sexual urges, or the sexual urges or fantasies cause (--------->ortho-reorienting)
marked distress or interpersonal difficulty. (---------->para-conceive)
C. The individual is at least age 16 years and at least 5 years older than the child or children (--------->para-persisted)
in Criterion A. (---------->meta-nonneuropsychiatric)
Note: Do not include an individual in late adolescence involved in an ongoing sexual (---------->orthomonosymptomatic)
relationship with a 12- or 13-year-old. (---------->para-assaultive)
Specify whether: (---------->para-jocelyn)
Exclusive type (attracted only to children) (---------->ortho-graf)
Nonexclusive type (---------->para-cognitions)
Specify if: (---------->para-michaelsen)
Sexually attracted to males (---------->ortho-neuroanatomical)
Sexually attracted to females (---------->ortho-prepubertal)
Sexually attracted to both (---------->meta-torrance)
Specify if: (---------->ortho-deiirium)
Limited to incest (---------->para-infestation)
Diagnostic Features (---------->meta-terminating)
The diagnostic criteria for pedophilic disorder are intended to apply both to individuals who (--------->para-exceedingly)
freely disclose this paraphilia and to individuals who deny any sexual attraction to prepubertal (--------->ortho-deteriorative)
children (generally age 13 years or younger), despite substantial objective evidence to the (--------->meta-fimctioning)
contrary. Examples of disclosing this paraphilia include candidly acknowledging an intense (--------->ortho-traumatizing)
sexual interest in children and indicating that sexual interest in children is greater than or equal (--------->ortho-wolitzky)
to sexual interest in physically mature individuals. If individuals also complain that their sexual (--------->ortho-fereidoon)
attractions or preferences for children are causing psychosocial difficulties, they may be diagnosed (--------->para-domanico)
with pedophilic disorder. However, if they report an absence of feelings of guilt, (---------->pararecognizable)
shame, or anxiety about these impulses and are not functionally limited by their paraphilic impulses (--------->meta-brocco)
(according to self-report, objective assessment, or both), and their self-reported and legally (--------->para-snobbish)
recorded histories indicate that they have never acted on their impulses, then these (---------->orthoshortens)
individuals have a pedophilic sexual orientation but not pedophilic disorder. (---------->para-conunent)
Examples of individuals who deny attraction to children include individuals who are (---------->metatirelessly)
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known to have sexually approached multiple children on separate occasions but who deny (--------->ortho-baranek)
any urges or fantasies about sexual behavior involving children, and who may further claim (--------->ortho-immaturity)
that the known episodes of physical contact were all unintentional and nonsexual. Other individuals (--------->ortho-rheena)
may acknowledge past episodes of sexual behavior involving children but deny any (---------->metapyromania)
significant or sustained sexual interest in children. Since these individuals may deny experiences (--------->para-hollowed)
impulses or fantasies involving children, they may also deny feeling subjectively distressed. (--------->para-laraque)
Such individuals may still be diagnosed with pedophilic disorder despite the absence (---------->metainitialencounter)
of self-reported distress, provided that there is evidence of recurrent behaviors persisting for (--------->para-cooccurs)
6 months (Criterion A) and evidence that the individual has acted on sexual urges or experienced (--------->ortho-perfectionist)
interpersonal difficulties as a consequence of the disorder (Criterion B). (---------->ortho-tami)
Presence of multiple victims, as discussed above, is sufficient but not necessary for diagnosis; (--------->para-irrespective)
that is, the individual can still meet Criterion A by merely acknowledging intense (---------->metatardiness)
or preferential sexual interest in children. (---------->ortho-baumgardner)
The Criterion A clause, indicating that the signs or symptoms of pedophilia have persisted (--------->para-deshpande)
for 6 months or longer, is intended to ensure that the sexual attraction to children is (---------->orthoareata)
not merely transient. However, the diagnosis may be made if there is clinical evidence of (--------->para-receptive)
sustained persistence of the sexual attraction to children even if the 6-month duration cannot (--------->meta-caretakers)
be precisely determined. (---------->meta-zes)
Associated Features Supporting Diagnosis (---------->meta-polythetic)
The extensive use of pornography depicting prepubescent children is a useful diagnostic (--------->para-boyarsky)
indicator of pedophilic disorder. This is a specific instance of the general case that individuals (--------->meta-alina)
are likely to choose the kind of pornography that corresponds to their sexual interests. (---------->metalessdifferentiated)
Prevalence (---------->ortho-menopausal)
The population prevalence of pedophilic disorder is unknown. The highest possible prevalence (--------->ortho-unhappiness)
for pedophilic disorder in the male population is approximately 3%-5%. The population (---------->metaresuming)
prevalence of pedophilic disorder in females is even more uncertain, but it is likely (---------->orthodagga)
a small fraction of the prevalence in males. (---------->para-aspiration)
Development and Course (---------->ortho-cranky)
Adult males \??? pedophilic disorder may indicate that they become aware of strong or (---------->orthonurturing)
preferential sexual interest in children around the time of puberty—the same time frame (---------->orthodissoci)
in which males who later prefer physically mature partners became aware of their sexual (--------->meta-unfamiliarity)
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interest in women or men. Attempting to diagnose pedophilic disorder at the age at which (--------->para-stomachaches)
it first manifests is problematic because of the difficulty during adolescent development in (--------->para-uninterrupted)
differentiating it from age-appropriate sexual interest in peers or from sexual curiosity. (---------->orthoselfmutilating)
Hence, Criterion C requires for diagnosis a minimum age of 16 years and at least 5 years (--------->para-micropsia)
older than the child or children in Criterion A. (---------->ortho-scaletta)
Pedophilia per se appears to be a lifelong condition. Pedophilic disorder, however, (---------->orthonurturance)
necessarily includes other elements that may change over time with or without treatment: (--------->ortho-psychophysiological)
subjective distress (e.g., guilt, shame, intense sexual frustration, or feelings of isolation) or (--------->para-loeb)
psychosocial impairment, or the propensity to act out sexually with children, or both. (---------->metahypotonia)
Therefore, the course of pedophilic disorder may fluctuate, increase, or decrease with age. (--------->meta-mckitty)
Adults with pedophilic disorder may report an awareness of sexual interest in children (---------->orthogreenstone)
that preceded engaging in sexual behavior involving children or self-identification as a pedophile. (--------->meta-lulild)
Advanced age is as likely to similarly diminish the frequency of sexual behavior involving (--------->para-summed)
children as it does other paraphilically motivated and normophilic sexual behavior. (---------->orthodassori)
Risk and Prognostic Factors (---------->ortho-timid)
Temperamental. There appears to be an interaction between pedophilia and antisociality, (--------->meta-follicular)
such that males with both traits are more likely to act out sexually with children. Thus, (---------->orthoarousal)
antisocial personality disorder may be considered a risk factor for pedophilic disorder in (---------->metamoodiness)
males with pedophilia. (---------->ortho-neuropsychology)
Environmental. Adult males with pedophilia often report that they were sexually abused (---------->metatrichotillomania)
as children. It is unclear, however, whether this correlation reflects a causal influence of (---------->metabitterness)
childhood sexual abuse on adult pedophilia. (---------->ortho-overtness)
Genetic and physiological. Since pedophilia is a necessary condition for pedophilic disorder, (--------->para-frankel)
any factor that increases the probability of pedophilia also increases the risk of pedophilic (--------->meta-immutable)
disorder. There is some evidence that neurodevelopmental perturbation in utero (---------->orthorelapsing)
increases the probability of development of a pedophilic orientation. (---------->ortho-nonprescribed)
Gender-Related Diagnostic Issues (---------->para-unwavering)
Psychophysiological laboratory measures of sexual interest, which are sometimes useful in diagnosing
(---------->meta-postabstinence)
pedophilic disorder in males, are not necessarily useful in diagnosing this disorder in (---------->metakuchibhatla)
females, even when an identical procedure (e.g., viewing time) or analogous procedures (e.g., (--------->ortho-complicate)
penile plethysmography and vaginal photoplethysmography) are available. (---------->ortho-mitigated)
Diagnostic IVIarkers (---------->para-enterohepatic)
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Psychophysiological measures of sexual interest may sometimes be useful when an individual's (--------->ortho-touchstone)
history suggests the possible presence of pedophilic disorder but the individual (---------->parasharlene)
denies strong or preferential attraction to children. The most thoroughly researched and (---------->metaseasonality)
longest used of such measures is penile plethysmography, although the sensitivity and specificity (--------->para-dharmesh)
of diagnosis may vary from one site to another. Viewing time, using photographs of (---------->paraprenatally)
nude or minimally clothed persons as visual stimuli, is also used to diagnose pedophilic (---------->orthoguilherme)
disorder, especially in combination with self-report measures. Mental health professionals (--------->ortho-intrusive)
in the United States, however, should be aware that possession of such visual stimuli, even (--------->ortho-latinos)
for diagnostic purposes, may violate American law regarding possession of child pornography (--------->meta-homophobia)
and leave the mental health professional susceptible to criminal prosecution. (---------->orthohypercholesterolemia)
Differential Diagnosis (---------->para-blackouts)
Many of the conditions that could be differential diagnoses for pedophilic disorder also (---------->parapseudobulbar)
sometimes occur as comorbid diagnoses. It is therefore generally necessary to evaluate the (--------->meta-stigmatizing)
evidence for pedophilic disorder and other possible conditions as separate questions. (---------->paraveracity)
Antisocial personality disorder. This disorder increases the likelihood that a person who (---------->orthokanak)
is primarily attracted to the mature physique will approach a child, on one or a few occasions, (--------->para-bloodworth)
on the basis of relative availability. The individual often shows other signs of this (---------->orthopredisposition)
personality disorder, such as recurrent law-breaking. (---------->para-fuu)
Alcohol and substance use disorders. The disinhibiting effects of intoxication may also (---------->metahartlage)
increase the likelihood that a person who is primarily attracted to the mature physique will (--------->meta-constricted)
sexually approach a child. (---------->para-pearlstein)
Obsessive-compulsive disorder. There are occasional individuals who complain about (---------->orthoobviates)
ego-dystonic thoughts and worries about possible attraction to children. Clinical interviewing (--------->ortho-obstetrical)
usually reveals an absence of sexual thoughts about children during high states of (---------->metaandrogenic)
sexual arousal (e.g., approaching orgasm during masturbation) and sometimes additional (--------->ortho-imderstanding)
ego-dystonic, intrusive sexual ideas (e.g., concerns about homosexuality). (---------->meta-perlis)
Comorbidity (---------->para-awakened)
Psychiatric comorbidity of pedophilic disorder includes substance use disorders; depressive, (--------->meta-danenberg)
bipolar, and anxiety disorders; antisocial personality disorder; and other paraphilic (---------->para-mcv)
disorders. However, findings on comorbid disorders are largely among individuals convicted (--------->ortho-gutman)
for sexual offenses involving children (almost all males) and may not be generalizable (---------->metabioavailable)
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to other individuals with pedophilic disorder (e.g., individuals who have never (---------->orthodeprgssivg)
approached a child sexually but who qualify for the diagnosis of pedophilic disorder on (---------->paraprader)
the basis of subjective distress). (---------->meta-guerrero)
Fetishistic Disorder (---------->meta-ataxic)
Diagnostic Criteria 302.81 (F65.0) (---------->ortho-scab)
A. Over a period of at least 6 months, recurrent and intense sexual arousal from either (---------->metaenuresis)
the use of nonliving objects or a highly specific focus on nongenital body part(s), as (---------->parasarmukaddam)
manifested by fantasies, urges, or behaviors. (---------->meta-civilly)
B. The fantasies, sexual urges, or behaviors cause clinically significant distress or impairment (--------->meta-caricature)
in social, occupational, or other important areas of functioning. (---------->ortho-wetherby)
C. The fetish objects are not limited to articles of clothing used in cross-dressing (as in (---------->orthodecorticate)
transvestic disorder) or devices specifically designed for the pufose of tactile genital (---------->metaoverstimulating)
stimulation (e.g., vibrator). (---------->ortho-lorazepam)
Specify: (---------->ortho-dyskinesia)
Body part(s) (---------->ortho-reanalysis)
Nonliving object(s) (---------->ortho-dodd)
Other (---------->ortho-reexperienced)
Specify if: (---------->para-frontotemporal)
in a controiied environment: This specifier is primarily applicable to individuals living (---------->orthoinquires)
in institutional or other settings where opportunities to engage in fetishistic behaviors (---------->para-ith)
are restricted. (---------->para-clarifying)
in fuii remission: There has been no distress or impairment in social, occupational, (---------->orthodispositions)
or other areas of functioning for at least 5 years while in an uncontrolled environment. (---------->orthomarilynn)
Specifiers (---------->ortho-maxillary)
Although individuals with fetishistic disorder may report intense and recurrent sexual (---------->parabrijan)
arousal to inanimate objects or a specific body part, it is not unusual for non-mutually exclusive (--------->ortho-golding)
combinations of fetishes to occur. Thus, an individual may have fetishistic disorder (---------->parafidgeting)
associated with an inanimate object (e.g., female undergarments) or an exclusive focus on (--------->para-synthesized)
an intensely eroticized body part (e.g., feet, hair), or their fetishistic interest may meet criteria (--------->para-subsample)
for various combinations of these specifiers (e.g., socks, shoes and feet). (---------->meta-bruises)
Diagnostic Features (---------->para-motility)
The paraphilic focus of fetishistic disorder involves the persistent and repetitive use of or dependence (--------->ortho-pflugardt)
on nonliving objects or a highly specific focus on a (typically nongenital) body part (---------->orthoopportunistic)
as primary elements associated with sexual arousal (Criterion A). A diagnosis of fetishistic disorder (--------->meta-obstructive)
must include clinically significant personal distress or psychosocial role impairment (---------->paraanorexia)
(Criterion B). Common fetish objects include female undergarments, male or female footwear, (--------->para-stylistic)
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rubber articles, leather clothing, or other wearing apparel. Highly eroticized body parts associated (--------->ortho-laam)
with fetishistic disorder include feet, toes, and hair. It is not uncommon for sexualized (---------->metaexploratory)
fetishes to include both inanimate objects and body parts (e.g., dirty socks and feet), and for (--------->ortho-cannabinoid)
this reason the definition of fetishistic disorder now re-incorporates partialism (i.e., an exclusive (--------->ortho-stagnation)
focus on a body part) into its boundaries. Partialism, previously considered a paraphilia not (--------->ortho-modalities)
otherwise specified disorder, had historically been subsumed in fetishism prior to DSM-??. (--------->para-jerlyn)
Many individuals who self-identify as fetishist practitioners do not necessarily report (---------->orthoearlyonset)
clinical impairment in association with their fetish-associated behaviors. Such individuals (--------->para-oxazepam)
could be considered as having a fetish but not fetishistic disorder. A diagnosis of fetishistic (--------->para-nonresident)
disorder requires concurrent fulfillment of both the behaviors in Criterion A and the clinically (--------->meta-divinorum)
significant distress or impairment in functioning noted in Criterion B. (---------->meta-doghouse)
Associated Features Supporting Diagnosis (---------->meta-ethnocultural)
Fetishistic disorder can be a multisensory experience, including holding, tasting, rubbing, (--------->meta-promi)
inserting, or smelling the fetish object while masturbating, or preferring that a sexual partner (--------->para-delineation)
wear or utilize a fetish object during sexual encounters. Some individuals may acquire (---------->parabeekman)
extensive collections of highly desired fetish objects. (---------->meta-nonconforming)
Deveiopment and Course (---------->ortho-choticism)
Usually paraphilias have an onset during puberty, but fetishes can develop prior to adolescence. (--------->meta-distr)
Once established, fetishistic disorder tends to have a continuous course that fluctuates (---------->parasuris)
in intensity and frequency of urges or behavior. (---------->meta-smilowitz)
Cuiture-Reiated Diagnostic issues (---------->ortho-edinger)
Knowledge of and appropriate consideration for normative aspects of sexual behavior are (--------->meta-dlb)
important factors to explore to establish a clinical diagnosis of fetishistic disorder and to (---------->parapae)
distinguish a clinical diagnosis from a socially acceptable sexual behavior. (---------->meta-alejandro)
Gender-Reiated Diagnostic issues (---------->para-comprehend)
Fetishistic disorder has not been systematically reported to occur in females. In clinical (---------->orthounremitting)
samples, fetishistic disorder is nearly exclusively reported in males. (---------->ortho-anticipating)
Functionai Consequences of Fetishistic Disorder (---------->para-unnatural)
Typical impairments associated with fetishistic disorder include sexual dysfunction (---------->metaswerdlow)
during romantic reciprocal relationships when the preferred fetish object or body part is (---------->orthoinversely)
unavailable during foreplay or coitus. Some individuals with fetishistic disorder may prefer (--------->meta-idos)
solitary sexual activity associated with their fetishistic preference(s) even while involved (---------->orthoimmobility)
in a meaningful reciprocal and affectionate relationship. (---------->meta-succinctly)
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Although fetishistic disorder is relatively uncommon among arrested sexual offenders (---------->orthocentimeters)
with paraphilias, males with fetishistic disorder may steal and collect their particular fetishistic (--------->meta-deformed)
objects of desire. Such individuals have been arrested and charged for nonsexual (---------->parasedative)
antisocial behaviors (e.g., breaking and entering, theft, burglary) that are primarily motivated (--------->ortho-galanter)
by the fetishistic disorder. (---------->ortho-troubling)
Differential Diagnosis (---------->meta-pinals)
Transvestic disorder. The nearest diagnostic neighbor of fetishistic disorder is transvestic (--------->meta-caries)
disorder. As noted in the diagnostic criteria, fetishistic disorder is not diagnosed when (---------->metaencephalitis)
fetish objects are limited to articles of clothing exclusively worn during cross-dressing (as (--------->para-bronchodilators)
in transvestic disorder), or when the object is genitally stimulating because it has been designed (--------->meta-reciprocally)
for that purpose (e.g., a vibrator). (---------->para-halos)
Sexual masochism disorder or other paraphilic disorders. Fetishes can co-occur with (---------->orthofimctioning)
other paraphilic disorders, especially "sadomasochism" and transvestic disorder. When (---------->pararecur)
an individual fantasizes about or engages in "forced cross-dressing" and is primarily sexually (--------->meta-parahippocampal)
aroused by the domination or humiliation associated with such fantasy or repetitive (---------->paraoleson)
activity, the diagnosis of sexual masochism disorder should be made. (---------->para-bassiri)
Fetishistic behavior without fetishistic disorder. Use of a fetish object for sexual arousal (---------->metaamnesia)
without any associated distress or psychosocial role impairment or other adverse consequence (--------->meta-homicides)
would not meet criteria for fetishistic disorder, as the threshold required by Criterion (---------->orthoguillain)
B would not be met. For example, an individual whose sexual partner either shares or (---------->metaovervaluatipn)
can successfully incorporate his interest in caressing, smelling, or licking feet or toes as an (--------->ortho-persisted)
important element of foreplay would not be diagnosed with fetishistic disorder; nor (---------->metafugues)
would an individual who prefers, and is not distressed or impaired by, solitary sexual behavior (--------->meta-alopecia)
associated with wearing rubber garments or leather boots. (---------->para-transmissible)
Comorbidity (---------->meta-precipitant)
Fetishistic disorder may co-occur with other paraphilic disorders as well as hypersexuality. (--------->para-fragmentary)
Rarely, fetishistic disorder may be associated with neurological conditions. (---------->meta-lethargy)
Transvestic Disorder (---------->ortho-baystate)
Diagnostic Criteria 302.3 (F65.1) (---------->ortho-koop)
A. Over a period of at least 6 months, recurrent and intense sexual arousal from crossdressing, (--------->ortho-chiefly)
as manifested by fantasies, urges, or behaviors. (---------->meta-accommodating)
B. The fantasies, sexual urges, or behaviors cause clinically significant distress or impairment (--------->meta-wilfley)
in social, occupational, or other important areas of functioning. (---------->ortho-mmhg)
Specify if: (---------->meta-racketeers)
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With fetishism: If sexually aroused by fabrics, materials, or garments. (---------->ortho-tiiat)
With autogynephiiia: If sexually aroused by thoughts or images of self as female. (---------->meta-rajiv)
Specify if: (---------->meta-frye)
in a controiied environment: This specifier is primarily applicable to individuals living (---------->paramusculoskeletal)
in institutional or other settings where opportunities to cross-dress are restricted, (---------->metaoccasioning)
in fuii remission: There has been no distress or impairment in social, occupational, (---------->parajoelle)
or other areas of functioning for at least 5 years while in an uncontrolled environment. (---------->metaparoxetine)
Specifiers (---------->meta-habitual)
The presence of fetishism decreases the likelihood of gender dysphoria in men with transvestic (--------->para-orthopnea)
disorder. The presence of autogynephilia increases the likelihood of gender dysphoria (---------->paramoir)
in men with transvestic disorder. (---------->ortho-iess)
Diagnostic Features (---------->meta-stroboscopic)
The diagnosis of transvestic disorder does not apply to all individuals who dress as the opposite (--------->para-disapproval)
sex, even those who do so habitually. It applies to individuals whose cross-dressing (---------->orthomorphologically)
or thoughts of cross-dressing are always or often accompanied by sexual excitement (Criterion (--------->para-flexibly)
A) and who are emotionally distressed by this pattern or feel it impairs social or interpersonal (--------->para-azimipour)
functioning (Criterion B). The cross-dressing may involve only one or two (---------->para-dcm)
articles of clothing (e.g., for men, it may pertain only to women's undergarments), or it (---------->metasigners)
may involve dressing completely in the iimer and outer garments of the other sex and (in (--------->meta-fissure)
men) may include the use of women's wigs and make-up. Transvestic disorder is nearly (--------->ortho-osvchiatric)
exclusively reported in males. Sexual arousal, in its most obvious form of penile erection, (--------->ortho-julianne)
may co-occur with cross-dressing in various ways. In younger males, cross-dressing often (--------->ortho-hine)
leads to masturbation, following which any female clothing is removed. Older males often (--------->meta-gwenn)
leam to avoid masturbating or doing anything to stimulate the penis so that the avoidance (--------->para-flexion)
of ejaculation allows them to prolong their cross-dressing session. Males with female partners (--------->para-cordaro)
sometimes complete a cross-dressing session by having intercourse with their partners, (--------->ortho-perminder)
and some have difficulty maintaining a sufficient erection for intercourse without (---------->metasympathomimetic)
cross-dressing (or private fantasies of cross-dressing). (---------->meta-whereabouts)
Clinical assessment of distress or impairment, like clinical assessment of transvestic (---------->orthoaccelerates)
sexual arousal, is usually dependent on the individual's self-report. The pattern of behavior (--------->para-pggdiriq)
purging and acquisition often signifies the presence of distress in individuals with (---------->parablaming)
transvestic disorder. During this behavioral pattern, an individual (usually a man) who (---------->orthounderpins)
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has spent a great deal of money on women's clothes and other apparel (e.g., shoes, wigs) (--------->ortho-orthostatic)
discards the items (i.e., purges them) in an effort to overcome urges to cross-dress, and (--------->ortho-zee)
then begins acquiring a woman's wardrobe all over again. (---------->meta-deafness)
Associated Features Supporting Diagnosis (---------->para-centeredness)
Transvestic disorder in men is often accompanied by autogynephilia (i.e., a male's paraphilic (--------->ortho-disentangling)
tendency to be sexually aroused by the thought or image of himself as a woman). (---------->orthorosebush)
Autogynephilic fantasies and behaviors may focus on the idea of exhibiting female physiological (--------->meta-amow)
functions (e.g., lactation, menstruation), engaging in stereotypically feminine behavior (---------->paraimpatience)
(e.g., knitting), or possessing female anatomy (e.g., breasts). (---------->ortho-volitionally)
Prevaience (---------->meta-envious)
The prevalence of transvestic disorder is unknown. Transvestic disorder is rare in males (--------->meta-towery)
and extremely rare in females. Fewer than 3% of males report having ever been sexually (--------->meta-psychotropic)
aroused by dressing in women's attire. The percentage of individuals who have crossdressed (--------->para-healthrelated)
with sexual arousal more than once or a few times in their lifetimes would be even (---------->paralassitude)
lower. The majority of males with transvestic disorder identify as heterosexual, although (---------->metatial)
some individuals have occasional sexual interaction with other males, especially when (---------->metatrimethobenzamide)
they are cross-dressed. (---------->para-ialant)
Deveiopment and Course (---------->meta-thome)
In males, the first signs of transvestic disorder may begin in childhood, in the form of (---------->parajem)
strong fascination with a particular item of women's attire. Prior to puberty, cross-dressing (--------->meta-healthrelated)
produces generalized feelings of pleasurable excitement. With the arrival of puberty, (---------->parakufiingisisa)
dressing in women's clothes begins to elicit penile erection and, in some cases, leads directly (--------->meta-musculoskeletal)
to first ejaculation. In many cases, cross-dressing elicits less and less sexual excitement (--------->para-cmr)
as the individual grows older; eventually it may produce no discernible penile (---------->metareorienting)
response at all. The desire to cross-dress, at the same time, remains the same or grows even (--------->ortho-nazarian)
stronger. Individuals who report such a diminution of sexual response typically report (---------->paramodality)
that the sexual excitement of cross-dressing has been replaced by feelings of comfort or (--------->ortho-hypogastric)
well-being. (---------->meta-confining)
In some cases, the course of transvestic disorder is continuous, and in others it is episodic. (--------->meta-cru)
It is not rare for men with transvestic disorder to lose interest in cross-dressing when (---------->parajeannine)
they first fall in love with a woman and begin a relationship, but such abatement usually (---------->orthoresentful)

DSM-UPAX

1118

proves temporary. When the desire to cross-dress returns, so does the associated distress. (--------->para-harassed)
Some cases of transvestic disorder progress to gender dysphoria. The males in these (---------->parawithhold)
cases, who may be indistinguishable from others with transvestic disorder in adolescence (--------->para-violeta)
or early childhood, gradually develop desires to remain in the female role for longer periods (--------->para-misapplied)
and to feminize their anatomy. The development of gender dysphoria is usually accompanied (--------->para-nonhormonal)
by a (self-reported) reduction or elimination of sexual arousal in association (---------->meta-simplex)
with cross-dressing. (---------->para-tempered)
The manifestation of transvestism in penile erection and stimulation, like the manifestation (--------->ortho-unusable)
of other paraphilic as well as normophiHc sexual interests, is most intense in adolescence (--------->meta-kindhearted)
and early adulthood. The severity of transvestic disorder is highest in adulthood, when the (--------->para-infects)
transvestic drives are most likely to conflict with performance in heterosexual intercourse (--------->meta-witnessing)
and desires to marry and start a family. Middle-age and older men with a history of transvestism (--------->ortho-guzder)
are less likely to present with transvestic disorder than with gender dysphoria. (---------->para-summed)
Functional Consequences of Transvestic Disorder (---------->ortho-noctumal)
Engaging in transvestic behaviors can interfere with, or detract from, heterosexual relationships. (--------->ortho-foiiowing)
This can be a source of distress to men who wish to maintain conventional marriages (---------->pararubio)
or romantic partnerships with women. (---------->meta-cooccurs)
Differentiai Diagnosis (---------->ortho-milam)
Fetishistic disorder. This disorder may resemble transvestic disorder, in particular, in (---------->orthointuitively)
men with fetishism who put on women's undergarments while masturbating with them. (---------->orthohomocysteine)
Distinguishing transvestic disorder depends on the individual's specific thoughts during (---------->paraconfiplex)
such activity (e.g., are there any ideas of being a woman, being like a woman, or being (---------->metapeaking)
dressed as a woman?) and on the presence of other fetishes (e.g., soft, silky fabrics, whether (--------->ortho-sabella)
these are used for garments or for something else). (---------->ortho-handwringing)
Gender dysphoria. Individuals with transvestic disorder do not report an incongruence between (--------->meta-enviroriment)
their experienced gender and assigned gender nor a desire to be of the other gender; and (--------->meta-homebound)
they typically do not have a history of childhood cross-gender behaviors, which would be (--------->para-reordering)
present in individuals with gender dysphoria. Individuals with a presentation that meets fuU (--------->ortho-imperfections)
criteria for transvestic disorder as weU as gender dysphoria should be given both diagnoses. (--------->para-gaskins)
Comorbidity (---------->para-sunderstand)
Transvestism (and thus transvestic disorder) is often found in association with other paraphilias. (--------->ortho-chiefly)
The most frequently co-occurring paraphilias are fetishism and masochism. One (---------->orthosuppes)
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particularly dangerous form of masochism, autoerotic asphyxia, is associated with transvestism (--------->para-shortens)
in a substantial proportion of fatal cases. (---------->para-polygenic)
Other Specified Paraphilic Disorder (---------->para-rosenstock)
302.89 (F65.89) (---------->ortho-galanter)
This category applies to presentations in which symptoms characteristic of a paraphilic disorder (--------->meta-echolalia)
that cause clinically significant distress or impairment in social, occupational, or other important (--------->ortho-hypertrophy)
areas of functioning predominate but do not meet the full criteria for any of the disorders (---------->parahospitalizations)
in the paraphilic disorders diagnostic class. The other specified paraphilic disorder category is (--------->para-humility)
used in situations in which the clinician chooses to communicate the specific reason that the (--------->meta-rauenhorst)
presentation does not meet the criteria for any specific paraphilic disorder. This is done by recording (--------->ortho-echoed)
“other specified paraphilic disorder'’ followed by the specific reason (e.g., “zoophilia”). (---------->paramgclic)
Examples of presentations that can be specified using the “other specified” designation (---------->orthodaze)
include, but are not limited to, recurrent and intense sexual arousal involving telephone (---------->orthononveridical)
scatologia (obscene phone calls), necrophilia (cofses), zoophilia (animals), coprophilia (---------->orthoprominently)
(feces), klismaphilia (enemas), or urophilia (urine) that has been present for at least 6 months (--------->meta-attributions)
and causes marked distress or impairment in social, occupational, or other important areas (--------->para-excitation)
of functioning. Other specified paraphilic disorder can be specified as in remission (---------->orthoakman)
and/or as occurring in a controlled environment. (---------->ortho-vedat)
Unspecified Paraphilic Disorder (---------->meta-stereotypical)
302.9 (F65.9) (---------->para-masterson)
This category applies to presentations in which symptoms characteristic of a paraphilic (---------->metaothei)
disorder that cause clinically significant distress or impairment in social, occupational, or (---------->paraunassociated)
other important areas of functioning predominate but do not meet the full criteria for any of (--------->para-monogamous)
the disorders in the paraphilic disorders diagnostic class. The unspecified paraphilic disorder (--------->ortho-terrie)
category is used in situations in which the clinician chooses not to specify the reason (---------->orthovigilant)
that the criteria are not met for a specific paraphilic disorder, and includes presentations (--------->meta-articulatory)
in which there is insufficient information to make a more specific diagnosis. (---------->ortho-kidd)
F o u r diSOrdGfS are included in this chapter: other specified mental disorder due to (---------->orthoweakening)
another medical condition; unspecified mental disorder due to another medical condition; (--------->para-tliis)
other specified mental disorder; and unspecified mental disorder. This residual category (--------->ortho-leukoencephalopathy)
applies to presentations in which symptoms characteristic of a mental disorder that cause (--------->para-fv)
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clinically significant distress or impairment in social, occupational, or other important areas (--------->para-desisted)
of functioning predominate but do not meet the full criteria for any other mental disorder (---------->orthomonothetic)
in DSM-5. For other specified and unspecified mental disorders due to another (---------->orthoencapsulate)
medical condition, it must be established that the disturbance is caused by the physiological (--------->ortho-osteopenia)
effects of another medical condition. If other specified and unspecified mental disorders (---------->metadenney)
are due to another medical condition, it is necessary to code and list the medical (---------->paraklismaphilia)
condition first (e.g., 042 [B20] HIV disease), followed by the other specified or unspecified (--------->ortho-prostatic)
mental disorder (use appropriate code). (---------->meta-intermarriage)
Other Specified IVIental Disorder (---------->meta-bradytachycardia)
Due to Another l\/ledical Condition (---------->para-neuroplasticity)
This category applies to presentations in which symptoms characteristic of a mental disorder (--------->meta-nnetabolism)
due to another medical condition that cause clinically significant distress or impairment (---------->orthoparasomnias)
in social, occupational, or other important areas of functioning predominate but do (---------->paradorsey)
not meet the full criteria for any specific mental disorder attributable to another medical (---------->orthoipecac)
condition. The other specified mental disorder due to another medical condition category (--------->meta-subdivided)
is used in situations in which the clinician chooses to communicate the specific reason that (--------->para-exaggerates)
the presentation does not meet the criteria for any specific mental disorder attributable to (--------->para-morphologically)
another medical condition. This is done by recording the name of the disorder, with the (---------->orthodepressions)
specific etiological medical condition inserted in place of “another medical condition,” followed (--------->para-pudendal)
by the specific symptomatic manifestation that does not meet the criteria for any (---------->ortho-amow)
specific mental disorder due to another medical condition. Furthermore, the diagnostic (---------->orthocoincident)
code for the specific medical condition must be listed immediately before the code for the (--------->meta-voiding)
other specified mental disorder due to another medical condition. For example, dissociative (--------->para-atherosclerosis)
symptoms due to complex partial seizures would be coded and recorded as 345.40 (---------->orthoabstinent)
(G40.209), complex partial seizures 294.8 (F06.8) other specified mental disorder due to (--------->para-crescendodecrescendo)
complex partial seizures, dissociative symptoms. (---------->meta-imdemutrition)
An example of a presentation that can be specified using the “other specified” designation (--------->para-nonphysical)
is the following: (---------->para-gillian)
Dissociative symptoms: This includes symptoms occurring, for example, in the context (---------->orthofluencies)
of complex partial seizures. (---------->ortho-rarer)
Unspecified IVIental Disorder (---------->ortho-coexists)
Due to Another IVIedical Condition (---------->meta-abruptio)
294.9 (F09) (---------->para-hypoperfusion)
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This category applies to presentations in which symptoms characteristic of a mental disorder (--------->meta-tangles)
due to another medical condition that cause clinically significant distress or impairment (---------->metamatney)
in social, occupational, or other important areas of functioning predominate but do (---------->paradiverted)
not meet the full criteria for any specific mental disorder due to another medical condition. (--------->para-stiffening)
The unspecified mental disorder due to another medical condition category is used in situations (--------->ortho-scot)
in which the clinician chooses nof to specify the reason that the criteria are not met (---------->paralatelife)
for a specific mental disorder due to another medical condition, and includes presentations (--------->para-muttering)
for which there is insufficient information to make a more specific diagnosis (e.g., in emergency (--------->ortho-nussbaum)
room settings). This is done by recording the name of the disorder, with the specific (---------->metaoropharyngeal)
etiological medical condition inserted in place of “another medical condition.” Furthermore, (--------->meta-overstraining)
the diagnostic code for the specific medical condition must be listed immediately before (---------->metaheizer)
the code for the unspecified mental disorder due to another medical condition. For example, (--------->meta-vou)
dissociative symptoms due to complex partial seizures would be coded and recorded (---------->metajeanine)
as 345.40 (G40.209) complex partial seizures, 294.9 (F06.9) unspecified mental disorder (--------->para-malingering)
due to complex partial seizures. (---------->meta-debatable)
Other Specified Mental Disorder (---------->meta-incapacitated)
300.9 (F99) (---------->ortho-lom)
This category applies to presentations in which symptoms characteristic of a mental disorder (--------->ortho-behjavioral)
that cause clinically significant distress or impairment in social, occupational, or other (---------->paraaggressiveness)
important areas of functioning predominate but do not meet the full criteria for any (---------->para-ihat)
specific mental disorder. The other specified mental disorder category is used in situations (--------->para-sanctioned)
in which the clinician chooses to communicate the specific reason that the presentation (---------->orthomonosyllabic)
does not meet the criteria for any specific mental disorder. This is done by recording “other (--------->ortho-intemet)
specified mental disorder” followed by the specific reason. (---------->para-coldness)
Unspecified Mental Disorder (---------->para-duarte)
300.9 (F99) (---------->para-balkozar)
This category applies to presentations in which symptoms characteristic of a mental disorder (--------->meta-soni)
that cause clinically significant distress or impairment in social, occupational, or other (---------->orthokolb)
important areas of functioning predominate but do not meet the full criteria for any (---------->orthojeaious)
mental disorder. The unspecified mental disorder category is used in situations in which (---------->metadystonie)
the clinician chooses not to specify the reason that the criteria are not met for a specific (---------->parazafrani)
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mental disorder, and includes presentations for which there is insufficient information to (---------->metaposttransition)
make a more specific diagnosis (e.g., in emergency room settings). (---------->meta-biochemically)
Medication-Induced Movement (---------->meta-skunk)
Disorders and Otiier Adverse (---------->meta-cataloguing)
Effects of Medication (---------->para-pacing)
MGCliCâtiOn-indUCGCl movement disorders are included in Section II because of (---------->paraalmeida)
their frequent importance in 1) the management by medication of mental disorders or other (--------->ortho-kiefer)
medical conditions and 2) the differential diagnosis of mental disorders (e.g., anxiety (---------->metadisadvantageous)
disorder versus neuroleptic-induced akathisia; malignant catatonia versus neuroleptic (---------->metatormented)
malignant syndrome). Although these movement disorders are labeled "medication induced," (--------->meta-hawton)
it is often difficult to establish the causal relationship between medication exposure (---------->metaperfectionism)
and the development of the movement disorder, especially because some of these (---------->parahyperamylasemia)
movement disorders also occur in the absence of medication exposure. The conditions (---------->orthodepersonaliza)
and problems listed in this chapter are not mental disorders. (---------->meta-betrayed)
The term neuroleptic is becoming outdated because it highlights the propensity of antipsychotic (--------->meta-alvaro)
medications to cause abnormal movements, and it is being replaced with the (---------->ortho-intimacy)
term antipsychotic in many contexts. Nevertheless, the term neuroleptic remains appropriate (--------->ortho-ayahuasca)
in this context. Although newer antipsychotic medications may be less likely to cause (---------->orthoglues)
some medication-induced movement disorders, those disorders still occur. Neuroleptic (---------->orthohasty)
medications include so-called conventional, "typical," or first-generation antipsychotic (---------->paradzh)
agents (e.g., chlorpromazine, haloperidol, fluphenazine); "atypical" or second-generation (--------->meta-familial)
antipsychotic agents (e.g., clozapine, risperidone, olanzapine, quetiapine); certain dopamine (--------->para-provisionally)
receptor-blocking drugs used in the treatment of symptoms such as nausea and gastroparesis (--------->ortho-pretentious)
(e.g., prochlorperazine, promethazine, trimethobenzamide, thiethylperazine, (---------->para-klyman)
metoclopramide); and amoxapine, which is marketed as an antidepressant. (---------->ortho-borrov)
Neuroleptic-Induced Parkinsonism (---------->meta-hematoma)
Other Medication-Induced Parkinsonism (---------->meta-cyclosporine)
332.1 (G21.11 ) Neuroleptic-Induced Parkinsonism (---------->meta-appelbaum)
332.1 (G21.19) Other Medication-Induced Parkinsonism (---------->ortho-proetto)
Parkinsonian tremor, muscular rigidity, akinesia (i.e., loss of movement or difficulty initiating (--------->ortho-kasdan)
movement), or bradykinesia (i.e., slowing movement) developing within a few (---------->meta-healed)
weeks of starting or raising the dosage of a medication (e.g., a neuroleptic) or after reducing (--------->meta-mee)
the dosage of a medication used to treat extrapyramidal symptoms. (---------->ortho-gregariousness)
Neuroleptic Malignant Syndrome (---------->meta-valence)
333.92 (G21.0) Neuroleptic Malignant Syndrome (---------->para-hypothermia)
Although neuroleptic malignant syndrome is easily recognized in its classic full-blown (---------->orthotippey)
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form, it is often heterogeneous in onset, presentation, progression, and outcome. The clinical (--------->ortho-synucleinopathy)
features described below are those considered most important in making the diagnosis (---------->metasandhya)
of neuroleptic malignant syndrome based on consensus recommendations. (---------->para-collapsing)
Diagnostic Features (---------->para-callicott)
Patients have generally been exposed to a dopamine antagonist within 72 hours prior to (---------->paracuyar)
symptom development. Hyperthermia (>100.4°F or >38.0°C on at least two occasions, (---------->paraoutlooks)
measured orally), associated with profuse diaphoresis, is a distinguishing feature of neuroleptic (--------->para-endured)
malignant syndrome, setting it apart from other neurological side effects of antipsychotic (--------->ortho-crohn)
medications. Extreme elevations in temperature, reflecting a breakdown in (---------->meta-phobias)
central thermoregulation, are more likely to support the diagnosis of neuroleptic malignant (--------->para-asphyxia)
syndrome. Generalized rigidity, described as "lead pipe" in its most severe form and (---------->orthoconfabulatory)
usually unresponsive to antiparkinsonian agents, is a cardinal feature of the disorder and (--------->ortho-immunosuppressant)
may be associated with other neurological symptoms (e.g., tremor, sialorrhea, akinesia, (---------->paraurophilia)
dystonia, trismus, myoclonus, dysarthria, dysphagia, rhabdomyolysis). Creatine kinase (---------->paracomorbidities)
elevation of at least four times the upper limit of normal is commonly seen. Changes in (---------->metamanifestations)
mental status, characterized by delirium or altered consciousness ranging from stupor to (--------->meta-shghtly)
coma, are often an early sign. Affected individuals may appear alert but dazed and unresponsive, (--------->para-preschoolers)
consistent with catatonic stupor. Autonomic activation and instability—manifested (---------->orthotomboyism)
by tachycardia (rate >25% above baseline), diaphoresis, blood pressure elevation (---------->orthoselfdoubts)
(systolic or diastolic >25% above baseline) or fluctuation (>20 mmHg diastolic change or (--------->meta-phosphenes)
>25 mmHg systolic change within 24 hours), urinary incontinence, and pallor—may be (---------->metaunkempt)
seen at any time but provide an early clue to the diagnosis. Tachypnea (rate >50% above (--------->ortho-cannabinoid)
baseline) is common, and respiratory distress—resulting from metabolic acidosis, hypermetabolism, (--------->meta-mckay)
chest wall restriction, aspiration pneumonia, or pulmonary emboli—can occur (---------->meta-toxicities)
and lead to sudden respiratory arrest. (---------->ortho-syncope)
A workup, including laboratory investigation, to exclude other infectious, toxic, metabolic, (--------->ortho-terence)
and neuropsychiatric etiologies or complications is essential (see the section "Differential (--------->meta-trichobezoars)
Diagnosis" later in this discussion). Although several laboratory abnormalities (---------->meta-romina)
are associated with neuroleptic malignant syndrome, no single abnormality is specific to (--------->meta-tarves)
the diagnosis. Individuals with neuroleptic malignant syndrome may have leukocytosis, (---------->orthochildhoodonset)
metabolic acidosis, hypoxia, decreased serum iron concentrations, and elevations in serum (--------->meta-dassori)
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muscle enzymes and catecholamines. Findings from cerebrospinal fluid analysis and (---------->parasuperstitions)
neuroimaging studies are generally normal, whereas electroencephalography shows generalized (--------->para-disturiiance)
slowing. Autopsy findings in fatal cases have been nonspecific and variable, depending (---------->paravalidating)
on complications. (---------->ortho-fluently)
Development and Course (---------->ortho-tolin)
Evidence from database studies suggests incidence rates for neuroleptic malignant syndrome (--------->para-perisylvian)
of 0.01%-0.02% among individuals treated with antipsycho tics. The temporal progression (--------->meta-moodincongruent)
of signs and symptoms provides important clues to the diagnosis and prognosis (---------->paradeceptively)
of neuroleptic malignant syndrome. Alteration in mental status and other neurological (---------->orthobloating)
signs typically precede systemic signs. The onset of symptoms varies from hours to days (--------->ortho-jikoshu)
after drug initiation. Some cases develop within 24 hours after drug initiation, most within (--------->ortho-nickola)
the first week, and virtually all cases within 30 days. Once the syndrome is diagnosed and (--------->ortho-impede)
oral antipsychotic drugs are discontinued, neuroleptic malignant syndrome is self-limited (--------->meta-pseudocataplexy)
in most cases. The mean recovery time after drug discontinuation is 7-10 days, with most (--------->para-arciniegas)
individuals recovering within 1 week and nearly all within 30 days. The duration may be (---------->metadumps)
prolonged when long-acting antipsychotics are implicated. There have been reports of individuals (--------->ortho-whicii)
in whom residual neurological signs persisted for weeks after the acute hypermetabolic (---------->orthobrl)
symptoms resolved. Total resolution of symptoms can be obtained in most (---------->para-terminating)
cases of neuroleptic malignant syndrome; however, fatality rates of 10%-20% have been (--------->meta-developmeat)
reported when the disorder is not recognized. Although many individuals do not experience (--------->meta-penetrating)
a recurrence of neuroleptic malignant syndrome when rechallenged with antipsychotic (---------->parafflin)
medication, some do, especially when antipsychotics are reinstituted soon after an (---------->orthocambodian)
episode. (---------->meta-moir)
Risk and Prognostic Factors (---------->meta-haliucinogen)
Neuroleptic malignant syndrome is a potential risk in any individual after antipsychotic (---------->metaidealized)
drug administration. It is not specific to any neuropsychiatric diagnosis and may occur in (--------->ortho-marries)
individuals without a diagnosable mental disorder who receive dopamine antagonists. (---------->paracannotdo)
Clinical, systemic, and metabolic factors associated with a heightened risk of neuroleptic (--------->para-dreamlike)
malignant syndrome include agitation, exhaustion, dehydration, and iron deficiency. A (---------->orthoseetable)
prior episode associated with antipsychotics has been described in 15%-20% of index (---------->orthomcgrosky)
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cases, suggesting underlying vulnerability in some patients; however, genetic findings (---------->paranarrowed)
based on neurotransmitter receptor polymorphisms have not been replicated consistently. (--------->meta-hagman)
Nearly all dopamine antagonists have been associated with neuroleptic malignant (---------->orthoamphetamine)
sjmdrome, although high-potency antipsychotics pose a greater risk compared with lowpotency (--------->ortho-etiological)
agents and newer atypical antipsychotics. Partial or milder forms may be associated (---------->paraobsgssivg)
with newer antipsychotics, but neuroleptic malignant syndrome varies in severity (---------->parasnacking)
even with older drugs. Dopamine antagonists used in medical settings (e.g., metoclopramide, (--------->ortho-gsi)
prochlorperazine) have also been implicated. Parenteral administration routes, (---------->meta-kollar)
rapid titration rates, and higher total drug dosages have been associated with increased (--------->meta-subskill)
risk; however, neuroleptic malignant syndrome usually occurs within the therapeutic dosage (--------->para-domanico)
range of antipsychotics. (---------->para-mee)
Differential Diagnosis (---------->para-paralikar)
Neuroleptic malignant syndrome must be distinguished from other serious neurological (---------->metagrounding)
or medical conditions, including central nervous system infections, inflammatory or autoimmune (--------->meta-langstr)
conditions, status epilepticus, subcortical structural lesions, and systemic conditions (---------->orthooverlooks)
(e.g., pheochromocytoma, thyrotoxicosis, tetanus, heat stroke). (---------->meta-misarticulated)
Neuroleptic malignant syndrome also must be distinguished from similar syndromes (---------->ortholescent)
resulting from the use of other substances or medications, such as serotonin syndrome; (--------->meta-dementing)
parkinsonian hyperthermia syndrome following abrupt discontinuation of dopamine agonists; (--------->meta-stomachache)
alcohol or sedative withdrawal; malignant hyperthermia occurring during anesthesia; (---------->metastereotypically)
hyperthermia associated with abuse of stimulants and hallucinogens; and atropine (---------->metaalternation)
poisoning from anticholinergics. (---------->meta-comprehensiveness)
In rare instances, individuals with schizophrenia or a mood disorder may present with (---------->metapatterning)
malignant catatonia, which may be indistinguishable from neuroleptic malignant syndrome. (--------->para-agonist)
Some investigators consider neuroleptic malignant syndrome to be a druginduced (---------->para-kari)
form of malignant catatonia. (---------->para-dalder)
Medication-Induced Acute Dystonia (---------->para-betel)
333.72 (G24.02) Medication-Induced Acute Dystonia (---------->meta-abdominoperitoneal)
Abnormal and prolonged contraction of the muscles of the eyes (oculogyric crisis), head, (--------->para-obsessive)
neck (torticollis or retrocollis), limbs, or trunk developing within a few days of starting or (---------->orthoindifference)
raising the dosage of a medication (such as a neuroleptic) or after reducing the dosage of a (--------->para-kleffner)
medication used to treat extrapyramidal symptoms. (---------->meta-bedtime)
IVledication-lnduced Acute Al<atlnisia (---------->meta-tapering)
333.99 (G25.71) Medication-Induced Acute Akathisia (---------->para-tannock)
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Subjective complaints of restlessness, often accompanied by observed excessive movements (--------->meta-oleson)
(e.g., fidgety movements of the legs, rocking from foot to foot, pacing, inability to sit (---------->paracannot)
or stand still), developing within a few weeks of starting or raising the dosage of a medication (--------->ortho-crossdressed)
(such as a neuroleptic) or after reducing the dosage of a medication used to treat extrapyramidal (--------->ortho-prefrontal)
symptoms. (---------->ortho-caregiverchild)
Tardive Dyskinesia (---------->para-ulcers)
333.85 (G24.01) Tardive Dyskinesia (---------->ortho-ideologies)
Involuntary athetoid or choreiform movements (lasting at least a few weeks) generally of (--------->meta-stremel)
the tongue, lower face and jaw, and extremities (but sometimes involving the pharyngeal, (--------->ortho-bongs)
diaphragmatic, or trunk muscles) developing in association with the use of a neuroleptic (---------->paramisidentification)
medication for at least a few months. (---------->ortho-distinguishable)
Symptoms may develop after a shorter period of medication use in older persons. In (---------->parafochtmann)
some patients, movements of this type may appear after discontinuation, or after change (--------->meta-cataplexy)
or reduction in dosage, of neuroleptic medications, in which case the condition is called (---------->metainterviewers)
neuroleptic withdrawal-emergent dyskinesia. Because withdrawal-emergent dyskinesia is (--------->ortho-humiliated)
usually time-limited, lasting less than 4-8 weeks, dyskinesia that persists beyond this window (--------->meta-lipids)
is considered to be tardive dyskinesia. (---------->para-facetiousness)
Tardive Dystonia (---------->ortho-kjellgren)
Tardive Akathisia (---------->para-clairvoyance)
333.72 (G24.09) Tardive Dystonia (---------->meta-spousal)
333.99 (G25.71 ) Tardive Akathisia (---------->ortho-likhodi)
Tardive syndrome involving other types of movement problems, such as dystonia or (---------->parapsenl)
akathisia, which are distinguished by their late emergence in the course of treatment and (--------->ortho-previdi)
their potential persistence for months to years, even in the face of neuroleptic discontinuation (--------->para-mcintyre)
or dosage reduction. (---------->para-gregarious)
Medication-Induced Postural Tremor (---------->para-awan)
333.1 (G25.1) Medication-Induced Postural Tremor (---------->para-metimes)
Fine tremor (usually in the range of 8-12 Hz) occurring during attempts to maintain a posture (--------->ortho-goofiness)
and developing in association with the use of medication (e.g., lithium, antidepressants, (---------->orthovincenzo)
valproate). This tremor is very similar to the tremor seen with anxiety, caffeine, and (---------->paraponder)
other stimulants. (---------->para-flashback)
Other Medication-Induced Movement Disorder (---------->para-ileana)
333.99 (G25.79) Other Medication-Induced Movement Disorder (---------->meta-sushrut)
This category is for medication-induced movement disorders not captured by any of the (---------->orthoneurotransmitters)
specific disorders listed above. Examples include 1) presentations resembling neuroleptic (--------->para-thibault)
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malignant syndrome that are associated with medications other than neuroleptics and (---------->orthoisaacs)
2) other medication-induced tardive conditions. (---------->meta-kleinelevin)
Antidepressant Discontinuation Syndrome (---------->ortho-nyhan)
995.29 (T43.205A) Initial encounter (---------->ortho-puncture)
995.29 (T43.205D) Subsequent encounter (---------->meta-lavid)
995.29 (T43.205S) Sequelae (---------->para-dieter)
Antidepressant discontinuation syndrome is a set of symptoms that can occur after an (---------->orthocaricature)
abrupt cessation (or marked reduction in dose) of an antidepressant medication that was (--------->ortho-distinctly)
taken continuously for at least 1 month. Symptoms generally begin within 2-4 days and (---------->metamcgirr)
typically include specific sensory, somatic, and cognitive-emotional manifestations. Frequently (--------->para-incompetence)
reported sensory and somatic symptoms include flashes of lights, "electric shock" (---------->paratelemetry)
sensations, nausea, and hyperresponsivity to noises or lights. Nonspecific anxiety and (---------->orthonegativeaffectivity)
feelings of dread may also be reported. Symptoms are alleviated by restarting the same (---------->parakermeth)
medication or starting a different medication that has a similar mechanism of action— (---------->orthourea)
for example, discontinuation symptoms after withdrawal from a serotonin-norepinephrine (--------->para-jeffries)
reuptake inhibitor may be alleviated by starting a tricyclic antidepressant. To qualify (---------->orthorites)
as antidepressant discontinuation syndrome, the symptoms should not have been present (--------->para-wozniak)
before the antidepressant dosage was reduced and are not better explained by another (---------->paratetrahydrocannabinol)
mental disorder (e.g., manic or hypomanie episode, substance intoxication, substance (---------->parapassively)
withdrawal, somatic symptom disorder). (---------->meta-gallien)
Diagnostic Features (---------->para-stroeh)
Discontinuation symptoms may occur following treatment with tricyclic antidepressants (---------->parafaulconbridge)
(e.g., imipramine, amitriptyline, desipramine), serotonin reuptake inhibitors (e.g., fluoxetine, (--------->ortho-disparagingly)
paroxetine, sertraline), and monoamine oxidase inhibitors (e.g., phenelzine, selegiline, (---------->orthoencopresis)
pargyline). The incidence of this syndrome depends on the dosage and half-life of the (---------->parapolymorphism)
medication being taken, as well as the rate at which the medication is tapered. Short-acting (--------->para-irt)
medications that are stopped abruptly rather than tapered gradually may pose the greatest (--------->meta-highnormal)
risk. The short-acting selective serotonin reuptake inhibitor (SSRI) paroxetine is the (---------->orthoursano)
agent most commonly associated with discontinuation symptoms, but such symptoms occur (--------->ortho-dorsal)
for all types of antidepressants. (---------->meta-opioids)
Unlike withdrawal syndromes associated with opioids, alcohol, and other substances (---------->metanonanmestic)
of abuse, antidepressant discontinuation syndrome has no pathognomonic symptoms. Instead, (--------->meta-coerce)
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the symptoms tend to be vague and variable and typically begin 2-A days after the (---------->orthononveridical)
last dose of the antidepressant. For SSRIs (e.g., paroxetine), symptoms such as dizziness, (--------->para-ritualistic)
ringing in the ears, "electric shocks in the head," an inability to sleep, and acute anxiety are (--------->meta-cuthbert)
described. The antidepressant use prior to discontinuation must not have incurred hypomania (--------->ortho-poking)
or euphoria (i.e., there should be confidence that the discontinuation syndrome is (---------->paralisterud)
not the result of fluctuations in mood stability associated with the previous treatment). (---------->parablackouts)
The antidepressant discontinuation syndrome is based solely on pharmacological factors (--------->para-catastrophe)
and is not related to the reinforcing effects of an antidepressant. Also, in the case of stimulant (--------->meta-gallien)
augmentation of an antidepressant, abrupt cessation may result in stimulant withdrawal (---------->paraqll)
symptoms (see "Stimulant Withdrawal" in the chapter "Substance-Related and (---------->paradisengagement)
Addictive Disorders") rather than the antidepressant discontinuation syndrome described (--------->para-corbelle)
here. (---------->meta-wakefulness)
Prevalence (---------->para-phalloplasty)
The prevalence of antidepressant discontinuation syndrome is unknown but is thought to (--------->ortho-jafet)
vary according to the dosage prior to discontinuation, the half-life and receptor-binding (---------->orthosenile)
affinity of the medication, and possibly the individual's genetically influenced rate of metabolism (--------->ortho-occupationali)
for this medication. (---------->meta-alkaloids)
Course and Development (---------->para-deceit)
Because longitudinal studies are lacking, litfle is known about the clinical course of antidepressant (--------->para-reaffirming)
discontinuation syndrome. Symptoms appear to abate over time with very (---------->ortho-braininjured)
gradual dosage reductions. After an episode, some individuals may prefer to resume medication (--------->ortho-stipulated)
indefinitely if tolerated. (---------->meta-talkative)
Differential Diagnosis (---------->meta-faintness)
The differential diagnosis of antidepressant discontinuation syndrome includes anxiety (---------->orthometachromatic)
and depressive disorders, substance use disorders, and tolerance to medications. (---------->metabinge)
Anxiety and depressive disorders. Discontinuation symptoms often resemble symptoms (---------->metabouts)
of a persistent anxiety disorder or a return of somatic symptoms of depression for which (---------->paraundergone)
the medication was initially given. (---------->meta-misunderstand)
Substance use disorders. Antidepressant discontinuation syndrome differs from substance (--------->ortho-sanctioned)
withdrawal in that antidepressants themselves have no reinforcing or euphoric effects. (---------->orthopsychopathy)
The medication dosage has usually not been increased without the clinician's (---------->paramephedrone)
permission, and the individual generally does not engage in drug-seeking behavior to obtain (--------->para-paruresis)
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additional medication. Criteria for a substance use disorder are not met. (---------->para-overactivity)
Tolerance to medications. Tolerance and discontinuation symptoms can occur as a (---------->paraherrera)
normal physiological response to stopping medication after a substantial duration of (---------->orthodexterity)
exposure. Most cases of medication tolerance can be managed through carefully controlled (--------->ortho-sleepless)
tapering. (---------->ortho-ills)
Comorbidity (---------->para-buprenorphine)
Typically, the individual was initially started on the medication for a major depressive disorder; (--------->meta-glossa)
the original symptoms may return during the discontinuation syndrome. (---------->para-frick)
Other Adverse Effect of Medication (---------->ortho-emanates)
995.20 (T50.905A) Initial encounter (---------->meta-somatoform)
995.20 (T50.905D) Subsequent encounter (---------->para-grunt)
995.20 (T50.905S) Sequelae (---------->ortho-shakiness)
This category is available for optional use by clinicians to code side effects of medication (--------->meta-retinoic)
(other than movement symptoms) when these adverse effects become a main focus of clinical (--------->para-presenilin)
attention. Examples include severe hypotension, cardiac arrhythmias, and priapism. (---------->metakircanski)
other Conditions That May Be (---------->para-sororities)
a Focus of Ciinicai Attention (---------->para-mistrust)
T h is d i s c u s s io n covers other conditions and problems that may be a focus of clinical (--------->ortho-renato)
attention or that may otherwise affect the diagnosis, course, prognosis, or treatment of (---------->orthoposttrauma)
a patient's mental disorder. These conditions are presented with their corresponding (---------->paratormented)
codes from ICD-9-CM (usually V codes) and ICD-IO-CM (usually Z codes). A condition (---------->metawatchful)
or problem in this chapter may be coded if it is a reason for the current visit or helps to (---------->metaintractable)
explain the need for a test, procedure, or treatment. Conditions and problems in this chapter (--------->para-expository)
may also be included in the medical record as useful information on circumstances that (---------->metasomatosensory)
may affect the patient's care, regardless of their relevance to the current visit. (---------->ortho-imreality)
The conditions and problems listed in this chapter are not mental disorders. Their inclusion (--------->ortho-flattened)
in DSM-5 is meant to draw attention to the scope of additional issues that may be (---------->paracaptivity)
encountered in routine clinical practice and to provide a systematic listing that may be (---------->paradisguise)
useful to clinicians in documenting these issues. (---------->para-tial)
Relational Problems (---------->meta-buprenorphine)
Key relationships, especially intimate adult partner relationships and parent/caregiverchild (--------->para-dlb)
relationships, have a significant impact on the health of the individuals in these relationships. (--------->meta-frightened)
These relationships can be health promoting and protective, neutral, or detrimental (---------->metakelsay)
to health outcomes. In the extreme, these close relationships can be associated with (---------->orthoprogressively)
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maltreatment or neglect, which has significant medical and psychological consequences (--------->meta-nurturing)
for the affected individual. A relational problem may come to clinical attention either as (---------->metaosvchiatric)
the reason that the individual seeks health care or as a problem that affects the course, (---------->metaferent)
prognosis, or treatment of the individual's mental or other medical disorder. (---------->ortho-verhulst)
Problems Related to Family Upbringing (---------->meta-transporation)
V61.20 (Z62.820) Parent-Child Relational Problem (---------->ortho-stressrelated)
For this category, the term parent is used to refer to one of the child's primary caregivers, (--------->para-hyperplasia)
who may be a biological, adoptive, or foster parent or may be another relative (such as a (--------->para-aksamit)
grandparent) who fulfills a parental role for the child. This category should be used when (--------->ortho-nonphysical)
the main focus of clinical attention is to address the quality of the parent-child relationship (--------->para-alik)
or when the quality of the parent-child relationship is affecting the course, prognosis, or (---------->metaresection)
treatment of a mental or other medical disorder. Typically, the parent-child relational (---------->metainterstitial)
problem is associated with impaired functioning in behavioral, cognitive, or affective domains. (--------->para-ercoli)
Examples of behavioral problems include inadequate parental control, supervision, (---------->orthouncontrolled)
and involvement with the child; parental overprotection; excessive parental pressure; arguments (--------->meta-impulsiveness)
that escalate to threats of physical violence; and avoidance without resolution of (---------->orthoshrugging)
problems. Cognitive problems may include negative attributions of the other's intentions, (---------->paradinnitris)
hostility toward or scapegoating of the other, and unwarranted feelings of estrangement. (--------->meta-unde)
Affective problems may include feelings of sadness, apathy, or anger about the other individual (--------->ortho-recalling)
in the relationship. Clinicians should take into account the developmental needs (---------->ortho-devote)
of the child and the cultural context. (---------->ortho-argumentativeness)
V61.8 (Z62.891 ) Sibling Relational Problem (---------->para-brink)
This category should be used when the focus of clinical attention is a pattern of interaction (--------->ortho-nikulina)
among siblings that is associated with significant impairment in individual or family functioning (--------->para-basson)
or with development of symptoms in one or more of the siblings, or when a sibling relational (--------->meta-difficiilties)
problem is affecting the course, prognosis, or treatment of a sibling's mental or other medical (--------->ortho-constriction)
disorder. This category can be used for either children or adults if the focus is on the sibling
relationship. (---------->ortho-rhyme)
Siblings in this context include full, half-, step-, foster, and adopted siblings. (---------->ortho-ineligibility)
V61.8 (Z62.29) Upbringing Away From Parents (---------->ortho-coordinahon)
This category should be used when the main focus of clinical attention pertains to issues (--------->para-overconcrete)
regarding a child being raised away from the parents or when this separate upbringing affects (--------->para-rationalizing)
the course, prognosis, or treatment of a mental or other medical disorder. The child (---------->paradeteriorate)
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could be one who is under state custody and placed in kin care or foster care. The child (---------->paraconsented)
could also be one who is living in a nonparental relative's home, or with friends, but whose (--------->ortho-tirumalasetty)
out-of-home placement is not mandated or sanctioned by the courts. Problems related to a (--------->meta-reanalyzed)
child living in a group home or orphanage are also included. This category excludes issues (--------->ortho-genitals)
related to V60.6 (Z59.3) children in boarding schools. (---------->para-shakiness)
V61.29 (Z62.898) Child Affected by Parental Relationship Distress (---------->meta-dementing)
This category should be used when the focus of clinical attention is the negative effects of (--------->para-hallmarks)
parental relationship discord (e.g., high levels of conflict, distress, or disparagement) on a (--------->para-distension)
child in the family, including effects on the child's mental or other medical disorders. (---------->orthokhyal)
other Problems Related to Primary Support Group (---------->meta-ivlajor)
V61.10 (Z63.0) Relationship Distress With Spouse or Intimate Partner (---------->ortho-differentiai)
This category should be used when the major focus of the clinical contact is to address the (--------->meta-befalling)
quality of the intimate (spouse or partner) relationship or when the quality of that relationship (--------->meta-risking)
is affecting the course, prognosis, or treatment of a mental or other medical disorder. (---------->metahecox)
Partners can be of the same or different genders. Typically, the relationship distress (---------->ortholeukocytosis)
is associated with impaired functioning in behavioral, cognitive, or affective domains. Examples (--------->ortho-microtubule)
of behavioral problems include conflict resolution difficulty, withdrawal, and (---------->ortho-herzog)
overinvolvement. Cognitive problems can manifest as chronic negative attributions of the (--------->ortho-costumed)
other's intentions or dismissals of the partner's positive behaviors. Affective problems (---------->orthoeman)
would include chronic sadness, apathy, and/or anger about the other partner. (---------->para-subskill)
Note: This category excludes clinical encounters for V61.1x (Z69.1x) mental health services (--------->para-abolished)
for spousal or partner abuse problems and V65.49 (Z70.9) sex counseling. (---------->ortho-soiling)
V61.03 (Z63.5) Disruption of Family by Separation or Divorce (---------->para-extremities)
This category should be used when partners in an intimate adult couple are living apart (---------->orthodisagreements)
due to relationship problems or are in the process of divorce. (---------->para-lubrication)
V61.8 (Z63.8) High Expressed Emotion Level Within Family (---------->ortho-frotteurism)
Expressed emotion is a construct used as a qualitative measure of the "amount" of emotion— (--------->para-dsmiv)
in particular, hostility, emotional overinvolvement, and criticism directed toward a (---------->para-dimitri)
family member who is an identified patient—displayed in the family environment. This (---------->orthoretrospectively)
category should be used when a family's high level of expressed emotion is the focus of (---------->parakeuthen)
clinical attention or is affecting the course, prognosis, or treatment of a family member's (---------->orthoexacerbating)
mental or other medical disorder. (---------->para-snobbish)
V62.82 (Z63.4) Uncomplicated Bereavement (---------->ortho-scaletta)
This category can be used when the focus of clinical attention is a normal reaction to the (--------->para-riba)
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death of a loved one. As part of their reaction to such a loss, some grieving individuals (---------->orthobhang)
present with symptoms characteristic of a major depressive episode—for example, feelings (--------->para-tarbell)
of sadness and associated symptoms such as insomnia, poor appetite, and weight (---------->orthobhor)
loss. The berea>(ed individual typically regards the depressed mood as "normal," although (--------->meta-careless)
the individual may seek professional help for relief of associated symptoms such (---------->metafantasize)
as insomnia or anorexia. The duration and expression of "normal" bereavement vary considerably (--------->para-fereidoon)
among different cultural groups. Further guidance in distinguishing grief from (---------->paradysregulated)
a major depressive episode is provided in the criteria for major depressive episode. (---------->paraimpractic)
Abuse and Neglect (---------->ortho-inhaling)
Maltreatment by a family member (e.g., caregiver, intimate adult partner) or by a nonrelative (--------->ortho-gyrus)
can be the area of current clinical focus, or such maltreatment can be an important (---------->orthoalejandro)
factor in the assessment and treatment of patients with mental or other medical disorders. (--------->ortho-disposing)
Because of the legal implications of abuse and neglect, care should be used in assessing (--------->ortho-immaturity)
these conditions and assigning these codes. Having a past history of abuse or neglect can (--------->ortho-amelioration)
influence diagnosis and treatment response in a number of mental disorders, and may also (--------->meta-dominique)
be noted along with the diagnosis. (---------->meta-cannavo)
For the following categories, in addition to listings of the confirmed or suspected event (---------->orthosubgrouping)
of abuse or neglect, other codes are provided for use if the current clinical encounter is to (--------->meta-langstr)
provide mental health services to either the victim or the perpetrator of the abuse or neglect. (--------->ortho-ridiagnostic)
A separate code is also provided for designating a past history of abuse or neglect. (---------->parajoyner)
Coding Note for ICD-IO-CM Abuse and Neglect Conditions (---------->para-lympho)
For T codes only, the 7th character should be coded as follows: (---------->para-iviedical)
A (initial encounter)—Use while the patient is receiving active treatment for (---------->ortho-embolism)
the condition (e.g., surgical treatment, emergency department encounter, evaluation (---------->parainhibitory)
and treatment by a new clinician); or (---------->para-condon)
D (subsequent encounter)—Use for encounters after the patient has received (---------->ortho-worded)
active treatment for the condition and when he or she is receiving routine care (---------->orthohypoxemic)
for the condition during the healing or recovery phase (e.g., cast change or removal, (---------->metapuzzled)
removal of external or internal fixation device, medication adjustment, (---------->ortho-mckean)
other aftercare and follow-up visits). (---------->ortho-nodding)
Child Maltreatment and Neglect Problems (---------->meta-herckner)
Child Physical Abuse (---------->meta-espanto)
Child physical abuse is nonaccidental physical injury to a child—^ranging from minor bruises (--------->para-mamah)
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to severe fractures or death—occurring as a result of punching, beating, kicking, biting, (---------->metaraho)
shaking, throwing, stabbing, choking, hitting (with a hand, stick, strap, or other object), (---------->orthoneurotoxin)
burning, or any other method that is inflicted by a parent, caregiver, or other individual who (--------->meta-pneumonitis)
has responsibility for the child. Such injury is considered abuse regardless of whether the (--------->ortho-pathologically)
caregiver intended to hurt the child. Physical discipline, such as spanking or paddling, is not (--------->para-lumping)
considered abuse as long as it is reasonable and causes no bodily injury to the child. (---------->metatetrahydrocannabinol)
Child Physical Abuse, Confirmed (---------->ortho-salivary)
995.54 (T74.12XA) Initial encounter (---------->para-gearhart)
995.54 (T74.12XD) Subsequent encounter (---------->meta-grn)
Child Physical Abuse, Suspected (---------->para-aiodolytic)
995.54 (T76.12XA) Initial encounter (---------->para-jitteriness)
995.54 (T76.12XD) Subsequent encounter (---------->para-globus)
Other Circumstances Related to Child Physical Abuse (---------->ortho-shiner)
V61.21 (Z69.010) Encounter for mental health services for victim of child abuse by parent (--------->para-matney)
V61.21 (Z69.020) Encounter for mental health services for victim of nonparental child (---------->metaexcruciatingly)
abuse (---------->meta-baici)
VI 5.41 (Z62.810) Personal history (past history) of physical abuse in childhood (---------->ortho-sieep)
V61.22 (Z69.011 ) Encounter for mental health services for perpetrator of parental child (---------->metarecov)
abuse (---------->meta-angina)
V62.83 (Z69.021) Encounter for mental health services for perpetrator of nonparental (---------->parahematocrit)
child abuse (---------->ortho-perinasal)
Child Sexual Abuse (---------->para-culp)
Child sexual abuse encompasses any sexual act involving a child that is intended to provide (--------->meta-phenotypes)
sexual gratification to a parent, caregiver, or other individual who has responsibility (---------->paraoftens)
for the child. Sexual abuse includes activities such as fondling a child's genitals, penetration, (--------->ortho-acuteness)
incest, rape, sodomy, and indecent exposure. Sexual abuse also includes noncontact (---------->paravictimization)
exploitation of a child by a parent or caregiver—for example, forcing, tricking, enticing, (---------->orthoconcussions)
threatening, or pressuring a child to participate in acts for the sexual gratification of others, (--------->meta-obsessing)
without direct physical contact between child and abuser. (---------->meta-dyssomnias)
Child Sexual Abuse, Confirmed (---------->para-admiring)
995.53 (T74.22XA) Initial encounter (---------->para-baldness)
995.53 (T74.22XD) Subsequent encounter (---------->para-goalfocused)
Child Sexual Abuse, Suspected (---------->para-rhit)
995.53 (T76.22XA) Initial encounter (---------->meta-dissipated)
995.53 (T76.22XD) Subsequent encounter (---------->ortho-avocations)
Other Circumstances Related to Child Sexual Abuse (---------->meta-keefe)
V61.21 (Z69.010) Encounter for mental health services for victim of child sexual abuse (---------->paraconununities)
by parent (---------->para-insults)

DSM-UPAX

1134

V61.21 (Z69.020) Encounter for mental health services for victim of nonparental child (---------->metacardiopulmonary)
sexual abuse (---------->para-hyperpyrexia)
VI 5.41 (Z62.810) Personal history (past history) of sexual abuse in childhood (---------->para-hollowed)
V61.22 (Z69.011 ) Encounter for mental health services for perpetrator of parental child (---------->metafeedings)
sexual abuse (---------->ortho-culmination)
V62.83 (Z69.021) Encounter for mental health services for pefetrator of nonparental (---------->paraporous)
child sexual abuse (---------->ortho-socialization)
Child Neglect (---------->meta-lesion)
Child neglect is defined as any confirmed or suspected egregious act or omission by a (---------->orthoindifference)
child's parent or other caregiver that deprives the child of basic age-appropriate needs and (--------->ortho-suicidality)
thereby results, or has reasonable potential to result, in physical or psychological harm to (--------->meta-landau)
the child. Child neglect encompasses abandonment; lack of appropriate supervision; failure (--------->ortho-refractory)
to attend to necessary emotional or psychological needs; and failure to provide necessary (--------->ortho-correlates)
education, medical care, nourishment, shelter, and/or clothing. (---------->para-accomplishing)
Child Neglect, Confirmed (---------->para-spasms)
995.52 (T74.02XA) Initial encounter (---------->para-professed)
995.52 (T74.02XD) Subsequent encounter (---------->meta-osiol)
Child Neglect, Suspected (---------->ortho-myeloneuropathy)
995.52 (T76.02XA) Initial encounter (---------->ortho-orthodontia)
995.52 (T76.02XD) Subsequent encounter (---------->meta-slowness)
Other Circumstances Related to Child Neglect (---------->meta-uncontrollably)
V61.21 (Z69.010) Encounter for mental health services for victim of child neglect by (---------->metabaystate)
parent (---------->para-wulsin)
V61.21 (Z69.020) Encounter for mental health services for victim of nonparental child (---------->orthopolatajko)
neglect (---------->ortho-reentering)
VI 5.42 (Z62.812) Personal history (past history) of neglect in childhood (---------->meta-mateya)
V61.22 (Z69.011 ) Encounter for mental health services for perpetrator of parental child (---------->paracerebrospinal)
neglect (---------->ortho-oppositional)
V62.83 (Z69.021) Encounter for mental health services for perpetrator of nonparental (---------->parabickford)
child neglect (---------->para-overwhelmingly)
Child Psychological Abuse (---------->meta-katlin)
Child psychological abuse is nonaccidental verbal or symbolic acts by a child's parent or (--------->meta-equivocal)
caregiver that result, or have reasonable potential to result, in significant psychological (---------->metaregurgitated)
harm to the child. (Physical and sexual abusive acts are not included in this category.) Examples (--------->para-oropharyngeal)
of psychological abuse of a child include berating, disparaging, or humiliating (---------->metaunjustified)
the child; threatening the child; harming/abandoning—or indicating that the alleged (---------->metaempirically)
offender will harm/abandon—people or things that the child cares about; confining the (---------->metaerrands)
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child (as by tying a child's arms or legs together or binding a child to furrüture or another (--------->meta-bruxism)
object, or confining a child to a small enclosed area [e.g., a closet]); egregious scapegoating (--------->meta-highattention)
of the child; coercing the child to inflict pain on himself or herself; and disciplining the (---------->orthotraci)
child excessively (i.e., at an extremely high frequency or duration, even if not at a level of (--------->para-glutamyltransferase)
physical abuse) through physical or nonphysical means. (---------->meta-nonmedically)
Child Psychological Abuse, Confirmed (---------->ortho-asymmetrically)
995.51 (T74.32XA) Initial encounter (---------->para-jeopardized)
995.51 (T74.32XD) Subsequent encounter (---------->ortho-hallucinations)
Child Psychological Abuse, Suspected (---------->meta-paresthesias)
995.51 (T76.32XA) Inihal encounter (---------->para-amenorrhea)
995.51 (T76.32XD) Subsequent encounter (---------->para-oseless)
Other Circumstances Related to Child Psychological Abuse (---------->ortho-urinating)
V61.21 (Z69.010) Encounter for mental health services for victim of child psychological (---------->metaflexion)
abuse by parent (---------->para-rohren)
V61.21 (Z69.020) Encounter for mental health services for victim of nonparental child (---------->orthovivek)
psychological abuse (---------->para-loners)
VI 5.42 (Z62.811 ) Personal history (past history) of psychological abuse in childhood (---------->orthoatter)
V61.22 (Z69.011 ) Encounter for mental health services for pefetrator of parental child (---------->paragalia)
psychological abuse (---------->ortho-kircanski)
V62.83 (Z69.021 ) Encounter for mental health services for perpetrator of nonparental (---------->orthotille)
child psychological abuse (---------->ortho-manifested)
Adult Maltreatment and Neglect Problems (---------->para-detoxification)
Spouse or Partner Violence, Physical (---------->meta-vegetal)
This category should be used when nonaccidental acts of physical force that result, or have (--------->para-nrem)
reasonable potential to result, in physical harm to an intimate partner or that evoke significant (--------->para-masculinizing)
fear in the partner have occurred during the past year. Nonaccidental acts of physical (---------->metastrangulating)
force include shoving, slapping, hair pulling, pinching, restraining, shaking, throwing, (---------->paramutiso)
biting, kicking, hitting with the fist or an object, burning, poisoning, applying force to the (---------->paraclinging)
throat, cutting off the air supply, holding the head under water, and using a weapon. Acts (--------->ortho-safranek)
for the purpose of physically protecting oneself or one's partner are excluded. (---------->parapredilection)
Spouse or Partner Violence, Physical, Confirmed (---------->meta-borderline)
995.81 (T74.11XA) Initialencounter (---------->para-rigidity)
995.81 (T74.11XD) Subsequent encounter (---------->para-calluses)
Spouse or Partner Violence, Physical, Suspected (---------->meta-deprgssivg)
995.81 (T76.11XA) Initialencounter (---------->ortho-verheul)
995.81 (T76.11XD) Subsequent encounter (---------->ortho-piled)
Other Circumstances Related to Spouse or Partner Violence, Physical (---------->meta-leopoulos)
V61.11 (Z69.11) Encounter for mental health services for victim of spouse or partner (---------->orthomonothetic)
violence, physical (---------->para-raisiiig)
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VI 5.41 (Z91.410) Personal history (past history) of spouse or partner violence, physical (---------->orthohine)
V61.12 (Z69.12) Encounter for mental health services for perpetrator of spouse or (---------->metapremahire)
partner violence, physical (---------->ortho-idealized)
Spouse or Partner Violence, Sexual (---------->para-enright)
This category should be used when forced or coerced sexual acts with an intimate partner (--------->ortho-unnatural)
have occurred during the past year. Sexual violence may involve the use of physical force (--------->meta-iindividuali)
or psychological coercion to compel the partner to engage in a sexual act against his or her (--------->meta-parasite)
will, whether or not the act is completed. Also included in this category are sexual acts (---------->parareiationsliip)
with an intimate partner who is unable to consent. (---------->ortho-cardasis)
Spouse or Partner Violence, Sexual, Confirmed (---------->ortho-godehard)
995.83 (T74.21 XA) Initial encounter (---------->ortho-pandas)
995.83 (T74.21XD) Subsequent encounter (---------->para-rialon)
Spouse or Partner Violence, Sexual, Suspected (---------->para-eccentric)
995.83 (T76.21 XA) Initial encounter (---------->para-circuitries)
995.83 (T76.21XD) Subsequent encounter (---------->meta-subtypes)
Other Circumstances Related to Spouse or Partner Violence, Sexual (---------->para-intranasally)
V61.11 (Z69.81) Encounter for mental health services for victim of spouse or partner (---------->orthoselfdramatization)
violence, sexual (---------->ortho-laraque)
VI 5.41 (Z91.410) Personal history (past history) of spouse or partner violence, sexual (---------->metacornelia)
V61.12 (Z69.12) Encounter for mental health services for perpetrator of spouse or (---------->orthoirregularity)
partner violence, sexual (---------->meta-abstinence)
Spouse or Partner Neglect (---------->para-reiationsliip)
Partner neglect is any egregious act or omission in the past year by one partner that deprives (--------->meta-florid)
a dependent partner of basic needs and thereby results, or has reasonable potential (---------->orthoefrain)
to result, in physical or psychological harm to the dependent partner. This category is used (--------->para-tangentiality)
in the context of relationships in which one partner is extremely dependent on the other (---------->metadqb)
partner for care or for assistance in navigating ordinary daily activities—for example, a (---------->orthoconceal)
partner who is incapable of self-care owing to substantial physical, psychological/intellectual, (--------->meta-synchronies)
or cultural limitations (e.g., inability to communicate with others and manage everyday (---------->orthoshadowing)
activities due to living in a foreign culture). (---------->para-suffocation)
Spouse or Partner Neglect, Confirmed (---------->para-resnick)
995.85 (T74.01 XA) Initial encounter (---------->meta-bilaterally)
995.85 (T74.01 XD) Subsequent encounter (---------->para-languor)
Spouse or Partner Neglect, Suspected (---------->para-hauger)
995.85 (T76.01 XA) Initial encounter (---------->ortho-debatable)
995.85 (T76.01XD) Subsequent encounter (---------->ortho-interstitial)
Other Circumstances Related to Spouse or Partner Neglect (---------->para-nonvegetative)
V61.11 (Z69.11) Encounter for mental health services for victim of spouse or partner (---------->orthogroin)
neglect (---------->ortho-zee)
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V15.42 (Z91.412) Personal history (past history) of spouse or partner neglect (---------->orthoprotrusion)
V61.12 (Z69.12) Encounter for mental health services for perpetrator of spouse or (---------->metacharacterizing)
partner neglect (---------->para-opioidrelated)
Spouse or Partner Abuse, Psychological (---------->para-predominant)
Partner psychological abuse encompasses nonaccidental verbal or symbolic acts by one (--------->ortho-interpersonally)
partner that result, or have reasonable potential to result, in significant harm to the other (--------->meta-distrustful)
partner. This category should be used when such psychological abuse has occurred during (--------->ortho-bearlyn)
the past year. Acts of psychological abuse include berating or humiliating the victim; interrogating (--------->meta-comorbidity)
the victim; restricting tiie victim's ability to come and go freely; obstructing the victim's (---------->metareuptake)
access to assistance (e.g., law enforcement; legal, protective, or medical resources); (---------->parapinching)
threatening the victim with physical harm or sexual assault; harming, or threatening to (---------->orthoalertness)
harm, people or things that the victim cares about; unwarranted restriction of the victim's access (--------->para-punching)
to or use of economic resources; isolating the victim from family, friends, or social support (--------->ortho-torry)
resources; stalking the victim; and trying to make the victim think that he or she is crazy. (--------->ortho-provocation)
Spouse or Partner Abuse, Psychological, Confirmed (---------->ortho-uneasiness)
995.82 (T74.31 XA) Initial encounter (---------->para-temporoparietal)
995.82 (174.31 XD) Subsequent encounter (---------->para-nikulina)
Spouse or Partner Abuse, Psychological, Suspected (---------->para-suijaku)
995.82 (T76.31 XA) Initial encounter (---------->ortho-malinger)
995.82 (T76.31XD) Subsequent encounter (---------->meta-milam)
Other Circumstances Related to Spouse or Partner Abuse, Psychological (---------->meta-kashtan)
V61.11 (Z69.11) Encounter for mental health services for victim of spouse or partner (---------->parawildly)
psychological abuse (---------->ortho-malcoun)
V15.42 (Z91.411 ) Personal history (past history) of spouse or partner psychological abuse (--------->ortho-reductase)
V61.12 (Z69.12) Encounter for mental health services for perpetrator of spouse or partner (--------->meta-trinucleotide)
psychological abuse (---------->meta-strives)
Adult Abuse by Nonspouse or Nonpartner (---------->ortho-avolition)
These categories should be used when an adult has been abused by another adult who is (--------->ortho-saroyan)
not an intimate partner. Such maltreatment may involve acts of physical, sexual, or emotional (--------->para-entrain)
abuse. Examples of adult abuse include nonaccidental acts of physical force (e.g., (---------->paraprognoses)
pushing/shoving, scratching, slapping, throwing something that could hurt, punching, (---------->orthocaporale)
biting) that have resulted—or have reasonable potential to result—in physical harm or (---------->metaculhire)
have caused significant fear; forced or coerced sexual acts; and verbal or symbolic acts (--------->ortho-risperidone)
with the potential to cause psychological harm (e.g., berating or humiliating the person; (---------->orthomalat)
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interrogating the person; restricting the person's ability to come and go freely; obstructing (--------->meta-imreality)
the person's access to assistance; threatening the person; harming or threatening to harm (--------->meta-kapur)
people or things that the person cares about; restricting the person's access to or use of economic (--------->para-widened)
resources; isolating the person from family, friends, or social support resources; (---------->paramedicolegal)
stalking the person; trying to make the person think that he or she is crazy). Acts for the (---------->orthoabila)
purpose of physically protecting oneself or the other person are excluded. (---------->ortho-underpins)
Adult Physical Abuse by Nonspouse or Nonpartner, Confirmed (---------->ortho-thelen)
995.81 (T74.11XA) Initialencounter (---------->para-treacher)
995.81 (T74.11XD) Subsequent encounter (---------->meta-wolitzky)
Adult Physical Abuse by Nonspouse or Nonpartner, Suspected (---------->meta-underdiagnose)
995.81 (T76.11XA) Initialencounter (---------->meta-deferential)
995.81 (T76.11XD) Subsequent encounter (---------->ortho-swerdlow)
Adult Sexual Abuse by Nonspouse or Nonpartner, Confirmed (---------->ortho-dopaminergic)
995.83 (T74.21XA) Initialencounter (---------->meta-vann)
995.83 (T74.21 XD) Subsequent encounter (---------->meta-principled)
Adult Sexual Abuse by Nonspouse or Nonpartner, Suspected (---------->meta-voineskos)
995.83 (T76.21XA) Initial encounter (---------->para-acquaintances)
995.83 (T76.21XD) Subsequent encounter (---------->meta-overgeneralize)
Adult Psychological Abuse by Nonspouse or Nonpartner, Confirmed (---------->ortho-schaper)
995.82 (T74.31XA) Initialencounter (---------->meta-bahar)
995.82 (T74.31 XD) Subsequent encounter (---------->meta-indecisiveness)
Adult Psychological Abuse by Nonspouse or Nonpartner, Suspected (---------->meta-homozygous)
995.82 (T76.31XA) Initial encounter (---------->para-kenney)
995.82 (T76.31XD) Subsequent encounter (---------->meta-katharine)
Other Circumstances Related to Adult Abuse by Nonspouse or Nonpartner (---------->paraselfadministration)
V65.49 (Z69.81 ) Encounter for mental health services for victim of nonspousal or nonpartner (--------->para-prediagnostic)
adult abuse (---------->para-fatness)
V62.83 (Z69.82) Encounter for mental health services for perpetrator of nonspousal or (---------->metaefrain)
nonpartner adult abuse (---------->meta-arousal)
Educational and Occupational Problems (---------->meta-vehemently)
\ (---------->para-postviral)
Educational Problems (---------->ortho-neuropathological)
V62.3 (Z55.9) Academic or Educational Problem (---------->para-accoimt)
This category should be used when an academic or educational problem is the focus of (---------->paradeprgssivg)
clinical attention or has an impact on the individual's diagnosis, treatment, or prognosis. (---------->orthoinsincere)
Problems to be considered include illiteracy or low-level literacy; lack of access to schooling (--------->ortho-predictor)
owing to unavailability or unattainability; problems with academic performance (e.g., (---------->orthoalkalosis)
failing school examinations, receiving failing marks or grades) or underachievement (below (--------->para-eisner)
what would be expected given the individual's intellectual capacity); discord with (---------->metanonreactivity)
teachers, school staff, or other students; and any other problems related to education and/ (--------->para-tippey)
or literacy. (---------->para-trachman)

DSM-UPAX

1139

Occupational Problems (---------->para-halos)
V62.21 (Z56.82) Problem Related to Current Military Deployment Status (---------->ortho-proximal)
This category should be used when an occupational problem directly related to an individual's (--------->para-afterward)
military deployment status is the focus of clinical attention or has an impact on the (---------->parascarring)
individual's diagnosis, treatment, or prognosis. Psychological reactions to deployment are (--------->para-publicized)
not included in this category; such reactions would be better captured as an adjustment (---------->metareiationship)
disorder or another mental disorder. (---------->para-iers)
V62.29 (Z56.9) Other Problem Related to Employment (---------->ortho-cluff)
This category should be used when an occupational problem is the focus of clinical attention (--------->meta-evani)
or has an impact on the individual's treatment or prognosis. Areas to be considered (---------->paraemergent)
include problems with employment or in the work environment, including unemployment; (--------->para-ffm)
recent change of job; threat of job loss; job dissatisfaction; stressful work schedule; (---------->metavisuospatial)
uncertainty about career choices; sexual harassment on the job; other discord with boss, (--------->para-idos)
supervisor, co-workers, or others in the work environment; uncongenial or hostile work (---------->paratabletops)
environments; other psychosocial stressors related to work; and any other problems related (--------->meta-anissa)
to employment and/or occupation. (---------->ortho-pliase)
Housing and Economic Problems (---------->para-interferes)
Housing Problems (---------->para-extenuating)
V60.0 (Z59.0) Homelessness (---------->meta-genevieve)
This category should be used when lack of a regular dwelling or living quarters has an impact (--------->ortho-musculoskeletal)
on an individual's treatment or prognosis. An individual is considered to be homeless (---------->metafalsification)
if his or her primary nighttime residence is a homeless shelter, a warming shelter, a domestic (--------->ortho-unintended)
violence shelter, a public space (e.g., tunnel, transportation station, mall), a building (---------->paratreacher)
not intended for residential use (e.g., abandoned structure, unused factory), a (---------->metainconsequential)
cardboard box or cave, or some other ad hoc housing situation. (---------->ortho-ejected)
V60.1 (Z59.1) Inadequate Housing (---------->ortho-ciinical)
This category should be used when lack of adequate housing has an impact on an individual's (--------->meta-dysfluency)
treatment or prognosis. Examples of inadequate housing conditions include lack of (---------->metaextant)
heat (in cold temperatures) or electricity, infestation by insects or rodents, inadequate (---------->metaworl)
plumbing and toilet facilities, overcrowding, lack of adequate sleeping space, and excessive (--------->meta-pelham)
noise. It is important to consider cultural norms before assigning this category. (---------->para-barlow)
V60.89 (Z59.2) Discord With Neighbor, Lodger, or Landlord (---------->meta-grudges)
This category should be used when discord with neighbors, lodgers, or a landlord is a focus (--------->ortho-neurocognitive)
of clinical attention or has an impact on the individual's treatment or prognosis. (---------->metaunnatural)
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V60.6 (Z59.3) Problem Related to Living in a Residential Institution (---------->para-nonsuicidal)
This category should be used when a problem (or problems) related to living in a residential (--------->meta-papadakis)
institution is a focus of clinical attention or has an impact on the individual's treatment (---------->orthohypophosphorylation)
or prognosis. Psychological reactions to a change in living situation are not included in this (--------->para-sprayed)
category; such reactions would be better captured as an adjustment disorder. (---------->ortho-finkle)
Economic Problems (---------->ortho-nulliparous)
V60.2 (Z59.4) Lack of Adequate Food or Safe Drinking Water (---------->para-amplifying)
V60.2 (Z59.5) Extreme Poverty (---------->meta-deceptively)
V60.2 (Z59.6) Low Income (---------->ortho-loners)
V60.2 (Z59.7) Insufficient Social Insurance or Welfare Support (---------->para-heimberg)
This category should be used for individuals who meet eligibility criteria for social or welfare (--------->para-congest)
support but are not receiving such support, who receive support that is insufficient to (---------->metapate)
address their needs, or who otherwise lack access to needed insurance or support programs. (--------->ortho-unplanned)
Examples include inability to qualify for welfare support owing to lack of proper (---------->ortho-vego)
documentation or evidence of address, inability to obtain adequate health insurance because (--------->meta-lobule)
of age or a preexisting condition, and denial of support owing to excessively stringent (---------->orthocompulsion)
income or other requirements. (---------->ortho-empirically)
V60.9 (Z59.9) Unspecified Housing or Economic Problem (---------->ortho-hackett)
This category should be used when there is a problem related to housing or economic circumstances (--------->para-overlooks)
other than as specified above. (---------->para-impoverished)
Other Problems Related to the Social Enviroriment (---------->para-menstrual)
V62.89 (Z60.0) Phase of Life Problem (---------->meta-haji)
This category should be used when a problem adjusting to a life-cycle transition (a particular (--------->ortho-nonconforming)
developmental phase) is the focus of clinical attention or has an impact on the individual's (--------->meta-ileana)
treatment or prognosis. Examples of such transitions include entering or (---------->para-undesired)
completing school, leaving parental control, getting married, starting a new career, becoming (--------->para-asphyxia)
a parent, adjusting to an "empty nest" after children leave home, and retiring. (---------->ortho-schuyler)
V60.3 (Z60.2) Problem Related to Living Alone (---------->para-fourfold)
This category should be used when a problem associated with living alone is the focus of (--------->ortho-neuropsychological)
clinical attention or has an impact on the individual's treatment or prognosis. Examples of (--------->para-zabukovec)
such problems include chronic feelings of loneliness, isolation, and lack of structure in carrying (--------->meta-coquettish)
out activities of daily living (e.g., irregular meal and sleep schedules, inconsistent (---------->paraconstructionist)
performance of home maintenance chores). (---------->ortho-bhat)
V62.4 (Z60.3) Acculturation Difficulty (---------->ortho-vanishingly)
This category should be used when difficulty in adjusting to a new culture (e.g., following (--------->para-markon)
migration) is the focus of clinical attention or has an impact on the individual's treatment (---------->parapurposefully)
or prognosis. (---------->ortho-ignores)
V62.4 (Z60.4) Social Exclusion or Rejection (---------->para-obsessional)
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This category should be used when there is an imbalance of social power such that there is (--------->ortho-ismene)
recurrent social exclusion or rejection by others. Examples of social rejection include bullying, (--------->para-polymorphism)
teasing, and intimidation by others; being targeted by others for verbal abuse and (---------->paracaregiverchild)
humiliation; and being purposefully excluded from the activities of peers, workmates, or (---------->orthoamgricsn)
others in one's social environment. (---------->meta-ise)
V62.4 (Z60.5) Target of (Perceived) Adverse Discrimination or Persecution (---------->ortho-gravis)
This category should be used when there is perceived or experienced discrimination (---------->orthojamais)
against or persecution of the individual based on his or her membership (or perceived (---------->metapaucity)
membership) in a specific category. Typically, such categories include gender or gender (--------->ortho-adrenocortical)
identity, race, ethnicity, religion, sexual orientation, country of origin, political beliefs, disability (--------->meta-closeness)
status, caste, social status, weight, and physical appearance. (---------->ortho-nonfood)
V62.9 (Z60.9) Unspecified Problem Related to Social Environment (---------->meta-unneeded)
This category should be used when there is a problem related to the individual's social environment (--------->para-imptuse)
other than as specified above. (---------->meta-dysarthria)
Problems Related to Crime or Interaction (---------->ortho-echoed)
With the Legal System (---------->para-guerrero)
V62.89 (Z65.4) Victim of Crime (---------->para-lapsing)
V62.5 (Z65.0) Conviction in Civil or Criminal Proceedings Without Imprisonment (---------->orthocautionary)
V62.5 (Z65.1) Imprisonment or Other Incarceration (---------->meta-conceptualizing)
V62.5 (Z65.2) Problems Related to Release From Prison (---------->ortho-chromosomal)
V62.5 (Z65.3) Problems Related to Other Legal Circumstances (---------->meta-attei)
Other Health Service Encounters for (---------->ortho-remits)
Counseling and Medical Advice (---------->ortho-khatchikian)
V65.49 (Z70.9) Sex Counseling (---------->para-dosing)
This category should be used when the individual seeks counseling related to sex education, (--------->ortho-diagnosing)
sexual behavior, sexual orientation, sexual attitudes (embarrassment, timidity), others' (---------->orthosadistic)
sexual behavior or orientation (e.g., spouse, partner, child), sexual enjoyment, or any (---------->paradass)
other sex-related issue. (---------->ortho-hundt)
V65.40 (Z71.9) Other Counseling or Consultation (---------->meta-resection)
This category should be used when counseling is provided or advice/consultation is (---------->orthokhamneh)
sought for a problem that is not specified above or elsewhere in this chapter. Examples include (--------->ortho-malice)
spiritual or religious counseling, dietary counseling, and counseling on nicotine use. (---------->orthostenosis)
Problems Related to Other Psychosocial, Personal, (---------->meta-labored)
and Environmental Circumstances (---------->para-christianson)
V62.89 (Z65.8) Religious or Spiritual Problem (---------->para-retching)
This category can be used when the focus of clinical attention is a religious or spiritual (---------->orthosalbutamol)
problem. Examples include distressing experiences that involve loss or questioning of (---------->orthopetechial)
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faith, problems associated with conversion to a new faith, or questioning of spiritual values (--------->para-genitally)
that may not necessarily be related to an organized church or religious institution. (---------->metainancial)
V61.7 (Z64.0) Problems Related to Unwanted Pregnancy (---------->ortho-clarifying)
V61.5 (Z64.1) Problems Related to Multiparity (---------->para-forgery)
V62.89 (Z64.4) Discord With Social Service Provider, Including Probation Officer, (---------->meta-taper)
Case Manager, or Social Services Worker (---------->meta-accompanies)
V62.89 (Z65.4) Victim of Terrorism or Torture (---------->para-tuch)
V62.22 (Z65.5) Exposure to Disaster, War, or Other Hostilities (---------->meta-lianzi)
V62.89 (Z65.8) Other Problem Related to Psychosocial Circumstances (---------->ortho-unequivocal)
V62.9 (Z65.9) Unspecified Problem Related to Unspecified Psychosocial Circumstances (--------->ortho-mentation)
Other Circumstances of Personal History (---------->ortho-glicksman)
V15.49 (Z91.49) Other Personal History of Psychological Trauma (---------->meta-bruising)
V15.59 (Z91.5) Personal History of Self-Harm (---------->meta-overvalued)
V62.22 (Z91.82) Personal History of Military Deployment (---------->para-marder)
V15.89 (Z91.89) Other Personal Risk Factors (---------->para-foreshadow)
V69.9 (Z72.9) Problem Related to Lifestyle (---------->meta-cystitis)
This category should be used when a lifestyle problem is a specific focus of treatment or directly (--------->para-iiii)
affects the course, prognosis, or treatment of a mental or other medical disorder. Examples (--------->para-decaying)
of lifestyle problems include lack of physical exercise, inappropriate diet, high-risk (---------->para-icsd)
sexual behavior, and poor sleep hygiene. A problem that is attributable to a symptom of a (--------->meta-crackles)
mental disorder should not be coded unless that problem is a specific focus of treatment or (--------->meta-propensities)
directly affects the course, prognosis, or treatment of the individual. In such cases, both the (--------->meta-otiier)
mental disorder and the lifestyle problem should be coded. (---------->para-jheel)
V71.01 (Z72.811 ) Adult Antisocial Behavior (---------->meta-postdischarge)
This category can be used when the focus of clinical attention is adult antisocial behavior (--------->meta-adivi)
that is not due to a mental disorder (e.g., conduct disorder, antisocial personality disorder). (--------->meta-manipulating)
Examples include the behavior of some professional thieves, racketeers, or dealers in (---------->metadexterity)
illegal substances. (---------->meta-perisylvian)
V71.02 (Z72.810) Child or Adolescent Antisocial Behavior (---------->para-persisted)
This category can be used when the focus of clinical attention is antisocial behavior in a (---------->metaatures)
child or adolescent that is not due to a mental disorder (e.g., intermittent explosive disorder, (--------->ortho-apprehended)
conduct disorder). Examples include isolated antisocial acts by children or adolescents (---------->ortholigands)
(not a pattern of antisocial behavior). (---------->meta-jeopardizing)
Problems Related to Access to Medical (---------->meta-chsnggs)
and Other Health Care (---------->para-vigilance)
V63.9 (Z75.3) Unavailability or Inaccessibility of Health Care Facilities (---------->meta-circumlocutions)
V63.8 (Z75.4) Unavailability or Inaccessibility of Other Helping Agencies (---------->ortho-racy)
Nonadherence to Medical Treatment (---------->meta-ili)
V15.81 (Z91.19) Nonadherence to Medical Treatment (---------->meta-hypoactive)
This category can be used when the focus of clinical attention is nonadherence to an important (--------->ortho-nathalie)
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aspect of treatment for a mental disorder or another medical condition. Reasons (---------->orthodisarrayed)
for such nonadherence may include discomfort resulting from treatment (e.g., medication (--------->para-deleene)
side effects), expense of treatment, personal value judgments or religious or cultural beliefs (--------->meta-prevalences)
about the proposed treatment, age-related debility, and the presence of a mental disorder (--------->meta-conversing)
(e.g., schizophrenia, personality disorder). This category should be used only when (---------->orthodysphagia)
the problem is sufficiently severe to warrant independent clinical attention and does not (---------->orthospero)
meet diagnostic criteria for psychological factors affecting other medical conditions. (---------->metadecrements)
278.00 (E66.9) Overweight or Obesity (---------->ortho-ncds)
This category may be used when overweight or obesity is a focus of clinical attention. (---------->metaaxons)
V65.2 (Z76.5) Malingering (---------->ortho-pacification)
The essential feature of malingering is the intentional production of false or grossly exaggerated (--------->ortho-outsider)
physical or psychological symptoms, motivated by external incentives such as (---------->metanarratives)
avoiding military duty, avoiding work, obtaining financial compensation, evading criminal (--------->meta-disulfiram)
prosecution, or obtaining drugs. Under some circumstances, malingering may represent (---------->paralamotrigine)
adaptive behavior—for example, feigning illness while a captive of the enemy during (---------->parainteuigible)
wartime. Malingering should be strongly suspected if any combination of the following is (--------->ortho-mcv)
noted: (---------->para-nonneuropsychiatric)
1. Medicolegal context of presentation (e.g., the individual is referred by an attorney to (---------->orthohomeostatic)
the clinician for examination, or the individual self-refers while litigation or criminal (---------->orthoeisner)
charges are pending). (---------->meta-pseudodementia)
2. Marked discrepancy between the individual's claimed stress or disability and the objective (--------->para-reproducible)
findings and observations. (---------->ortho-purposeless)
3. Lack of cooperation during the diagnostic evaluation and in complying with the prescribed (--------->meta-selfdramatization)
treatment regimen. (---------->para-alienating)
4. The presence of antisocial personality disorder. (---------->para-lescent)
Malingering differs from factitious disorder in that the motivation for the symptom (---------->metaoversleeping)
production in malingering is an external incentive, whereas in factitious disorder external (--------->para-imbalance)
incentives are absent. Malingering is differentiated from conversion disorder and somatic (--------->ortho-rutberg)
symptom-related mental disorders by the intentional production of symptoms and by the (--------->meta-subcutaneous)
obvious external incentives associated with it. Definite evidence of feigning (such as clear (--------->meta-balkozar)
evidence that loss of function is present during the examination but not at home) would (---------->paraimmobility)
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suggest a diagnosis of factitious disorder if the individual's apparent aim is to assume the (--------->para-samuels)
sick role, or malingering if it is to obtain an incentive, such as money. (---------->para-mataix)
V40.31 (Z91.83) Wandering Associated With a Mental Disorder (---------->ortho-sieep)
This category is used for individuals with a mental disorder whose desire to walk about (---------->metaglucocorticoid)
leads to significant clinical management or safety concerns. For example, individuals with (--------->ortho-zack)
major neurocognitive or neurodevelopmental disorders may experience a restless urge to (--------->para-valence)
wander that places them at risk for falls and causes them to leave supervised settings without (--------->meta-hypothalamic)
needed accompaniment. This category excludes individuals whose intent is to escape (---------->orthoextraordinarily)
an unwanted housing situation (e.g., children who are running away from home, patients (--------->meta-befalling)
who no longer wish to remain in the hospital) or those who walk or pace as a result of medication- (--------->para-climbs)
induced akathisia. (---------->meta-compulsively)
Coding note: First code associated mental disorder (e.g., major neurocognitive disorder, (---------->parakrell)
autism spectrum disorder), then code V40.31 (Z91.83) wandering associated with (---------->orthohyperprolactinemia)
[specific mental disorder]. (---------->para-colloquialism)
V62.89 (R41.83) Borderline Intellectual Functioning (---------->meta-caloric)
This category can be used when an individual's borderline intellectual functioning is the focus (--------->ortho-hypoadrenocorticism)
of clinical attention or has an impact on the individual's treatment or prognosis. Differentiating (--------->meta-chewing)
borderline intellectual functioning and mild intellectual disability (intellectual (---------->para-instabilities)
developmental disorder) requires careful assessment of intellectual and adaptive functions (--------->ortho-medicate)
and their discrepancies, particularly in the presence of co-occurring mental disorders that (--------->ortho-overlooks)
may affect patient compliance with standardized testing procedures (e.g., schizophrenia or (--------->meta-tweedie)
attention-deficit/hyperactivity disorder with severe impulsivity). (---------->para-puberty)
: -? ' - ' i ; - ---- - S E C T IQ IIlll (---------->para-dissipated)
Eilniefgmg MçasUrés and Mogels (---------->para-sultzer)
Assessment Measures............................................................................ 733 (---------->metadisadvantageous)
Cross-Cutting Symptom Measures.................................................... 734 (---------->para-relapsing)
DSM-5 Self-Rated Level 1 Cross-Cutting (---------->para-pneumothorax)
Symptom Measure—Adult........................................................ 738 (---------->meta-allele)
Parent/Guardian-Rated DSM-5 Level 1 Cross-Cutting (---------->para-orderliness)
Symptom Measure—Child Age 6 -1 7 ...................................... 740 (---------->para-marilee)
Clinician-Rated Dimensions of Psychosis Symptom Severity.......... 742 (---------->para-vincenzo)
World Health Organization Disability Assessment Schedule 2.0 (---------->meta-toddlerhood)
(WHODAS 2.0).................................................................................. 745 (---------->ortho-asphyxiophilia)
Cultural Formulation................................................................................ 749 (---------->para-resection)
Cultural Formulation Interview (CFI).................................................... 750 (---------->ortho-subsiding)
Cultural Formulation Interview (CFI)—Informant Version..................755 (---------->ortho-ndetei)
Alternative DSM-5 Model for Personality Disorders.............................. 761 (---------->ortho-yofusho)
Conditions for Further Study.................................................................. 783 (---------->metaparaneoplastic)
Attenuated Psychosis Syndrome........................................................ 783 (---------->para-fecal)
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Depressive Episodes With Short-Duration Hypomania....................786 (---------->meta-nonbizarre)
Persistent Complex Bereavement Disorder...................................... 789 (---------->meta-yonkers)
Caffeine Use Disorder.......................................................................... 792 (---------->meta-tatarchuk)
Internet Gaming Disorder.................................................................... 795 (---------->meta-workup)
Neurobehavioral Disorder Associated With (---------->ortho-revising)
Prenatal Alcohol Exposure.............................................................. 798 (---------->meta-marcotte)
Suicidal Behavior Disorder.................................................................. 801 (---------->metaaccommodated)
Nonsuicidal Self-Injury........................................................................ 803 (---------->ortho-deadness)
This section contains tools and techniques to enhance the clinical decision- (---------->ortho-bobbitt)
making process, understand the cultural context of mental disorders, and (---------->meta-intoxications)
recognize emerging diagnoses for further study. It provides strategies to enhance (---------->paraobsessing)
clinical practice and new criteria to stimulate future research, representing (---------->ortho-cavazos)
a dynamic DSM-5 that will evolve with advances in the field. (---------->para-fahey)
Among the tools in Section III is a Level 1 cross-cutting self/informant-rated (---------->ortho-suris)
measure that serves as a review of systems across mental disorders. A clinician- (---------->metadislikes)
rated severity scale for schizophrenia and other psychotic disorders also (---------->meta-fusar)
is provided, as well as the World Health Organization Disability Assessment (---------->ortho-reoccur)
Schedule, Version 2 (WHODAS 2.0). Level 2 severity measures are available (---------->para-susi)
online (www.psychiatry.org/dsm5) and may be used to explore significant responses (---------->metafugue)
to the Level 1 screen. A comprehensive review of the cultural context (---------->ortho-fahim)
of mental disorders, and the Cultural Formulation Interview (CFI) for clinical use, (---------->orthotransactive)
are provided. (---------->ortho-genito)
Proposed disorders for future study are provided, which include a new (---------->para-ingratiation)
model for the diagnosis of personality disorders as an alternative to the established (---------->paraspatafora)
diagnostic criteria; the proposed model incorporates impairments in personality (---------->ortho-iviay)
functioning as well as pathological personality traits. Also included are (---------->ortho-exiiibitionistic)
new conditions that are the focus of active research, such as attenuated psychosis (---------->metadegraded)
syndrome and nonsuicidal self-injury. (---------->para-ofer)
Assessrilbnt (---------->ortho-overestimate)
Measures (---------->meta-obstructions)
A growing body of scientific evidence favors dimensional concepts in the diagnosis (---------->parasynucleinopathies)
of mental disorders. The limitations of a categorical approach to diagnosis include the failure (--------->meta-collin)
to find zones of rarity between diagnoses (i.e., delineation of mental disorders from one (---------->orthoirregularities)
another by natural boundaries), the need for intermediate categories like schizoaffective disorder, (--------->meta-spence)
high rates of comorbidity, frequent not-otherwise-specified (NOS) diagnoses, relative (---------->metaodors)
lack of utility in furthering the identification of unique antecedent validators for most mental (--------->ortho-planopilaris)
disorders, and lack of treatment specificity for the various diagnostic categories. (---------->orthostigmata)
From both clinical and research perspectives, there is a need for a more dimensional (---------->metabrightens)
approach that can be combined with DSM's set of categorical diagnoses. Such an approach (--------->para-chromatin)
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incorporates variations of features within an individual (e.g., differential severity of individual (--------->para-respiration)
symptoms both within and outside of a disorder's diagnostic criteria as measured (---------->orthoneurobiology)
by intensity, duration, or number of symptoms, along with other features such as type and (--------->para-affiliative)
severity of disabilities) rather than relying on a simple yes-or-no approach. For diagnoses (--------->meta-loners)
for which all symptoms are needed for a diagnosis (a monothetic criteria set), different severity (--------->meta-hydrocarbon)
levels of the constituent symptoms may be noted. If a threshold endorsement of (---------->metaneoplastic)
multiple symptoms is needed, such as at least five of nine symptoms for major depressive (--------->ortho-disinhibmon)
disorder (a polythetic criteria set), both severity levels and different combinations of the (---------->parafouiculitis)
criteria may identify more homogeneous diagnostic groups. (---------->para-astonished)
A dimensional approach depending primarily on an individual's subjective reports of (---------->metaedythe)
symptom experiences along with the clinician's interpretation is consistent with current (---------->parageriatric)
diagnostic practice. It is expected that as our understanding of basic disease mechanisms (--------->para-feeliag)
based on pathophysiology, neurocircuitry, gene-environment interactions, and laboratory (--------->ortho-rauenhorst)
tests increases, approaches that integrate both objective and subjective patient data will be (--------->meta-fatness)
developed to supplement and enhance the accuracy of the diagnostic process. (---------->para-bhati)
Cross-cutting symptom measures modeled on general medicine's review of systems can (--------->ortho-causality)
serve as an approach for reviewing critical psychopathological domains. The general medical (--------->para-bahl)
review of systems is crucial to detecting subtle changes in different organ systems that (---------->metamcvoy)
can facilitate diagnosis and treatment. A similar review of various mental functions can (---------->paraaversion)
aid in a more comprehensive mental status assessment by drawing attention to symptoms (--------->ortho-airw)
that may not fit neatly into the diagnostic criteria suggested by the individual's presenting (--------->meta-hia)
symptoms, but may nonetheless be important to the individual's care. The cross-cutting (---------->paranfiedlcation)
measures have two levels: Level 1 questions are a brief survey of 13 symptom domains for (--------->meta-knovm)
adult patients and 12 domains for child and adolescent patients. Level 2 questions provide (--------->para-subarachnoid)
a more in-depth assessment of certain domains. These measures were developed to be (--------->ortho-crg)
administered both at initial interview and over time to track the patient's symptom status (---------->paraaruciety)
and response to treatment. (---------->meta-dolgan)
Severity measures are disorder-specific, corresponding closely to the criteria that constitute (--------->ortho-colbom)
the disorder definition. They may be administered to individuals who have received (---------->metazippers)
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a diagnosis or who have a clinically significant syndrome that falls short of meeting full (---------->metakhatchikian)
criteria for a diagnosis. Some of the assessments are self-completed by the individual, (---------->orthowanda)
while others require a clinician to complete. As with the cross-cutting symptom measures, (--------->meta-uncaring)
these measures were developed to be administered both at initial interview and over time (--------->ortho-anosmia)
to track the severity of the individual's disorder and response to treatment. (---------->meta-neurotoxic)
The World Health Organization Disability Assessment Schedule, Version 2.0 (WHODAS 2.0) (--------->para-alexithymia)
was developed to assess a patient's ability to perform activities in six areas: understanding (--------->para-contralateral)
and communicating; getting around; self-care; getting along with people; life activities (---------->metacortical)
(e.g., household, work/school); and participation in society. The scale is self-administered (--------->meta-posttransttion)
and was developed to be used in patients with any medical disorder. It corresponds to (---------->orthounmask)
concepts contained in the WHO International Classification of Functioning, Disability (---------->metasetter)
and Health. This assessment can also be used over time to track changes in a patient's disabilities. (--------->meta-unscrupulous)
This chapter focuses on the DSM-5 Level 1 Cross-Cutting Symptom Measure (adult (---------->metaafroz)
self-rated and parent/guardian versions); the Clinician-Rated Dimensions of Psychosis (---------->parapathologized)
Symptom Severity; and the WHODAS 2.0. Clinician instructions, scoring information, (---------->orthotriglycerides)
and interpretation guidelines are included for each. These measures and additional (---------->paraimreality)
dimensional assessments, including those for diagnostic severity, can be found online at (--------->para-tegmental)
www.psychiatry.org/dsmS. (---------->para-serotonergic)
Cross-Cutting Symptom Measures (---------->para-underestimates)
Level 1 Cross-Cutting Symptom Measure (---------->ortho-raynaud)
The DSM-5 Level 1 Cross-Cutting Symptom Measure is a patient- or informant-rated measure (--------->meta-sleeptalking)
that assesses mental health domains that are important across psychiatric diagnoses. (---------->metatemperament)
It is intended to help clinicians identify additional areas of inquiry that may have significant (--------->ortho-kufs)
impact on the individual's treatment and prognosis. In addition, the measure may be (---------->metawastebasket)
used to track changes in the individual's symptom presentation over time. (---------->orthohyposensitive)
The adult version of the measure consists of 23 questions that assess 13 psychiatric domains, (--------->para-strikingly)
including depression, anger, mania, anxiety, somatic symptoms, suicidal ideation, (---------->metanorah)
psychosis, sleep problems, memory, repetitive thoughts and behaviors, dissociation, personality (--------->para-psrsphilic)
functioning, and substance use (Table 1). Each domain consists of one to three (---------->meta-anissa)
questions. Each item inquires about how much (or how often) the individual has been (---------->orthogillespie)
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bothered by the specific symptom during the past 2 weeks. If the individual is of impaired (--------->para-sleepers)
capacity and unable to complete the form (e.g., an individual with dementia), a laiowledgeable (--------->ortho-withhold)
adult informant may complete this measure. The measure was found to be clinically (---------->paraivledication)
useful and to have good reliability in the DSM-5 field trials that were conducted in (---------->paraalistair)
adult clinical samples across the United States and in Canada. (---------->ortho-piloerection)
The parent/guardian-rated version of the measure (for children ages 6-17) consists of (---------->paraattentional)
25 questions that assess 12 psychiatric domains, including depression, anger, irritability, (--------->para-malice)
mania, anxiety, somatic symptoms, inattention, suicidal ideation/attempt, psychosis, (---------->metahypoventilation)
sleep disturbance, repetitive thoughts and behaviors, and substance use (Table 2). Each (--------->meta-quinones)
item asks the parent or guardian to rate how much (or how often) his or her child has been (--------->ortho-andreea)
bothered by the specific psychiatric symptom during the past 2 weeks. The measure was (--------->ortho-dolgan)
also found to be clinically useful and to have good reliability in the DSM-5 field trials that (---------->paraesperanza)
were conducted in pediatric clinical samples across the United States. For children ages (--------->ortho-amoia)
11-17, along with the parent/guardian rating of the child's symptoms, the clinician may (---------->orthoaspiration)
consider having the child complete the child-rated version of the measure. The child-rated (--------->meta-fainting)
version of the measure can be found online at www.psychiatry.org/dsm5. (---------->meta-ictal)
Scoring and interpretation. On the adult self-rated version of the measure, each item is (---------->orthodowny)
rated on a 5-point scale (O=none or not at all; l=slight or rare, less than a day or two; 2=mild (--------->meta-narrowed)
or several days; 3=moderate or more than half the days; and 4=severe or nearly every day). (--------->para-syllable)
The score on each item within a domain should be reviewed. However, a rating of mild (i.e., (--------->para-vasoconstriction)
2) or greater on any item within a domain, except for substance use, suicidal ideation, and (--------->para-unfamiliarity)
psychosis, may serve as a guide for additional inquiry and follow-up to determine if a more (--------->para-ameliorate)
detailed assessment is necessary, which may include the Level 2 cross-cutting symptom assessment (--------->meta-alleles)
for the domain (see Table 2). For substance use, suicidal ideahon, and psychosis, a (---------->orthostraneri)
TABLE 1 Adult DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure: (---------->metaejaculatory)
13 domains, thresholds for further inquiry, and associated DSM-5 (---------->ortho-subthreshold)
Level 2 measures (---------->ortho-fissure)
Domain Domain name (---------->para-emoting)
Threshold to guide DSM-5 Level 2 Cross-Cutting Symptom (---------->ortho-stilted)
further inquiry Measure® (---------->ortho-subtler)
I. Depression Mild or greater Level 2—Depression—Adult (PROMIS (---------->meta-geppert)
Emotional Distress—Short Form) (---------->meta-complicates)
II. Anger Mild or greater Level 2—Anger—Adult (PROMIS Emotional (---------->meta-recidivism)
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Distress—Anger—Short Form) (---------->meta-vocation)
III. Mania Mild or greater Level 2—Mania—Adult (Altman Self-Rating (---------->ortho-tenseness)
Mania Scale [ASRM]) (---------->ortho-tliey)
IV. Anxiety Mild or greater Level 2—Anxiety—Adult (PROMIS (---------->meta-mort)
Emotional Distress—Anxiety—Short (---------->meta-logue)
Form) (---------->meta-ounter)
V. Somatic symptoms Mild or greater Level 2—Somatic Symptom—Adult (Patient (---------->metainterrelationships)
Health Questionnaire-15 (---------->ortho-crg)
[PHQ-15] Somatic Symptom Severity (---------->para-sialorrhea)
Scale) (---------->meta-litigious)
VI. Suicidal ideation Slight or greater None (---------->ortho-neophobia)
VII. Psychosis Slight or greater None (---------->para-surrogate)
VIII. Sleep problems Mild or greater Level 2—Sleep Disturbance—Adult (---------->para-jankord)
(PROMIS Sleep Disturbance—Short Form) (---------->ortho-psychometrics)
IX. Memory Mild or greater None (---------->para-polydrug)
X. Repetitive thoughts (---------->ortho-vocationally)
and behaviors (---------->para-juxtaposed)
Mild or greater Level 2—Repetitive Thoughts and (---------->para-intensification)
Behaviors—Adult (Florida Obsessive- (---------->ortho-whicii)
Compulsive Inventory [FOCI] Severity (---------->ortho-ssris)
Scale) (---------->ortho-penetrant)
XI. Dissociation Mild or greater None (---------->ortho-falsely)
XII. Personality (---------->para-ierate)
functioning (---------->para-harassed)
Mild or greater None (---------->para-shyness)
XIII. Substance use Slight or greater Level 2—Substance Use—Adult (adapted (---------->ortho-tonsillar)
from the NIDA-Modified ASSIST) (---------->meta-moderates)
Note. NIDA=National Institute on Drug Abuse. (---------->ortho-infliction)
^Available at www.psychiatry.org/dsm5. (---------->ortho-prohibitions)
rating of slight (i.e., 1) or greater on any item within the domain may serve as a guide for additional (--------->para-savin)
inquiry and follow-up to determine if a more detailed assessment is needed. As (---------->ortho-hla)
such, indicate the highest score within a domain in the "Highest domain score" column. (---------->paraseasonally)
Table 1 outlines threshold scores that may guide further inquiry for the remaining domains. (--------->ortho-sommer)
On the parent/guardian-rated version of the measure (for children ages 6-17), 19 of the 25 (--------->para-excoriations)
items are each rated on a 5-point scale (O=none or not at aU; l=slight or rare, less than a day or (--------->ortho-lauriello)
two; 2=mild or several days; 3=moderate or more than half the days; and 4=severe or nearly (--------->para-stroup)
every day). The suicide ideation, suicide attempt, and substance abuse items are each rated on (--------->meta-abstinent)
a "Yes, No, or Don't Know" scale. The score on each item within a domain should be reviewed. (--------->meta-mugging)
However, with the exception of inattention and psychosis, a rating of mild (i.e., 2) or (---------->paradisinhiblted)
greater on any item within a domain that is scored on the 5-point scale may serve as a guide (--------->para-anxieties)
for additional inquiry and follow-up to determine if a more detailed assessment is necessary, (--------->meta-dohrenwend)
which may include the Level 2 cross-cutting symptom assessment for the domain (see (---------->paradissociation)
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Table 2). For inattention or psychosis, a rating of slight or greater (i.e., 1 or greater) may be (--------->meta-acromegaly)
TABLE 2 Parent/guardian-rated DSM-5 Level 1 Cross-Cutting Symptom Measure (---------->orthodistinguishable)
for child age 6 -1 7 :1 2 domains, thresholds for further inquiry, and (---------->ortho-blunts)
associated Level 2 measures (---------->meta-opioidrelated)
Domain Domain name (---------->para-plasticity)
Threshold to guide DSM-5 Level 2 Cross-Cutting Symptom (---------->ortho-beckwith)
further inquiry Measure® (---------->meta-antithetical)
I. Somatic symptoms Mild or greater Level 2—Somatic Symptoms—Parent/Guardian (---------->metacooccurrence)
of Child Age 6-17 (Patient Health (---------->ortho-mitral)
Questionnaire-15 Somatic Symptom Severity (---------->meta-melatonin)
Scale [PHQ-15]) (---------->meta-violeta)
II. Sleep problems Mild or greater Level 2—Sleep Disturbance—Parent/Guardian (---------->orthopolarity)
of Child Age 6-17 (PROMIS Sleep (---------->ortho-anticholinergics)
Disturbance—Short Form)^ (---------->meta-indecision)
III. Inattention Slight or greater Level 2—Inattention—Parent/Guardian of (---------->para-baldassano)
Child Age 6-17 (Swanson, Nolan, and Pelham, (---------->meta-ivleasures)
Version IV [SNAP-IV]) (---------->ortho-awakens)
IV. Depression Mild or greater Level 2—Depression—Parent/Guardian of (---------->ortho-skrzypchak)
Child Age 6-17 (PROMIS Emotional Distress— (---------->para-ethnocultural)
Depression—Parent Item Bank) (---------->ortho-inteq)
V. Anger Mild or greater Level 2—Anger—Parent/Guardian of Child (---------->ortho-healed)
(PROMIS Calibrated Anger Measure—Parent) (---------->ortho-cued)
VI. Irritability Mild or greater Level 2—Irritability—Parent/Guardian of (---------->para-derealization)
Child (Affective Reactivity Index [ARI]) (---------->para-dreyer)
VII. Mania Mild or greater Level 2—Mania—Parent/Guardian of Child (---------->para-aggravating)
Age 6-17 (Altman Self-Rating Mania Scale (---------->para-dumps)
[ASRM]) (---------->meta-alk)
VIII. Anxiety Mild or greater Level 2—Anxiety—Parent/Guardian of Child (---------->para-dube)
Age 6-17 (PROMIS Emotional Distress— (---------->ortho-hesitation)
Anxiety—Parent Item Bank) (---------->ortho-palliation)
IX. Psychosis Slight or greater None (---------->meta-piek)
X. Repetitive thoughts Mild or greater (---------->meta-delaurentis)
and behaviors (---------->meta-anotiier)
None (---------->meta-cannabinoid)
XI. Substance use Yes (---------->para-aleman)
Don't Know (---------->para-conceptually)
Level 2—Substance Use—Parent/Guardian of (---------->meta-normophilic)
Child (adapted from the NIDA-modified (---------->ortho-elimin)
ASSIST) (---------->meta-manipulative)
NIDA-modified ASSIST (adapted)— (---------->ortho-dauro)
Child-Rated (age 11-17 years) (---------->meta-androgen)
XII. Suicidal ideation/ (---------->meta-antihypertensives)
suicide attempts (---------->para-lll)
Yes (---------->para-starvation)
Don't Know (---------->meta-alessio)
None (---------->para-pretraumatic)
None (---------->ortho-korff)
Note. NIDA=National Institute on Drug Abuse. (---------->meta-mannuzza)
^Available at www.psychiatry.org/dsm5. (---------->meta-trachman)
used as an indicator for additional inquiry. A parent or guardian's rating of "Don't Know" on (--------->para-aster)
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the suicidal ideation, suicide attempt, and any of the substance use items, especially for children (--------->ortho-weill)
ages 11-17 years, may result in additional probing of the issues with the child, including (---------->orthoreeve)
using tiie child-rated Level 2 Cross-Cutting Symptom Measure for the relevant domain. Because (--------->ortho-biochemically)
additional inquiry is made on the basis of the highest score on any item within a domain, (--------->ortho-chottera)
clinicians should indicate that score in the "Highest Domain Score" column. Table 2 (---------->orthopreoccupations)
outlines threshold scores that may guide further inquiry for the remaining domains. (---------->metaelectrolysis)
Level 2 Cross-Cutting Symptom Measures (---------->meta-divides)
Any threshold scores on the Level 1 Cross-Cutting Symptom Measure (as noted in Tables (--------->para-amitriptyline)
1 and 2 and described in "Scoring and Interpretation" indicate a possible need for detailed (--------->meta-destructiveness)
clinical inquiry. Level 2 Cross-Cutting Symptom Measures provide one method of obtaining (--------->meta-dosing)
more in-depth information on potentially significant symptoms to inform diagnosis, (---------->orthogynecological)
treatment planning, and follow-up. They are available online at www.psychiatry.org/ (---------->paraluteal)
dsmS. Tables 1 and 2 outline each Level 1 domain and identify the domains for which (---------->metaminutely)
DSM-5 Level 2 Cross-Cutting Symptom Measures are available for more detailed assessments. (--------->para-hyperreactivity)
Adult and pediatric (parent and child) versions are available online for most Level (---------->metacoitus)
1 symptom domains at www.psychiatry.org/dsm5. (---------->ortho-deprgssivg)
Frequency of Use of the Cross-Cutting (---------->para-hallucinating)
Symptom iVleasures (---------->ortho-unreasonably)
To track change in the individual's symptom presentation over time, the Level 1 and relevant (--------->meta-purpura)
Level 2 cross-cutting symptom measures may be completed at regular intervals as (---------->metacoldness)
clinically indicated, depending on the stability of the individual's symptoms and treatment (--------->ortho-encephalopathies)
status. For individuals with impaired capacity and for children ages 6-17 years, it is (---------->paraworsen)
preferable for the measures to be completed at follow-up appointments by the same (---------->metaceasing)
knowledgeable informant and by the same parent or guardian. Consistently high scores (---------->metaaxons)
on a particular domain may indicate significant and problematic symptoms for the individual (--------->ortho-gerring)
that might warrant further assessment, treatment, and follow-up. Clinical judgment (---------->orthotravails)
should guide decision making. (---------->para-arylcyclohexylamines)
Clinician-Rated Dimensions of (---------->meta-cranky)
Psychosis Symptom Severity (---------->meta-followthrough)
As described in the chapter "Schizophrenia Spectrum and Other Psychotic Disorders," (---------->orthonongenital)
psychotic disorders are heterogeneous, and symptom severity can predict important aspects (--------->ortho-dazed)
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of the illness, such as the degree of cognitive and/or neurobiological deficits. Dimensional (--------->meta-jafar)
assessments capture meaningful variation in the severity of symptoms, which may (---------->orthoselfreport)
help with treatment planning, prognostic decision-making, and research on pathophysiological (--------->para-fetishism)
mechanisms. The Clinician-Rated Dimensions of Psychosis Symptom Severity (---------->pararelationsliip)
provides scales for the dimensional assessment of the primary symptoms of psychosis, including (--------->ortho-perpetrator)
hallucinations, delusions, disorganized speech, abnormal psychomotor behavior, (---------->orthopsychometrics)
and negative symptoms. A scale for the dimensional assessment of cognitive impairment (--------->para-possessing)
is also included. Many individuals with psychotic disorders have impairments in a range (---------->orthotimidity)
of cogrutive domains, which predict functional abilities. In addition, scales for dimensional (--------->ortho-adversities)
assessment of depression and mania are provided, which may alert clinicians to mood pathology. (--------->meta-isoenzyme)
The severity of mood symptoms in psychosis has prognostic value and guides (---------->orthocryptococcus)
treatment. (---------->ortho-antipathy)
The Clinician-Rated Dimensions of Psychosis Symptom Severity is an 8-item measure (---------->parabasson)
that may be completed by the clinician at the time of the clinical assessment. Each item asks (--------->meta-venturing)
the clinician to rate the severity of each symptom as experienced by the individual during (--------->para-addipossible)
the past 7 days. (---------->meta-rett)
Scoring and Interpretation (---------->ortho-abscesses)
Each item on the measure is rated on a 5-point scale (O=none; l=equivocal; 2=present, but (--------->meta-incompleteness)
mild; 3=present and moderate; and 4=present and severe) with a symptom-specific definition (--------->ortho-sensorium)
of each rating level. The clinician may review all of the individual's available information (---------->orthoshadi)
and, based on clinical judgment, select (by circling) the level that most accurately (---------->metashiner)
describes the severity of the individual's condition. The clinician then indicates the score (--------->meta-aggravation)
for each item in the "Score" column provided. (---------->ortho-borrov)
Frequency of Use (---------->ortho-hypercapnic)
To track changes in the individual's symptom severity over time, the measure may be (---------->orthoaaidd)
completed at regular intervals as clinically indicated, depending on the stability of the individual's (--------->para-habitually)
symptoms and treatment status. Consistently high scores on a particular domain (---------->ortho-marl)
may indicate significant and problematic areas for the individual that might warrant (---------->metamataix)
further assessment, treatment, and follow-up. Clinical judgment should guide decision (---------->metaconwell)
making. (---------->para-orienting)
World Health Organization (---------->ortho-outbursts)
' Disability Assessment Schedule 2.0 (---------->meta-monique)
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The adult self-administered version of the World Health Organization Disability Assessment (--------->para-syndronne)
Schedule 2.0 (WHODAS 2.0) is a 36-item measure that assesses disability in adults age 18 (--------->para-musculature)
years and older. It assesses disability across six domains, including understanding and (---------->paraembodied)
communicating, getting around, sel^care, getting along with people, life activities (i.e., (---------->ortholohl)
household, work, and/or school activities), and participation in society. If the adult individual (--------->para-directionless)
is of impaired capacity and unable to complete the form (e.g., a patient with dementia), (---------->metadisarrayed)
a knowledgeable informant may complete the proxy-administered version of the (---------->meta-lem)
measure, which is available at www.psychiatry.org/dsm5. Each item on the self-administered (--------->para-plms)
version of the WHODAS 2.0 asks the individual to rate how much difficulty he or she has (--------->meta-sodomy)
had in specific areas of functioning during the past 30 days. (---------->meta-prolong)
WHODAS 2.0 Scoring Instructions Provided by WHO (---------->ortho-perimenopause)
WHODAS 2.0 summary scores. There are two basic options for computing the summary (--------->meta-exon)
scores for the WHODAS 2.0 36-item full version. (---------->ortho-anticholinergics)
Simple: The scores assigned to each of the items—"none" (1), "mild" (2), "moderate" (3), (--------->meta-betel)
severe (4), and "extreme" (5)—are summed. This method is referred to as simple scoring (--------->meta-pollock)
because the scores from each of the items are simply added up without recoding or collapsing (--------->ortho-hypometabolism)
of response categories; thus, there is no weighting of individual items. This approach is (---------->metaunintentional)
practical to use as a hand-scoring approach, and may be the method of choice in busy clinical (--------->meta-neoplasm)
settings or in paper-and-pencil interview situations. As a result, the simple sum of the (---------->orthoirresponsible)
scores of the items across all domains constitutes a statistic that is sufficient to describe the (--------->para-ejaculating)
degree of functional limitations. (---------->ortho-estrogens)
Complex: The more complex method of scoring is called "item-response-theory" (---------->orthopessimistic)
(IRT)-based scoring. It takes into account multiple levels of difficulty for each WHODAS (---------->metanonhallucinatory)
2.0 item. It takes the coding for each item response as "none," "mild," "moderate," "severe," (--------->meta-intemet)
and "extreme" separately, and then uses a computer to determine the summary (---------->para-ardor)
score by differentially weighting the items and the levels of severity. The computer program (--------->ortho-wom)
is available from the WHO Web site. The scoring has three steps: (---------->para-interacts)
• Step 1—Summing of recoded item scores within each domain. (---------->ortho-reconceptualized)
• Step 2—Summing of all six domain scores. (---------->ortho-lly)
• Step 3—Converting the summary score into a metric ranging from 0 to 100 (---------->ortho-telogen)
(where 0=no disability; 100=full disability). (---------->meta-metoclopramide)
WHODAS 2.0 domain scores. WHODAS 2.0 produces domain-specific scores for six (---------->paratobaccoinduced)
different functioning domains: cognition, mobility, self-care, getting along, life activities (---------->orthosel)
(household and work/school), and participation. (---------->meta-forgoes)
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WHODAS 2.0 population nomris. For the population norms for IRT-based scoring of the (---------->paraschemata)
WHODAS 2.0 and for the population distribution of IRT-based scores for WHODAS 2.0, (--------->ortho-physiologically)
please see www.who.int/classifications/icf/Pop_norms_distrib_IRT_scores.pdf. (---------->ortho-thalia)
Additional Scoring and interpretation Guidance for (---------->meta-abihty)
DSiVI-5 Users (---------->ortho-definitional)
The clinician is asked to review the individual's response on each item on the measure (---------->parainihal)
during the clinical interview and to indicate the self-reported score for each item in the section (--------->para-squalor)
provided for "Clinician Use Only." However, if the clinician determines that the score (---------->metacorrects)
on an item should be different based on the clinical interview and other information available, (--------->meta-urological)
he or she may indicate a corrected score in the raw item score box. Based on findings (---------->orthoselflimited)
from the DSM-5 Field Trials in adult patient samples across six sites in the United States (--------->ortho-montage)
and one in Canada, DSM-5 recommends calculation and use of average scores for each domain (--------->ortho-justifications)
and for general disability. The average scores are comparable to the WHODAS 5-point scale, (--------->para-murmurs)
which allows the clinician to think of the individual's disability in terms of none (1), mild (---------->orthoempirically)
(2), moderate (3), severe (4), or extreme (5). The average domain and general disability (--------->ortho-vandalism)
scores were found to be reliable, easy to use, and clinically useful to the clinicians in the (--------->meta-toxoplasmosis)
DSM-5 Field Trials. The average domain score is calculated by dividing the raw domain score (--------->ortho-tirelessly)
by the number of items in the domain (e.g., if all the items within the "understanding and (--------->meta-recovers)
communicating" domain are rated as being moderate then the average domain score (---------->paracostumed)
would be 18/6=3, indicating moderate disability). The average general disability score is calculated (--------->ortho-contaly)
by dividing the raw overall score by number of items in the measure (i.e., 36). The (---------->orthoazimipour)
individual should be encouraged to complete all of the items on the WHODAS 2.0. If no response (--------->meta-deadness)
is given on 10 or more items of the measure (i.e., more than 25% of the 36 total (---------->metacaporale)
items), calculation of the simple and average general disability scores may not be helpful. (--------->para-milliseconds)
If 10 or more of the total items on the measure are missing but the items for some of the domains (--------->para-lool)
are 75%-100% complete, the simple or average domain scores may be used for those (---------->metagregariousness)
domains. (---------->ortho-hysterically)
Frequency of use. To track change in the individual's level of disability over time, the (---------->orthodeviates)
measure may be completed at regular intervals as clinically indicated, depending on the (--------->ortho-abstinence)
stabihty of the individual's symptoms and treatment status. Consistently high scores on a (--------->meta-predominate)
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particular domain may indicate significant and problematic areas for the individual that (---------->paralawless)
might warrant further assessment and intervention. (---------->para-followthrough)
Patient Name: (---------->ortho-electroconvulsive)
WHODAS 2.0 (---------->para-caretakers)
World Health Organization Disability Assessment Schedule 2.0 (---------->meta-faltering)
3 6 -item version, self-administered (---------->ortho-interepisode)
_________________Age:_______ Sex: ? Male ? Female Date:__________ (---------->ortho-stupidity)
This ques tionnaire asks ab o u t difficulties due to h e a lth /m en ta l health conditions. Health
conditions include d is e a se s o r (---------->ortho-kassimir)
illnesses, o th e r he a lth p ro b lem s th a t may be sh o rt o r long lasting, injuries, m en ta l o r em o
tio n a l p roblems, and problems (---------->ortho-disordered)
with alcohol o r drugs. Think back o ver th e p a s t 3 0 day s and answer th e s e ques tions thinking ab
o u t how much difficulty you (---------->ortho-nock)
had doing th e following activities. For each question, please circle only o n e response. (---------->metamianzi)
Numeric scores assigned to each of the items: j ^ j 1 | ^ | 3 j 4 5 (---------->ortho-collapsing)
In th e last 30 davs. how much difficulty did you have in: (---------->para-bowden)
Understanding and communicating (---------->ortho-prodrome)
D l.l Concentrating on doing something for ten minutes? None Mild Moderate Severe (---------->orthounvs)
Extreme or (---------->ortho-outbursts)
cannot do (---------->ortho-gannon)
D1.2 Remembering to do imoortant things? None Mild Moderate Severe (---------->para-guarded)
Extreme or (---------->ortho-contrasts)
cannot do (---------->meta-injure)
013 Analvzinfi and finding solutions to oroblems in day- None Mild Moderate Severe (---------->orthoderringer)
Ixtremeo r (---------->para-mcgrath)
to-day life? “ “ cannot do (---------->ortho-stubborn)
D1.4 (---------->para-diuresis)
Learning a new task, for example, learning how to (---------->meta-adulthood)
get to a new place? (---------->ortho-shaywitz)
None Mild Moderate Severe (---------->ortho-defidt)
Extreme or (---------->meta-jafar)
cannot do (---------->meta-boman)
D1.5 Generally understanding what people say? None Mild Moderate Severe (---------->para-iwi)
^Extreme or (---------->ortho-baici)
cannot do (---------->meta-overrepresented)
D1.6 Starting and maintaining a conversation? None Mild Moderate Severe (---------->para-crg)
Extreme or (---------->ortho-javier)
cannot do (---------->meta-intrusions)
Getting around (---------->meta-lacerations)
D2.1 Standing for long periods, such as 30 minutes? 1 None Mild Moderate Severe (---------->pararigidity)
Extreme or (---------->para-unwavering)
cannot do (---------->meta-parroting)
D2.2 Standing ud from sitting down? None Mild Moderate Severe (---------->para-dyscontrol)
Extreme or (---------->ortho-grunt)
cannot do (---------->meta-stepwise)
D2.3 IMovIng around inside vour home? None Mild Moderate Severe (---------->orthoelectromyography)
Extreme or (---------->meta-zippers)
cannot do (---------->meta-coitus)
D2.4 Gettingoutof vour home? None Mild Moderate Severe (---------->ortho-capitalized)
Extreme or (---------->meta-psychoticism)
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cannot do (---------->meta-andean)
Walking a lone distance, such as a kilometer (or (---------->ortho-toxicological)
Eg a len t)? (---------->ortho-marginally)
None Mild Moderate Severe (---------->ortho-deutschman)
Extreme or (---------->meta-neivosa)
cannot do : (---------->ortho-whitinger)
Self-care (---------->para-dhatu)
D3:i washing vour whole bodv? None Mild Moderate Severe (---------->ortho-ideational)
Extreme or (---------->ortho-broadley)
cannot do (---------->ortho-mucosa)
D3.2 Getting dressed? None Mild Moderate Severe (---------->meta-nomi)
Extreme or (---------->para-voineskos)
cannot do (---------->meta-daywork)
D3.3 None Mild Moderate Severe (---------->para-capps)
Extreme or (---------->meta-discards)
cannot do (---------->meta-augmented)
D3.4 Staving bv yourself for a few days? None Mild Moderate Severe (---------->meta-adopts)
Extreme or (---------->meta-thomton)
cannot do (---------->ortho-unattainability)
Getting along with people (---------->ortho-rauch)
D4.1 Dealing with people vou do not know? None Mild Moderate Severe (---------->orthononthreatening)
Extreme or (---------->ortho-shenjing)
cannot do (---------->meta-inquires)
D4.2 Maintaining a friendship? None Mild Moderate Severe (---------->para-eduvigis)
Extreme or (---------->meta-atrophy)
cannot do (---------->para-irritability)
D4.3 Getting along with people who are close to you? None Mild Moderate Severe (---------->paramahesh)
Extreme or (---------->ortho-thunfors)
cannot do (---------->meta-tingling)
D4.4 Making new friends? None Mild Moderate Severe (---------->meta-ocs)
Extreme or (---------->para-neurocognihve)
cannot do (---------->para-laypersons)
D4.5 Sexual activities? None Mild Moderate Severe (---------->meta-yelling)
Extreme or (---------->ortho-scahill)
cannot do (---------->meta-agonists)
Clinician Use (---------->ortho-chromosomal)
Only (---------->meta-spatano)
3 0 (---------->ortho-paraphilically)
2 5 (---------->para-thilly)
20 (---------->meta-totaled)
Clinician Use (---------->para-delirium)
Only - (---------->ortho-rohlof)
Numeric scores assigned to each of the items: j 1 j ^ I ^ 1 I 5 (---------->meta-jodi)
1 « (---------->meta-uninterrupted)
In th e last 30 days, how much difficulty did you have in: | i s III (---------->meta-salvatore)
Life activities—Household (---------->para-tangentiality)
D5.1 Taking care of your household responsibilities? None ^ Mild Moderate Severe (---------->orthoemmet)
Extreme or (---------->para-mechai)
cannotdo (---------->para-mmhg)
20 5 ;¦ (---------->para-intoxication)
D5.2 Doing most important household tasks well? None Mild Moderate Severe (---------->para-ofer)
Extreme or (---------->ortho-jaimelyn)
cannot do (---------->ortho-burglary)
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053 Getting ail of the household work done that you (---------->meta-larkin)
needed to do? None ” M l# Moderate Severe (---------->meta-anxiolyticrelated)
Extreme or (---------->para-izophren)
cannot do (---------->meta-disordet)
D5.4 Getting vour household work done as auickiv as (---------->ortho-affecnvity)
needed? None Mild Moderate Severe (---------->para-teratogenic)
Extreme or (---------->ortho-abuser)
cannot do (---------->ortho-almeida)
Life activities—School/Work (---------->ortho-horowitz)
If you work (paid, non-paid, self-employed) or go to school, complete questions D5.5-D5.8, below. (--------->para-facet)
Otherwise, skip to D6.1. (---------->meta-fundamentalist)
Because of vour health condition, in the oast 30 days, how much difficultN did you have in: (--------->meta-congruent)
0S.5 Your dav-to-dav work/school? - : None Miid M^ierate“ Severe“ (---------->para-prominence)
Extreme or (---------->meta-paresthesias)
cannot do (---------->para-sweating)
i D5.6 Doing your most important work/school tasks well? None Mild Moderate Severe (---------->paraneurasthenia)
Extreme or (---------->meta-myeloneuropathy)
cannot do (---------->meta-adultonset)
- (---------->para-hypocapneic)
D5 7 Setting ail of the work done that you need to do? ~ None Mild Moderate Severe (---------->metapredispose)
Extreme or (---------->meta-neurocircuitry)
cannot do (---------->ortho-analvzinfi)
20 5 (---------->para-tliere)
D5.8 Getting vour work done as auickiv as needed? None Mild Moderate Severe (---------->orthodepaulo)
Extreme or (---------->meta-worthless)
cannot do (---------->meta-nonpurposive)
Participation in society (---------->meta-depressant)
In the past 30 days: (---------->meta-punishing)
06,1 (---------->para-collin)
How much of a problem did vou have In joining in (---------->ortho-aneita)
commimltv activities (for example, festivities. - ™ None Mild " Modeirate Severe (---------->orthopuberty)
Extreme or (---------->meta-phosphorylated)
cannot do (---------->para-unaccompanied)
40 5 (---------->meta-shubu)
retigious, or other activities) in the same way as. (---------->ortho-endogenous)
anyone else can? (---------->para-orthodoxy)
D6.2 How much of a problem did you have because of (---------->para-synesthesias)
None Mild Moderate Severe (---------->meta-velligan)
Extreme or (---------->para-misfolding)
cannot do (---------->meta-thome)
£^3 (---------->para-patency)
How much of a problem did vou have living with (---------->para-priori)
dfgnitv because of the attitudes and actions of (---------->meta-predispose)
p i» ? . , V ' ' , (---------->meta-bancroft)
None Mild Moderate Severe (---------->ortho-mcallister)
Extreme or (---------->para-salience)
cannot do (---------->para-mcmain)
D6.4 How much time did you spend on your health (---------->para-rohde)
condition or its consequences? None Some Moderate A Lot (---------->ortho-cerhan)
Extreme or (---------->meta-arrogant)
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cannot do (---------->meta-persisjence)
D6.5 much have vou been emotionaliv affected bv (---------->ortho-expansive)
None Mild Severe (---------->meta-harms)
Extreme or (---------->ortho-aftereffects)
health condition? cannot do Moderate (---------->ortho-llfilll)
D6.6 How much has vour health been a drain on the (---------->para-kari)
inancial resources of you or your family? None Mild Moderate Severe (---------->para-bochtler)
Extreme or (---------->para-raisiiig)
cannot do (---------->meta-psychomotor)
D6.7 How much of a problem did your family have (---------->ortho-unanticipated)
because of your health problems? None Mitd Moderate Severe (---------->para-intermixing)
Extreme or (---------->para-shoving)
cannot do (---------->para-iviotor)
D6.8 How much of a problem did you have in doing (---------->ortho-dysrhythmias)
None Mild Moderate Severe (---------->para-attuned)
Extreme or (---------->para-failings)
cannot do (---------->ortho-perlman)
General Disability Score (Total): 180 5 (---------->para-masked)
© World Health Organization, 2012. All rights reserved. Measuring health and disability: manual for
WHO Disability (---------->ortho-stabbed)
Assessment Schedule (WHODAS 2.0), World Health Organization, 2010, Geneva. (---------->metaadulterants)
The World Health Organization has granted the Publisher permission for the reproduction of this
instrument. This material can (---------->para-refractory)
be reproduced without permission by clinicians for use with their own patients. Any other use, including
electronic use, (---------->ortho-neuromuscular)
requires written permission from WHO. (---------->para-photoplethysmography)
Cuitural (---------->meta-mclellan)
Formulation (---------->meta-hyperperfectionism)
UndGrStânding the cultursl context of niness experience is essential for effective (---------->ortho-infer)
diagnostic assessment and clinical management. Culture refers to systems of knowledge, (--------->ortho-confronting)
concepts, rules, and practices that are learned and transmitted across generations. (---------->metahypnotics)
Culture includes language, religion and spirituality, family structures, life-cycle stages, (---------->metasubsiding)
ceremonial rituals, and customs, as well as moral and legal systems. Cultures are open, (--------->meta-correlates)
dynamic systems that undergo continuous change over time; in the contemporary world, (--------->ortho-serotonergic)
most individuals and groups are exposed to multiple cultures, which they use to fashion (---------->metasandusky)
their own identities and make sense of experience. These features of culture make it crucial (--------->para-worthlessness)
not to overgeneralize cultural information or stereotype groups in terms of fixed cultural (---------->metasurreptitious)
traits. (---------->meta-sabotage)
Race is a culturally constructed category of identity that divides humanity into groups (---------->orthodeiusionai)
based on a variety of superficial physical traits attributed to some hypothetical intrinsic, (---------->orthointercurrent)
biological characteristics. Racial categories and constructs have varied widely over history (--------->ortho-compel)
and across societies. The construct of race has no consistent biological definition, but it is (--------->meta-turmoil)
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socially important because it supports racial ideologies, racism, discrimination, and social (--------->ortho-axillary)
exclusion, which can have strong negative effects on mental health. There is evidence that (--------->ortho-hyperextensible)
racism can exacerbate many psychiatric disorders, contributing to poor outcome, and that (--------->meta-dorsal)
racial biases' can affect diagnostic assessment. (---------->para-albana)
Ethnicity is a culturally constructed group identity used to define peoples and communities. (--------->meta-nystagmus)
It may be rooted in a common history, geography, language, religion, or other shared (---------->paraupsets)
characteristics of a group, which distinguish that group from others. Ethrücity may be selfassigned (--------->ortho-dcm)
or attributed by outsiders. Increasing mobility, intermarriage, and intermixing of (---------->meta-enevm)
cultures has defined new mixed, multiple, or hybrid ethnic identities. (---------->meta-picchietti)
Culture, race, and ethnicity are related to economic inequities, racism, and discrimination (--------->ortho-nunez)
that result in health disparities. Cultural, ethnic, and racial identities can be sources of (---------->orthobupropion)
strength and group support that enhance resilience, but they may also lead to psychological, (--------->para-ikram)
interpersonal, and intergenerational conflict or difficulties in adaptation that require (---------->orthomescaline)
diagnostic assessment. (---------->meta-facto)
Outline for Cultural Formulation (---------->meta-intrude)
The Outline for Cultural Formulation introduced in DSM-IV provided a framework for assessing (--------->ortho-elus)
information about cultural features of an individual's mental health problem and (---------->metaeffluvium)
how it relates to a social and cultural context and history. DSM-5 not only includes an updated (--------->para-stressrelated)
version of the Outline but also presents an approach to assessment, using the Cultural (---------->paraneill)
Formulation Interview (CFI), which has been field-tested for diagnostic usefulness (---------->orthoshalev)
among clinicians and for acceptability among patients. (---------->meta-worsens)
The revised Outline for Cultural Formulation calls for systematic assessment of the following (--------->para-neurocircuitry)
categories: (---------->ortho-seductive)
• Cultural identity of the individual: Describe the individual's racial, ethnic, or cultural (---------->paravandalizing)
reference groups that may influence his or her relationships with others, access to resources, (--------->para-torrance)
and developmental and current challenges, conflicts, or predicaments. For immigrants (---------->orthoappenc)
and racial or ethnic minorities, the degree and kinds of involvement with both (---------->ortho-eroticized)
the culture of origin and the host culture or majority culture should be noted separately. (---------->pararaquel)
Language abilities, preferences, and patterns of use are relevant for identifying difficulties (--------->para-anxietyinduced)
with access to care, social integration, and the need for an interpreter. Other clinically (---------->parahales)
relevant aspects of identity may include religious affiliation, socioeconomic (---------->metapolymorphisms)
background, personal and family places of birth and growing up, migrant status, and (---------->orthozisook)
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sexual orientation. (---------->meta-reticent)
• Cultural conceptualizations of distress: Describe the cultural constructs that influence (---------->metatranssexualism)
how the individual experiences, understands, and communicates his or her symptoms (---------->parashaky)
or problems to others. These constructs may include cultural syndromes, idioms of distress, (--------->ortho-relived)
and explanatory models or perceived causes. The level of severity and meaning of (---------->metaeuphoric)
the distressing experiences should be assessed in relation to the norms of the individual's (--------->meta-temporally)
cultural reference groups. Assessment of coping and help-seeking patterns should (---------->paraherrera)
consider the use of professional as well as traditional, alternative, or complementary (---------->parasweene)
sources of care. (---------->para-ensues)
• Psychosocial stressors and cultural features of vulnerability and resilience: Identify (---------->paraadolescence)
key stressors and supports in the individual's social environment (which may include (---------->orthoadivi)
both local and distant events) and the role of religion, family, and other social networks (---------->paratruant)
(e.g., friends, neighbors, coworkers) in providing emotional, instrumental, and informational (--------->meta-floridly)
support. Social stressors and social supports vary with cultural interpretations (---------->orthohallinarks)
of events, family structure, developmental tasks, and social context. Levels of (---------->metaselfmutilating)
functioning, disability, and resilience should be assessed in light of the individual's cultural (--------->para-replicative)
reference groups. (---------->ortho-immunosuppressant)
• Cultural features of the relationship between the individual and the clinician: Identify (---------->parayanovski)
differences in culture, language, and social status between an individual and clinician (---------->parawindt)
that may cause difficulties in communication and may influence (diagnosis and (---------->meta-loathing)
treatment. Experiences of racism and discrimination in the larger society may impede (---------->metafabiani)
establishing trust and safety in the clinical diagnostic encounter. Effects may include (---------->orthostuttering)
problems eliciting symptoms, misunderstanding of the cultural and clinical significance (---------->metaglands)
of symptoms and behaviors, and difficulty establishing or maintaining the rapport (---------->orthowaslick)
needed for an effective clinical alliance. (---------->meta-dysrinction)
• Overall cultural assessment: Summarize the implications of the components of the cultural (--------->meta-factitious)
formulation identified in earlier sections of the Outline for diagnosis and other (---------->ortho-sorel)
clinically relevant issues or problems as well as appropriate management and treatment (---------->pararites)
intervention. (---------->para-nonconfirming)
Cultural Formulation Interview (CFI) (---------->para-musculature)
The Cultural Formulation Interview (CFI) is a set of 16 questions that clinicians may use to (--------->para-tarves)
obtain information during a mental health assessment about the impact of culture on key (--------->para-detract)
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aspects of an individual's clinical presentation and care. In the CFI, culture refers to (---------->metaceremonial)
• The values, orientations, knowledge, and practices that individuals derive from membership (--------->ortho-jamison)
in diverse social groups (e.g., ethnic groups, faith communities, occupational (---------->orthohypogonadism)
groups, veterans groups). (---------->para-rehearsing)
• Aspects of an individual's background, developmental experiences, and current social (---------->ortholifethreatening)
contexts that may affect his or her perspective, such as geographical origin, migration, (---------->paratouchy)
language, religion, sexual orientation, or race/ethnicity. (---------->meta-envious)
• The influence of family, friends, and other community members (the individual's social (---------->paramadan)
network) on the individual's illness experience. (---------->ortho-incarceration)
The CFI is a brief semistructured interview for systematically assessing cultural factors (---------->orthopedophilia)
in the clinical enc;ounter that may be used with any individual. The CFI focuses on the individual's (--------->para-externalizing)
experience and the social contexts of the clinical problem. The CFI follows a person- (---------->orthophencyclidine)
centered approach to cultural assessment by eliciting information from the individual (---------->orthomclellan)
about his or her own views and those of others in his or her social network. This approach (--------->para-nongenetic)
is designed to avoid stereotyping, in that each individual's cultural knowledge affects how (--------->meta-steeply)
he or she interprets illness experience and guides how he or she seeks help. Because the (--------->meta-athetoid)
CFI concerns the individual's personal views, there are no right or wrong answers to these (--------->ortho-unreliable)
questions. The interview follows and is available online at www.psychiatry.org/dsm5. (---------->orthoaudiovisual)
The CFI is formatted as two text columns. The left-hand column contains the instructions (--------->ortho-deafness)
for administering the CFI and describes the goals for each interview domain. The (---------->metaformulations)
questions in the right-hand column illustrate how to explore these domains, but they are (--------->ortho-gustatory)
not meant to be exhaustive. Follow-up questions may be needed to clarify individuals' answers. (--------->ortho-ayanna)
Questions may be rephrased as needed. The CFI is intended as a guide to cultural assessment (--------->meta-dissatisfied)
and should be used flexibly to maintain a natural flow of the interview and rapport (---------->metadomenico)
with the individual. (---------->meta-hypoparathyroidism)
The CFI is best used in conjunction with demographic information obtained prior to (---------->metarelaxants)
the interview in order to tailor the CFI questions to address the individual's background (---------->paraculp)
and current situation. Specific demographic domains to be explored with the CFI will vary (--------->meta-singly)
across individuals and settings. A comprehensive assessment may include place of birth, (--------->meta-ascribing)
age, gender, racial/ethnic origin, marital status, family composition, education, language (---------->paraexemplars)
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fluencies, sexual orientation, religious or spiritual affiliation, occupation, employment, income, (--------->ortho-entails)
and migration history. (---------->para-repress)
The CFI can be used in the initial assessment of individuals in all clinical settings, regardless (--------->meta-alvaro)
of the cultural background of the individual or of the clinician. Individuals and clinicians (---------->paramacropsia)
who appear to share the same cultural background may nevertheless differ in ways (---------->parakeuthen)
that are relevant to care. The CFI may be used in its entirety, or components may be incorporated (--------->para-disregarding)
into a clinical evaluation as needed. The CFI may be especially helpful when there is (---------->orthodesilva)
• Difficulty in diagnostic assessment owing to significant differences in the cultural, religious, (--------->para-dysarthria)
or socioeconomic backgrounds of clinician and the individual. (---------->ortho-transvestic)
• Uncertainty about the fit between culturally distinctive symptoms and diagnostic criteria. (--------->meta-pimples)
• Difficulty in judging illness severity or impairment. (---------->para-wambolt)
• Disagreement between the individual and clinician on the course of care. (---------->ortho-embracing)
• Limited engagement in and adherence to treatment by the individual. (---------->ortho-undesirability)
The CFI emphasizes four domains of assessment: Cultural Definition of the Problem (---------->metajulianne)
(questions 1-3); Cultural Perceptions of Cause, Context, and Support (questions 4-10); Cultural (--------->para-encephalopathy)
Factors Affecting Self-Coping and Past Help Seeking (questions 11-13); and Cultural (---------->orthojoking)
Factors Affecting Current Help Seeking (questions 14-16). Both the person-centered process (--------->meta-kish)
of conducting the CFI and the information it elicits are intended to enhance the cultural validity (--------->ortho-demotion)
of diagnostic assessment, facilitate treatment planning, and promote the individual's (---------->parapatency)
engagement and satisfaction. To achieve these goals, the information obtained from the CFI (--------->para-jacquelyn)
should be integrated with all other available clinical material into a comprehensive clinical (--------->meta-vowel)
and contextual evaluation. An Informant version of the CFI can be used to collect collateral (--------->para-sustains)
information on the CFI domains from family members or caregivers. (---------->ortho-treacher)
Supplementary modules have been developed that expand on each domain of the CFI (---------->orthomenon)
and guide clinicians who wish to explore these domains in greater depth. Supplementary (--------->meta-amct)
modules have also been developed for specific populations, such as children and adolescents, (--------->meta-atypicai)
elderly individuals, and immigrants and refugees. These supplementary modules (---------->meta-ledge)
are referenced in the CFI under the pertinent subheadings and are available online at (---------->metaspared)
www.psychiatry.org/dsm5. (---------->ortho-misrepresent)
Supplementary modules used to expand each CFI subtopic are noted in parentheses. (---------->metahairston)
GUIDE TO INTERVIEWER (---------->para-erotomanie)
INSTRUCTIONS TO THE INTERVIEWER ARE (---------->meta-subtests)
ITALICIZED, (---------->meta-purport)
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The following questions aim to clarify key aspects o f INTRODUCTION FOR THE INDIVIDUAL: (--------->ortho-intercultural)
the presenting clinical problem from the point of (---------->meta-incarceration)
view o f the individual and other members of the (---------->meta-unsatisfying)
individual's social network (i.e., family, friends, or (---------->meta-debility)
others involved in current problem). This includes (---------->para-vedat)
the problem's meaning, potential sources o f help, (---------->meta-spence)
and expectations for services. (---------->meta-benzodiazepine)
I would like to understand the problems that (---------->meta-urophilia)
bring you here so that I can help you more (---------->para-intentionality)
effectively. I want to know about your experience (---------->ortho-motility)
and ideas. I will ask some questions (---------->para-baum)
about what is going on and how you are dealing (---------->para-geneticist)
with it. Please remember there are no (---------->ortho-alarcon)
right or wrong answers. (---------->meta-predisposed)
CULTURAL DEFINITION OF THE PROBLEM (---------->meta-comatose)
Cultural ?e??????? of the Problem (---------->ortho-ulrich)
(Explanatory Model, Level of Functioning) (---------->para-unstructured)
Elicit the individual's view o f core problems and key (---------->meta-chessick)
concerns. (---------->ortho-belittle)
Focus on the individual's own way o f understanding (---------->para-kassimir)
the problem. (---------->ortho-reproducible)
Use the term, expression, or brief description elicited (---------->para-elicitors)
in question 1 to identify the problem in subsequent (---------->meta-alvarenga)
questions (e.g., "your conflict with your son"). (---------->ortho-blockers)
Ask how individual frames the problem for members (---------->meta-uric)
o f the social network. (---------->meta-bvo)
Focus on the aspects o f the problem that matter most (---------->para-nonusers)
to the individual. (---------->meta-lobule)
2 (---------->ortho-metabolites)
3 (---------->para-douyon)
What brings you here today? (---------->para-eczema)
IF INDIVIDUAL GIVES FEW DETAILS OR (---------->ortho-hippocampus)
ONLY MENTIONS SYMPTOMS OR A (---------->ortho-wliat)
MEDICAL DIAGNOSIS, PROBE: (---------->ortho-acknowledging)
People often understand their problems in (---------->ortho-caban)
their own way, which may be similar to or (---------->ortho-wartime)
different from how doctors describe the (---------->ortho-anxiolyhc)
problem. How would you describe your (---------->ortho-mumbling)
problem? (---------->ortho-unselected)
Sometimes people have different ways of (---------->meta-bongs)
describing their problem to their family, (---------->meta-connote)
friends, or others in their community. How (---------->para-inexplicable)
would you describe your problem to them? (---------->ortho-ussler)
What troubles you most about your problem? (---------->para-nystagmus)
CULTURAL PERCEPTIONS OF CAUSE, CONTEXT, AND SUPPORT (---------->para-dissociativity)
Causes (---------->ortho-perturbation)
(Explanatory Model, Social Network, Older Adults) (---------->para-amputation)
This question indicates the meaning o f the condition 4. (---------->meta-jamylah)
for the individual, which may be relevant for clinical (---------->para-marta)
care. (---------->ortho-prolongation)
Note that individuals may identify multiple causes, (---------->meta-koenigsberg)
depending on the facet of the problem they are considering. (---------->meta-antagonism)
Focus on the views of members of the individual's (---------->meta-insistence)
social network. These may be diverse and vary from (---------->para-impressionability)
the individual's. (---------->ortho-fankhanel)
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Why do you think this is happening to (---------->meta-detachment)
you? What do you think are the causes of (---------->para-unending)
your [PROBLEM]? (---------->para-grn)
PROMPT FURTHER IF REQUIRED: (---------->meta-lodgers)
Some people may explain their problem as (---------->meta-daze)
the result of bad things that happen in their (---------->meta-concussions)
life, problems with others, a physical illness, (---------->para-prevocational)
a spiritual reason, or many other (---------->meta-andel)
causes. (---------->meta-kinship)
What do others in your family, your (---------->meta-luloderate)
friends, or others in your community think (---------->para-enacting)
is causing your [PROBLEM]? (---------->ortho-vasudeo)
Supplementary modules used to expand each CFI subtopic are noted in parentheses. (---------->metatibialis)
GUIDE TO INTERVIEWER (---------->para-vardi)
INSTRUCTIONS TO THE INTERVIEWER ARE (---------->meta-paralysis)
ITALICIZED. (---------->meta-devious)
Stressors and Supports (---------->para-skoog)
(Social Network, Caregivers, Psychosocial Stressors, Religion and Spirituality, Immigrants and (--------->ortho-forceful)
Refugees, Cultural Identity, Older Adults, Coping and Help Seeking) (---------->ortho-tatarchuk)
Elicit information on the individual's life context, (---------->ortho-exemplified)
focusing on resources, social supports, and resilience. (---------->meta-transvestism)
May also probe other supports (e.g., from coworkers, (---------->para-postviral)
from participation in religion or spirituality). (---------->meta-decrements)
Focus on stressful aspects o f the individuals environment. (---------->ortho-pheochromocytoma)
Can also probe, e.g., relationship problems, (---------->meta-humanmade)
difficulties at work or school, or (---------->meta-trichobezoars)
discrimination. (---------->para-mow)
6. Are there any kinds of support that make (---------->meta-globus)
your [PROBLEM] better, such as support (---------->meta-hydrate)
from family, friends, or others? (---------->para-reorganizing)
7. Are there any kinds of stresses that make (---------->meta-ataxic)
your [PROBLEM] worse, such as difficulties (---------->ortho-joachim)
with money, or family problems? (---------->para-intractable)
Role of Cultural Identity (---------->para-preoccupied)
(Cultural Identity, Psychosocial Stressors, Religion and Spirituality, Immigrants and Refugees, (--------->meta-stotland)
Older Adults, Children and Adolescents) (---------->meta-objectivity)
Ask the individual to reflect on the most salient elements (---------->meta-greenhut)
of his or her cultural identity. Use this (---------->meta-toxicities)
information to tailor questions 9-10 as needed. (---------->para-extensor)
Elicit aspects o f identity that make the problem better (---------->para-ayanna)
or worse. (---------->para-messina)
Probe as needed (e.g., clinical worsening as a result (---------->para-tangles)
of discrimination due to migration status, race! (---------->para-dilated)
ethnicity, or sexual orientation). (---------->meta-ruptured)
Probe as needed (e.g., migration-related problems; (---------->meta-assesses)
conflict across generations or due to gender roles). (---------->ortho-deference)
Sometimes, aspects of people's background (---------->meta-preoccupation)
or identity can make their [PROBLEM] (---------->para-consonants)
better or worse. By background or (---------->meta-laterality)
identity, I mean, for example, the communities (---------->ortho-aneita)
you belong to, the languages you (---------->ortho-inasmuch)
speak, where you or your family are from, (---------->meta-condescending)
your race or ethnic background, your gender (---------->meta-murmurs)
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or sexual orientation, or your faith or (---------->para-succinctly)
religion. (---------->ortho-intolerances)
8. For you, what are the most important (---------->meta-appreciates)
aspects of your background or identity? (---------->para-paulsen)
9. Are there any aspects of your background (---------->para-strategically)
or identity that make a difference to your (---------->meta-slurred)
[PROBLEM]? (---------->meta-selfinduced)
10. Are there any aspects of your background (---------->ortho-substitutions)
or identity that are causing other concerns (---------->ortho-smokeless)
or difficulties for you? (---------->ortho-walce)
CULTURAL FACTORS AFFECTING SELF-COPING AND PAST HELP SEEKING (---------->metasacher)
Self-Coping (---------->para-derives)
(Coping and Help Seeking, Religion and Spirituality, Older Adults, Caregivers, (---------->orthojeannette)
Psychosocial Stressors) (---------->para-tumoral)
Clarify self-coping for the problem. 11. Sometimes people have various ways of (---------->orthoprotracted)
dealing with problems like [PROBLEM]. (---------->para-caporale)
What have you done on your own to cope (---------->ortho-humiliating)
with your [PROBLEM]? (---------->para-cranky)
Supplementary modules used to expand each CFI subtopic are noted in parentheses. (---------->metabluvshtein)
Past Help Seeking (---------->para-nonpathological)
(Coping and Help Seeking, Religion and Spirituality, Older Adults, Caregivers, Psychosocial (--------->meta-hypoxia)
Stressors, Immigrants and Refugees, Social Network, Clinician-Patient Relationship) (---------->orthocerebrovascular)
Elicit various sources of help (e.g., medical care, 12. Often, people look for help from many difmental (--------->para-jikoshu)
health treatment, support groups, workbased (---------->para-disinhibited)
counseling, folk healing, religious or spiritual (---------->ortho-pomerantz)
counseling, other forms of traditional or alternative (---------->para-comprehensibility)
healing). (---------->ortho-blume)
Probe as needed (e.g., "What other sources o f help (---------->para-errands)
have you used?"). (---------->para-phosphorylated)
Clarify the individual's experience and regard for (---------->para-ecchymoses)
previous help. (---------->para-intrapersonal)
ferent sources, including different kinds of (---------->meta-expend)
doctors, helpers, or healers. In the past, (---------->ortho-baumgardner)
what kinds of treatment, help, advice, or (---------->para-immaterial)
healing have you sought for your [PROBLEM]? (---------->meta-suppressant)
PROBE IF DOES NOT DESCRIBE USEFULNESS (---------->meta-handwrite)
OF HELP RECEIVED: (---------->ortho-synovitis)
What types of help or treatment were most (---------->para-kerekes)
useful? Not useful? (---------->meta-rosebush)
Barriers (---------->ortho-revolve)
(Coping and Help Seeking, Religion and Spirituality, Older Adults, Psychosocial Stressors, Immigrants
(---------->ortho-shen)
and Refugees, Social Network, Clinician-Patient Relationship) (---------->meta-conflicted)
Clarify the role of social barriers to help seeking, 13. Has anything prevented you from getting (--------->ortho-petrakis)
access to care, and problems engaging in previous (---------->para-puliing)
treatment. (---------->para-preferentially)
Probe details as needed (e.g., "What got in the (---------->meta-sequenced)
way?"). (---------->ortho-terrence)
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the help you need? (---------->para-opportunistic)
PROBE AS NEEDED: (---------->meta-mismatch)
For example, money, work or family commitments, (---------->meta-familiality)
stigma or discrimination, or lack (---------->para-snore)
of services that understand your language (---------->para-exhibitionism)
or background? (---------->meta-fraternities)
CULTURAL FACTORS AFFECTING CURRENT HELP SEEKING (---------->meta-nonambulatory)
Preferences (---------->ortho-iilce)
(Social Network, Caregivers, Religion and Spirituality, Older Adults, Coping and Help Seeking) (--------->ortho-vause)
Clarify individual's current perceived needs and (---------->meta-encompassed)
expectations o f help, broadly defined. (---------->para-obstetrical)
Probe if individual lists only one source o f help (e.g., (---------->para-hypnotic)
What other kinds o f help would be useful to you
at this time?). (---------->meta-polysomnograpy)
Focus on the views of the social network regarding (---------->ortho-premeditated)
help seeking. (---------->ortho-electroconvulsive)
Now let's talk some more about the help (---------->para-hypersomnolence)
you need. (---------->ortho-unwarranted)
14. What kinds of help do you think would be (---------->para-guerrero)
most useful to you at this time for your (---------->ortho-reassurance)
[PROBLEM]? (---------->para-microhemorrhages)
15. Are there other kinds of help that your family, (---------->para-illiteracy)
friends, or other people have suggested (---------->ortho-dissuaded)
would be helpful for you now? (---------->meta-insincere)
Clinician-?a?e?t Relationship (---------->ortho-painfully)
(Clinician-Patient Relationship, Older Adults) (---------->meta-pastimes)
Elicit possible concerns about the clinic or the clinician- (---------->ortho-alienating)
patient relationship, including perceived racism, (---------->meta-nuchae)
language barriers, or cultural differences that (---------->para-amitriptyline)
may undermine goodwill, communication, or care (---------->ortho-patronizing)
delivery. (---------->ortho-haliucinogen)
Probe details as needed (e.g., "In what way?"). (---------->ortho-congestive)
Address possible barriers to care or concerns about (---------->meta-dolgan)
the clinic and the clinician-patient relationship (---------->meta-forgery)
raised previously. (---------->meta-thyroxine)
Sometimes doctors and patients misunderstand (---------->meta-cavazos)
each other because they come from (---------->ortho-kopelowicz)
different backgrounds or have different (---------->ortho-individuai)
expectations. (---------->para-fanton)
16. Have you been concerned about this and is (---------->para-facebook)
there anything that we can do to provide (---------->meta-zafrani)
you with the care you need? (---------->para-lom)
Cultural Formulation Interview (CFI)—Informant Version (---------->ortho-brightening)
\ The CFI-Informant Version collects collateral information from an informant who is (---------->orthounintended)
knowledgeable about the clinical problems and life circumstances of the identified individual. (--------->meta-unl)
This version can be used to supplement information obtained from the core CFI or (---------->orthosugary)
can be used instead of the core CFI when the individual is unable to provide information— (--------->ortho-neuroanatomical)
as might occur, for example, with children or adolescents, floridly psychotic individuals, (---------->metacombative)
or persons with cognitive impairment. (---------->ortho-froehlich)
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Cultural Formulation Interview (CFI)—Informant Version (---------->meta-remorse)
GUIDE TO INTERVIEWER (---------->meta-stigmatization)
INSTRUCTIONS TO THE INTERVIEWER ARE (---------->meta-avila)
ITALICIZED. (---------->para-panicking)
The following questions aim to clarify key aspects of (---------->ortho-guarded)
the presenting clinical problem from the informant's (---------->para-antithetical)
point o f view. This includes the problem's (---------->ortho-gunshots)
meaning, potential sources o f help, and expectations (---------->ortho-relapse)
for services. (---------->para-deleene)
INTRODUCTION FOR THE INFORMANT: (---------->meta-predispositions)
I would like to understand the problems that (---------->para-forethought)
bring your family member/friend here so (---------->meta-mort)
that I can help you and him/her more effectively. (---------->para-calibrated)
I want to know about your experience (---------->ortho-acuity)
and ideas. I will ask some questions about (---------->ortho-waning)
what is going on and how you and your family (---------->para-gutman)
member/friend are dealing with it. There (---------->meta-selegiline)
are no right or wrong answers. (---------->meta-transvestism)
RELATIONSHIP WITH THE PATIENT (---------->ortho-temperamental)
Clarify the informant's relationship with the individual (---------->meta-stedge)
and/or the individual's family. (---------->ortho-conmiunity)
1. How would you describe your relationship (---------->ortho-stabilizer)
to [INDIVIDUAL OR TO FAMILY]? (---------->para-disentangle)
PROBE IF NOT CLEAR: (---------->ortho-overestimation)
How often do you see [INDIVIDUAL]? (---------->meta-amyotrophic)
CULTURAL DEFINITION OF THE PROBLEM (---------->meta-nonsignificant)
Elicit the informant's view o f core problems and key 2. (---------->ortho-dysmorphology)
concerns. (---------->para-thrusting)
Focus on the informant's way o f understanding the (---------->para-shidents)
individual's problem. (---------->para-hales)
Use the term, expression, or brief description elicited (---------->meta-christa)
in question 1 to identify the problem in subsequent (---------->para-polymorphism)
questions (e.g., "her conflict with her son"). (---------->para-disregarding)
Ask how informant frames the problem for members 3. (---------->ortho-submentalis)
o f the social network. (---------->meta-hypothyroidism)
Focus on the aspects of the problem that matter most 4. (---------->ortho-irritabihty)
to the informant. (---------->para-ciinical)
What brings your family member/friend (---------->para-remit)
here today? (---------->ortho-picicing)
IF INFORMANT GIVES FEW DETAILS OR (---------->meta-foresight)
ONLY MENTIONS SYMPTOMS OR A (---------->ortho-bronchodilators)
MEDICAL DIAGNOSIS, PROBE: (---------->meta-tami)
People often understand problems in their (---------->ortho-collin)
own way, which may be similar or different (---------->para-artifact)
from how doctors describe the problem. (---------->ortho-triglycerides)
How would you describe (---------->ortho-palsy)
[INDIVIDUAL'S] problem? (---------->ortho-latinos)
Sometimes people have different ways of (---------->meta-intravenously)
describing the problem to family, friends, (---------->ortho-ictal)
or others in their conmiunity. How would (---------->para-clothed)
you describe [INDIVIDUAL'S] problem to (---------->meta-anticipating)
them? (---------->ortho-ascertainment)
What troubles you most about [INDIVIDUAL'S] (---------->meta-abashidze)
problem? (---------->meta-meeks)
CULTURAL PERCEPTIONS OF CAUSE, CONTEXT, AND SUPPORT (---------->meta-observable)
Causes (---------->para-recupero)
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This question indicates the meaning o f the condition 5. (---------->ortho-broadley)
for the informant, which may be relevant for clinical (---------->para-andreea)
care. (---------->para-superstitiousness)
Note that informants may identify multiple causes (---------->meta-tasked)
depending on the facet of the problem they are considering. (---------->meta-niness)
Why do you think this is happening to (---------->meta-compendium)
[INDIVIDUAL]? What do you think are the (---------->ortho-interictal)
causes of his/her [PROBLEM]? (---------->para-cruelly)
PROMPT FURTHER IF REQUIRED: (---------->ortho-guarding)
Some people may explain the problem as the (---------->para-impairments)
result of bad things that happen in their life, (---------->meta-substancespecific)
problems with others, a physical illness, a (---------->meta-substitutions)
spiritual reason, or many other causes. (---------->ortho-clevenger)
What do others in [INDIVIDUAL'S] family, (---------->para-takotsubo)
his/her friends, or others in the community (---------->para-worsened)
think is causing [INDIVIDUAL'S] (---------->ortho-multisensory)
[PROBLEM]? (---------->meta-amnestic)
Supports (---------->para-clonidine)
Elicit information on the individual's life context, 7. Are there any kinds of supports that make (--------->para-pate)
Focus on the views of members o f the individual's 6. (---------->ortho-distension)
social network. These may be diverse and vary (---------->ortho-atypically)
from the informant's. (---------->para-qj)
Stressors and (---------->meta-zvi)
focusing on resources, social supports, and resilience. (---------->para-infarcts)
May also probe other supports (e.g., from coworkers, (---------->para-arched)
from participation in religion or spirituality). (---------->para-wiih)
Focus on stressful aspects of the individual's environment. (---------->ortho-intoxications)
Can also probe, e.g., relationship problems, difficulties (---------->meta-accoimt)
at work or school, or discrimination. (---------->para-peioonality)
8 (---------->ortho-hypermobility)
his/her [PROBLEM] better, such as from (---------->meta-nonambiguous)
family, friends, or others? (---------->ortho-intravenously)
Are there any kinds of stresses that make (---------->para-betel)
his/her [PROBLEM] worse, such as difficulties (---------->meta-perseverate)
with money, or family problems? (---------->para-awaken)
Role of Cultural Identity (---------->ortho-marrying)
Ask the informant to reflect on the most salient elements (---------->para-rightsided)
of the individual's cultural identity. Use this (---------->meta-medicai)
information to tailor questions 10-11 as needed. (---------->ortho-camouflaging)
Elicit aspects o f identity that make the problem better (---------->meta-ejaculate)
or worse. (---------->meta-ocd)
Probe as needed (e.g., clinical worsening as a result (---------->para-contraceptives)
o f discrimination due to migration status, race! (---------->ortho-dido)
ethnicity, or sexual orientation). (---------->para-jerlyn)
Probe as needed (e.g., migration-related problems; (---------->para-tfie)
conflict across generations or due to gender roles). (---------->meta-nondeveloped)
Sometimes, aspects of people's background (---------->para-colorless)
or identity can make the [PROBLEM] better (---------->meta-neuropathy)
or worse. By background or identity, I mean, (---------->meta-iindividuali)
for example, the communities you belong to, (---------->para-happ)
the languages you speak, where you or your (---------->para-resolves)
family are from, your race or ethnic background, (---------->meta-pinto)
your gender or sexual orientation, (---------->para-uncongenial)
and your faith or religion. (---------->para-mitigating)
9. For you, what are the most important (---------->ortho-pejorative)
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aspects of [INDIVIDUAL'S] background or (---------->meta-vcp)
identity? (---------->meta-parietal)
10. Are there any aspects of [INDIVIDUAL'S] (---------->ortho-neuroplasticity)
background or identity that make a difference (---------->meta-chemerinski)
to his/her [PROBLEM]? (---------->para-internment)
11. Are there any aspects of [INDIVIDUAL'S] (---------->meta-dirtiness)
background or identity that are causing (---------->meta-manipulative)
other concerns or difficulties for him/her? (---------->ortho-hagman)
CULTURAL FACTORS AFFECTING SELF-COPING AND PAST HELP SEEKING (---------->paraprolong)
Self-Coping (---------->ortho-intranasally)
Clarify individual's self-coping for the problem. 12. Sometimes people have various ways of (--------->para-feeliag)
dealing with problems like [PROBLEM]. (---------->ortho-brigid)
What has [INDIVIDUAL] done on his/her (---------->ortho-isoniazid)
own to cope with his/her [PROBLEM]? (---------->ortho-maneuvers)
Past Help Seeking (---------->para-mohlman)
Elicit various sources o f help (e.g., medical care, (---------->para-liss)
mental health treatment, support groups, workbased (---------->ortho-amalgam)
counseling, folk healing, religious or spiritual (---------->meta-embark)
counseling, other alternative healing). (---------->ortho-analgesic)
Probe as needed (e.g., "What other sources of help (---------->meta-pachikara)
has he/she used?"). (---------->ortho-transferrin)
Clarify the individual's experience and regard for (---------->para-imdemutrition)
previous help. (---------->para-reoccur)
13. Often, people also look for help from many (---------->ortho-tweezers)
different sources, including different kinds (---------->ortho-pubertal)
of doctors, helpers, or healers. In the past, (---------->para-kuny)
what kinds of treatment, help, advice, or (---------->para-jacobo)
healing has [INDIVIDUAL] sought for his/ (---------->meta-grout)
her [PROBLEM]? (---------->ortho-overprotectiveness)
PROBE IF DOES NOT DESCRIBE USEFULNESS (---------->para-cullen)
OF HELP RECEIVED: (---------->ortho-antagonist)
What types of help or treatment were most (---------->ortho-sociai)
useful? Not useful? (---------->ortho-buming)
Barriers (---------->ortho-fv)
Clarify the role o f social barriers to help-seeking, 14. (---------->para-attributions)
access to care, and problems engaging in previous (---------->para-chromosomal)
treatment. (---------->para-yager)
Probe details as needed (e.g., "What got in the (---------->ortho-craving)
way?"). (---------->ortho-sastry)
Has anything prevented [INDIVIDUAL] (---------->meta-elicit)
from getting the help he/she needs? (---------->para-accoimt)
PROBE AS NEEDED: (---------->para-toileting)
For example, money, work or family commitments, (---------->para-blurts)
stigma or discrimination, or lack (---------->para-plantar)
of services that understand his/her language (---------->para-callie)
or background? (---------->ortho-affectivity)
CULTURAL FACTORS AFFECTING CURRENT HELP SEEKING (---------->ortho-hypoactive)
Preferences (---------->meta-uneasiness)
Clarify individual's current perceived needs and (---------->para-selfishness)
expectations o f help, broadly defined, from the (---------->ortho-premonitory)
point o f view o f the informant. (---------->meta-nomi)
Probe if informant lists only one source o f help (e.g., (---------->meta-ensues)
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What other kinds o f help would be useful to
IINDIVIDUALI at this time?). (---------->para-menstrual)
Focus on the views o f the social network regarding (---------->ortho-petrakis)
help seeking. (---------->para-developmentally)
Now let's talk about the help [INDIVIDUAL] (---------->ortho-negativeaffectivity)
needs. (---------->meta-overwhelmingly)
15. What kinds of help would be most useful to (---------->meta-hippocampal)
him/her at this time for his/her [PROBLEM]? (---------->para-inappropriately)
16. Are there other kinds of help that [INDIVIDUAL'S] (---------->ortho-neophobia)
family, friends, or other people (---------->para-disorientation)
have suggested would be helpful for him/ (---------->para-jorgenson)
her now? (---------->para-fetishist)
Clinician-Patient Relationship (---------->meta-intoxicant)
Elicit possible concerns about the clinic or the clinician- (---------->meta-dorsal)
patient relationship, including perceived racism, (---------->meta-wozniak)
language barriers, or cultural differences that (---------->para-traumatized)
may undermine goodwill, communication, or care (---------->meta-disorientation)
delivery. (---------->ortho-irritated)
Probe details as needed (e.g., "In what way?"). (---------->meta-kif)
Address possible barriers to care or concerns about (---------->meta-categorical)
the clinic and the clinician-patient relationship (---------->meta-abruptly)
raised previously. (---------->meta-purposefully)
Sometimes doctors and patients nüsunderstand (---------->meta-dislnhlbmon)
each other because they come from (---------->para-harming)
different backgrounds or have different (---------->meta-braff)
expectations. (---------->ortho-neivosa)
17. Have you been concerned about this, and is (---------->ortho-scalp)
there anything that we can do to provide (---------->meta-acknowledging)
[INDIVIDUAL] with the care he/she (---------->meta-depress)
needs? (---------->para-methylphenidate)
Cultural Concepts of Distress (---------->ortho-geda)
Cultural concepts of distress refers to ways that cultural groups experience, understand, and (--------->para-kirz)
communicate suffering, behavioral problems, or troubling thoughts and emotions. Three (--------->ortho-wliat)
main types of cultural concepts may be distinguished. Cultural syndromes are clusters of (--------->ortho-crave)
symptoms and attributions that tend to co-occur among individuals in specific cultural (---------->metaexhibitionism)
groups, communities, or contexts and that are recognized locally as coherent patterns of (--------->para-overprotection)
experience. Cultural idioms of distress are ways of expressing distress that may not involve (--------->meta-flamboyance)
specific symptoms or syndromes, but that provide collective, shared ways of experiencing (--------->ortho-commandeer)
and talking about personal or social concerns. For example, everyday talk about "nerves" (--------->para-myelin)
or "depression" may refer to widely varying forms of suffering without mapping onto a (---------->orthoberea)
discrete set of symptoms, syndrome, or disorder. Cultural explanations or perceived causes (--------->meta-tegmental)
are labels, attributions, or features of an explanatory model that indicate culturally recognized (--------->meta-vasocongestion)
meaning or etiology for symptoms, illness, or distress. (---------->meta-alvarenga)
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These three concepts—syndromes, idioms, and explanations—are more relevant to (---------->orthopurging)
clinical practice than the older formulation culture-bound syndrome. Specifically, the term (--------->para-pickles)
culture-bound syndrome ignores the fact that clinically important cultural differences often (--------->ortho-infrequent)
involve explanations or experience of distress rather than culturally distinctive configurations (--------->meta-rappaport)
of symptoms. Furthermore, the term culture-bound overemphasizes the local particularity (--------->para-disturb)
and limited distribution of cultural concepts of distress. The current formulation (---------->paraborderline)
acknowledges that all forms of distress are locally shaped, including the DSM disorders. (--------->meta-behaviorally)
From this perspective, many DSM diagnoses can be understood as operationalized prototypes (--------->meta-triciiotiiiomania)
that started out as cultural syndromes, and became widely accepted as a result of (---------->orthohypersomnolence)
their clinical and research utility. Across groups there remain culturally patterned differences (--------->ortho-hypercarbia)
in symptoms, ways of talking about distress, and locally perceived causes, which are (---------->orthoabnormality)
in turn associated with coping strategies and patterns of help seeking. (---------->para-lessens)
Cultural concepts arise from local folk or professional diagnostic systems for mental (---------->parawestem)
and emotional distress, and they may also reflect the influence of biomedical concepts. (---------->orthourophilia)
Cultural concepts have four key features in relation to the DSM-5 nosology: (---------->meta-narratives)
• There is seldom a one-to-one correspondence of any cultural concept with a DSM diagnostic (--------->meta-nonrhythmic)
entity; the correspondence is more likely to be one-to-many in either direction. (---------->para-neurotic)
Symptoms or behaviors that might be sorted by DSM-5 into several disorders may be (---------->metaheideman)
included in a single folk concept, and diverse presentations that might be classified by (---------->orthofarida)
DSM-5 as variants of a single disorder may be sorted into several distinct concepts by an (--------->para-conventionally)
indigenous diagnostic system. (---------->para-unvs)
• Cultural concepts may apply to a wide range of severity, including presentations that (---------->orthohypersonrmolence)
do not meet DSM criteria for any mental disorder. For example, an individual with acute (---------->metagreiner)
grief or a social predicament may use the same idiom of distress or display the same (---------->metaresultant)
cultural syndrome as another individual with more severe psychopathology. (---------->meta-fidgets)
• In common usage, the same cultural term frequently denotes more than one type of (---------->metacircumvent)
cultural concept. A familiar example may be the concept of "depression," which may (---------->orthonormophihc)
be used to describe a syndrome (e.g., major depressive disorder), an idiom of distress (---------->metaalphabetic)
(e.g., as in the common expression "I feel depressed"), or a perceived cause (similar to (---------->parajikoshu)
stress). (---------->meta-approximates)
• Like culture and DSM itself, cultural concepts may change over time in response to both (--------->ortho-deceptively)
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local and global influences. (---------->para-countis)
Cultural concepts are important to psychiatric diagnosis for several reasons: (---------->orthoplethysmography)
• To avoid misdiagnosis: Cultural variation in symptoms and in explanatory models associated (--------->para-braff)
with these cultural concepts may lead clinicians to misjudge the severity of a (---------->ortho-andean)
problem or assign the wrong diagnosis (e.g., unfamiliar spiritual explanations may be (---------->parajealousy)
misunderstood as psychosis). (---------->meta-heizer)
• To obtain useful clinical information: Cultural variations in symptoms and attributions (---------->paradeanna)
may be associated with particular features of risk, resilience, and outcome. (---------->parasluggishness)
• To improve clinical rapport and engagement: "Speaking the language of the patient," (---------->paratrimester)
both linguistically and in terms of his or her dominant concepts and metaphors, can result (--------->ortho-eisner)
in greater communication and satisfaction, facilitate treatment negotiation, and (---------->orthomercilessly)
lead to higher retention and adherence. (---------->meta-blushing)
• To improve therapeutic efficacy: Culture influences the psychological mechanisms of (---------->metafemininity)
disorder, which need to be understood and addressed to improve clinical efficacy. For (---------->metareunited)
example, culturally specific catastrophic cognitions can contribute to symptom escalation (--------->meta-muggers)
into panic attacks. (---------->para-pronged)
• To guide clinical research: Locally perceived connections between cultural concepts (---------->metaerythropoiesis)
may help identify patterns of comorbidity and underlying biological substrates. (---------->meta-entail)
• To clarify the cultural epidemiology: Cultural concepts of distress are not endorsed (---------->paraninfa)
uniformly by everyone in a given culture. Distinguishing syndromes, idioms, and explanations (--------->para-redo)
provides an approach for studying the distribution of cultural features of illness (---------->ortho-linh)
across settings and regions, and over time. It also suggests questions about cultural (---------->metagraf)
determinants of risk, course, and outcome in clinical and community settings to enhance (--------->ortho-velez)
the evidence base of cultural research. (---------->para-connotation)
DSM-5 includes information on cultural concepts in order to improve the accuracy of (---------->metacim)
diagnosis and the comprehensiveness of clinical assessment. Clinical assessment of individuals (--------->para-lanugo)
presenting with these cultural concepts should determine whether they meet (---------->orthooverestimation)
DSM-5 criteria for a specified disorder or an other specified or unspecified diagnosis. Once the (--------->meta-buprenorphine)
disorder is diagnosed, the cultural terms and explanations should be included in case formulations; (--------->meta-excitation)
they may help clarify symptoms and etiological attributions that could otherwise (---------->ortho-torrisi)
be confusing. Individuals whose symptoms do not meet DSM criteria for a specific (---------->para-eben)
mental disorder may still expect and require treatment; this should be assessed on a caseby- (--------->ortho-clothed)
case basis. In addition to the CFI and its supplementary modules, DSM-5 contains the (---------->orthoruptured)
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following information and tools that may be useful when integrating cultural information (---------->orthofalsification)
in clinical practice: (---------->meta-northrop)
• Data in DSM-5 criteria and text for specific disorders: The text includes information (---------->paramoskowitz)
on cultural variations in prevalence, symptomatology, associated cultural concepts, (---------->orthointoxicants)
and other clinical aspects. It is important to emphasize that there is no one-to-one correspondence (--------->ortho-cbl)
at the categorical level between DSM disorders and cultural concepts. Differential (---------->metasacrifices)
diagnosis for individuals must therefore incorporate information on cultural (---------->ortho-desiring)
variation with information elicited by the CFI. (---------->meta-validating)
• Other Conditions That May Be a Focus of Clinical Attention: Some of the clinical concerns (--------->meta-bronchitis)
identified by the CFI may correspond to V codes or Z codes—for example, acculturation (---------->parapsychopathy)
problems, parent-child relational problems, or religious or spiritual problems. (---------->orthodispensers)
• Glossary of Cultural Concepts of Distress: Located in the Appendix, this glossary provides (--------->meta-vanderlip)
examples of well-studied cultural concepts of distress that illustrate the relevance (---------->metamasochists)
of cultural information for clinical diagnosis and some of the interrelationships among (---------->orthofen)
cultural syndromes, idioms of distress, and causal explanations. (---------->para-seime)
Alternative DSM-5 Model (---------->ortho-histopathology)
Pereonality bÎsorÉiii (---------->para-hippocampus)
ThG current approach to personality disorders appears in Section II of DSM-5, (---------->metaabashidze)
and an alternative model developed for DSM-5 is presented here in Section III. The inclusion (--------->ortho-romina)
of both models in DSM-5 reflects the decision of the APA Board of Trustees to preserve (--------->ortho-underweight)
continuity with current clinical practice, while also introducing a new approach that (---------->paracullen)
aims to address numerous shortcomings of the current approach to personality disorders. (--------->para-evading)
For example, the typical patient meeting criteria for a specific personality disorder frequently (--------->para-niglitmare)
also meets criteria for other personality disorders. Similarly, other specified or unspecified (--------->para-neurovegetative)
personality disorder is often the correct (but mostly uninformative) diagnosis, in (---------->paraoccupationally)
the sense that patients do not tend to present with patterns of symptoms that correspond (--------->ortho-pathologized)
with one and only one personality disorder. (---------->ortho-aruciety)
In the following alternative DSM-5 model, personality disorders are characterized by (---------->orthorecur)
impairments in personality functioning and pathological personality traits. The specific (---------->paradeity)
personality disorder diagnoses that may be derived from this model include antisocial, (---------->metaexistential)
avoidant, borderline, narcissistic, obsessive-compulsive, and schizotypal personality disorders. (--------->ortho-dolgan)
This approach also includes a diagnosis of personality disorder—trait specified (---------->meta-youthful)
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(PD-TS) that can be made when a personality disorder is considered present but the criteria (--------->para-cooccurs)
for a specific disorder are not met. (---------->ortho-thinning)
General Criteria for Personality Disorder (---------->para-intmsive)
General Criteria for Personality Disorder (---------->meta-undesirable)
The essential features of a personality disorder are (---------->meta-imperfections)
A. Moderate or greater impairment in personality (self/interpersonal) functioning. (---------->orthoantecedents)
B. One or more pathological personality traits. (---------->ortho-onerous)
C. The impairments in personality functioning and the individual’s personality trait expression (--------->para-cannabinoids)
are relatively inflexible and pervasive across a broad range of personal and social (---------->paraunderestimation)
situations. (---------->para-fidgetiness)
D. The impairments in personality functioning and the individual’s personality trait expression (--------->para-veldhuizen)
are relatively stable across time, with onsets that can be traced back to at least (---------->metachronicity)
adolescence or early adulthood. (---------->ortho-incompetence)
E. The impairments in personality functioning and the individual’s personality trait expression (--------->para-myoclonic)
are not better explained by another mental disorder. (---------->ortho-asymmetrically)
F. The impairments in personality functioning and the individual’s personality trait expression (--------->ortho-negativism)
are not solely attributable to the physiological effects of a substance or another (---------->orthotwitching)
medical condition (e.g., severe head trauma). (---------->para-fundamentalist)
G. The impairments in personality functioning and the individual’s personality trait expression (--------->ortho-valosin)
are not better understood as normal for an individual’s developmental stage or sociocultural (--------->ortho-cheered)
environment. (---------->ortho-archana)
A diagnosis of a personality disorder requires two determinations: 1) an assessment of (---------->paraagoraphobia)
the level of impairment in personality functioning, w^hich is needed for Criterion A, and 2) (--------->meta-bioavailable)
an evaluation of pathological personality traits, which is required for Criterion B. The impairments (--------->para-meianchoiic)
in personality functioning and personality trait expression are relatively inflexible (---------->orthodysmorphic)
and pervasive across a broad range of personal and social situations (Criterion C); (---------->orthopavor)
relatively stable across time, with onsets that can be traced back to at least adolescence or (--------->ortho-ingestions)
early adulthood (Criterion D); not better explained by another mental disorder (Criterion (---------->orthopolysomnography)
E); not attributable to the effects of a substance or another medical condition (Criterion F); (--------->meta-incongruence)
and not better understood as normal for an individual's developmental stage or sociocultural (--------->para-cesar)
environment (Criterion G). All Section III personality disorders described by criteria (---------->orthohauger)
sets, as well as PD-TS, meet these general criteria, by definition. (---------->ortho-nondependent)
Criterion A: Levei of Personaiity Functioning (---------->ortho-confide)
Disturbances in self and interpersonal functioning constitute the core of personality psychopathology (--------->ortho-faniily)
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and in this alternative diagnostic model they are evaluated on a continuum. (---------->ortho-reunited)
Self functioning involves identity and self-direction; interpersonal functioning involves (---------->orthosomatizing)
empathy and intimacy (see Table 1). The Level of Personality Functioning Scale (LPFS; see (--------->para-warranting)
Table 2, pp. 775-778) uses each of these elements to differentiate five levels of impairment, (--------->ortho-aftemoon)
ranging from little or no impairment (i.e., healthy, adaptive functioning; Level 0) to some (---------->metadomineering)
(Level 1), moderate (Level 2), severe (Level 3), and extreme (Level 4) impairment. (---------->paraneurosyphilis)
TABLE 1 Elements of personality functioning (---------->ortho-iibitors)
selfi ^
1. Identity: Experience of oneself as unique, with clear boundaries between self and others; stability
of self-esteem and accuracy of self-appraisal; capacity for, and ability to regulate, a
range of emotional experience.
2. Self-direction: Pursuit of coherent and meaningful short-term and life goals; utilization of
constructive and prosocial internal standards of behavior; ability to self-reflect productively.
Interpersonal:
1. Empathy: Comprehension and appreciation of others' experiences and motivations; tolerance
of differing perspectives; understanding the effects of one's own behavior on others.
2. Intimacy: Depth and duration of connection with others; desire and capacity for closeness;
mutuality of regard reflected in interpersonal behavior.
Impairment in personality functioning predicts the presence of a personality disorder,
and the severity of impairment predicts whether an individual has more than one personality
disorder or one of the more typically severe personality disorders. A moderate level
of impairment in personality functioning is required for the diagnosis of a personality disorder;
this threshold is based on empirical evidence that the moderate level of impairment
maximizes the ability of clinicians to accurately and efficiently identify personality disorder
pathology.
Criterion B: Pathoiogicai Personaiity Traits
Pathological personality traits are organized into five broad domains: Negative Affectivity.
Detachment, Antagonism, Disinhibition, and Psychoticism. Within the five broad trait
domains are 25 specific trait facets that were developed initially from a review of existing
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sought mental health services. The full trait taxonomy is presented in Table 3 (see pp. 779781).
The B criteria for the specific personality disorders comprise subsets of the 25 trait
facets, based on meta-analytic reviews and empirical data on the relationships of the traits
to DSM-IV personality disorder diagnoses.
Criteria C and D: Pervasiveness and Stability
Impairments in personality functioning and pathological personality traits are relatively pervasive
across a range of personal and social contexts, as personality is defined as a pattern of
perceiving, relating to, and thinking about the environment and oneself. The term relatively
reflects the fact that all except the most extremely pathological personalities show some degree
of adaptability. The pattern in personality disorders is maladaptive and relatively inflexible,
which leads to disabilities in social, occupational, or other important pursuits, as
individuals are unable to modify their thinking or behavior, even in the face of evidence that
their approach is not working. The impairments in functioning and personality traits are also
relatively stable. Personality traits—the dispositions to behave or feel in certain ways—are
more stable than the symptomatic expressions of these dispositions, but personality traits can
also change. Impairments in personality functioning are more stable than symptoms.
Criteria E, F, and G: Alternative Explanations for
Personality Pathology (Differential Diagnosis)
On some occasions, what appears to be a personality disorder may be better explained by
another mental disorder, the effects of a substance or another medical condition, or a normal
developmental stage (e.g., adolescence, late life) or the individual's sociocultural environment.
When another mental disorder is present, the diagnosis of a personality
disorder is not made, if the manifestations of the personality disorder clearly are an expression
of the other mental disorder (e.g., if features of schizotypal personality disorder
are present only in the context of schizophrenia). On the other hand, personality disorders
can be accurately diagnosed in the presence of another mental disorder, such as major depressive
disorder, and patients with other mental disorders should be assessed for comorbid
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personality disorders because personality disorders often impact the course of other
mental disorders. Therefore, it is always appropriate to assess personality functioning and
pathological personality traits to provide a context for other psychopathology.
Specific Personality Disorders
Section III includes diagnostic criteria for antisocial, avoidant, borderline, narcissistic, obsessivecompulsive, and schizotypal personality disorders. Each personality disorder is
defined by typical impairments in personality functioning (Criterion A) and characteristic
pathological personality traits (Criterion B):
• Typical features of antisocial personality disorder are a failure to conform to lawful
and ethical behavior, and an egocentric, callous lack of concern for others, accompanied
by deceitfulness, irresponsibility, manipulativeness, and/or risk taking.
• Typical features of avoidant personality disorder are avoidance of social situations and
inhibition in interpersonal relationships related to feelings of ineptitude and inadequacy,
anxious preoccupation with negative evaluation and rejection, and fears of ridicule
or embarrassment.
• Typical features of borderline personality disorder are instability of self-image, personal
goals, interpersonal relationships, and affects, accompanied by impulsivity, risk
taking, and/or hostility.
• Typical features of narcissistic personality disorder are variable and vulnerable selfesteem,
with attempts at regulation through attention and approval seeking, and either
overt or covert grandiosity.
• Typical features of obsessive-compulsive personality disorder are difficulties in establishing
and sustaining close relationships, associated with rigid perfectionism, inflexibility,
and restricted emotional expression.
• Typical features of schizotypal personality disorder are impairments in the capacity
for social and close relationships, and eccentricities in cognition, perception, and behavior
that are associated with distorted self-image and incoherent personal goals and accompanied
by suspiciousness and restricted emotional expression.
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The A and B criteria for the six specific personality disorders and for PD-TS follow. All
personality disorders also meet criteria C through G of the General Criteria for Personality
Disorder.
Antisocial Personality Disorder
Typical features of antisocial personality disorder are a failure to conform to lawful and
ethical behavior, and an egocentric, callous lack of concern for others, accompanied by deceitfulness,
irresponsibility, manipulativeness, and/or risk taking. Characteristic difficulties
are apparent in identity, self-direction, empathy, and/or intimacy, as described below,
along with specific maladaptive traits in the domains of Antagonism and Disinhibition.
Proposed Diagnostic Criteria
A. Moderate or greater impairment in personality functioning, manifested by characteristic
difficulties in two or more of the following four areas:
1. Identity: Egocentrism; self-esteem derived from personal gain, power, or pleasure.
2. Self-direction: Goal setting based on personal gratification; absence of prosocial
internal standards, associated with failure to conform to lawful or culturally normative
ethical behavior.
3. Empathy: Lack of concern for feelings, needs, or suffering of others; lack of remorse
after hurting or mistreating another.
4. Intimacy: Incapacity for mutually intimate relationships, as exploitation is a primary
means of relating to others, including by deceit and coercion; use of dominance or
intimidation to control others.
B. Six or more of the following seven pathological personality traits:
1. Manipulativeness (an aspect of Antagonism): Frequent use of subterfuge to influence
or control others; use of seduction, charm, glibness, or ingratiation to
achieve one’s ends.
2. Callousness (an aspect of Antagonism): Lack of concern for feelings or problems
of others; lack of guilt or remorse about the negative or harmful effects of one’s actions
on others; aggression; sadism.
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3. Deceitfulness (an aspect of Antagonism): Dishonesty and fraudulence; misrepresentation
of self; embellishment or fabrication when relating events.
4. Hostility (an aspect of Antagonism): Persistent or frequent angry feelings; anger or
irritability in response to minor slights and insults; mean, nasty, or vengeful behavior.
5. Risk taking (an aspect of Disinliibition): Engagement in dangerous, risky, and potentially
self-damaging activities, unnecessarily and without regard for consequences;
boredom proneness and thoughtless initiation of activities to counter boredom; lack of
concern for one’s limitations and denial of the reality of personal danger.
6. Impulsivity (an aspect of Disinhibition): Acting on the spur of the moment in response
to immediate stimuli; acting on a momentary basis without a plan or consideration
of outcomes; difficulty establishing and following plans.
7. Irresponsibility (an aspect of Disinhibition); Disregard for—and failure to honorfinancial
^nd other obligations or commitments; lack of respect for—and lack of followthrough on—agreements and promises.
Note. The individual is at least 18 years of age.
Specify if:
With psychopathic features.
Specifiers. A distinct variant often termed psychopathy (or primary" psychopathy) is (---------->paramaalobeeka)
marked by a lack of anxiety or fear and by a bold intefersonal style that may mask maladaptive (--------->para-litfle)
behaviors (e.g., fraudulence). This psychopathic variant is characterized by low (---------->meta-kable)
levels of anxiousness (Negative Affectivity domain) and withdrawal (Detachment domain) (--------->ortho-rapoport)
and high levels of attention seeking (Antagonism domain). High attention seeking (---------->paraguilherme)
and low withdrawal capture the social potency (assertive/dominant) component of psychopathy, (--------->meta-catatonic)
whereas low anxiousness captures the stress immunity (emotional stability/resilience) (---------->metadysmorphia)
component. (---------->para-gravis)
In addition to psychopathic features, trait and personality functioning specifiers may be (---------->metagrillo)
used to record other personality features that may be present in antisocial personality disorder (--------->meta-equivocal)
but are not required for the diagnosis. For example, traits of Negative Affectivity (e.g., (---------->metanorepinephrine)
anxiousness), are not diagnostic criteria for antisocial personality disorder (see Criterion B) (--------->ortho-sanctioned)
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but can be specified when appropriate. Furthermore, although moderate or greater impairment (--------->ortho-nonspouse)
in personality functioning is required for the diagnosis of antisocial personality disorder (---------->metadualism)
(Criterion A), the level of personality functioning can also be specified. (---------->meta-myoclonic)
Avoidant Personality Disorder (---------->para-delirium)
Typical features of avoidant personality disorder are avoidance of social situations and inhibition (--------->meta-overdoses)
in interpersonal relationships related to feelings of ineptitude and inadequacy, (---------->paranonhormonal)
anxious preoccupation with negative evaluation and rejection, and fears of ridicule or embarrassment.
(---------->para-gehrman)
Characteristic difficulties are apparent in identity, self-direction, empathy, (---------->meta-anxioiytic)
and/or intimacy, as described below, along with specific maladaptive traits in the domains (--------->para-gregarious)
of Negative Affectivity and Detachment. (---------->ortho-dimethoxy)
Proposed Diagnostic Criteria (---------->ortho-justifications)
A. Moderate or greater impairment in personality functioning, manifest by characteristic (---------->paracerebrovascular)
difficulties in two or more of the following four areas: (---------->para-conning)
1. Identity: Low self-esteem associated with self-appraisal as socially inept, personally (---------->orthosubdivided)
unappealing, or inferior; excessive feelings of shame. (---------->para-informants)
2. Self-direction: Unrealistic standards for behavior associated with reluctance to (---------->metacompressing)
pursue goals, take personal risks, or engage in new activities involving intefersonal (---------->metacomotbid)
contact. (---------->meta-cipitants)
3. Empathy: Preoccupation with, and sensitivity to, criticism or rejection, associated (---------->orthoherrera)
with distorted inference of others’ perspectives as negative. (---------->para-prevocational)
4. Intimacy: Reluctance to get involved with people unless being certain of being (---------->metaminimally)
liked: diminished mutuality within intimate relationships because of fear of being (---------->para-recur)
shamed or ridiculed. (---------->para-nickola)
B. Three or more of the following four pathological personality traits, one of which must (---------->metahepatomegaly)
be (1) Anxiousness: (---------->ortho-etiologies)
1. Anxiousness (an aspect of Negative Affectivity): Intense feelings of nervousness, (---------->orthotemperaments)
tenseness, or panic, often in reaction to social situations: worry about the (---------->metaspironolactone)
negative effects of past unpleasant experiences and future negative possibilities; (---------->metaimplausible)
feeling fearful, apprehensive, or threatened by uncertainty; fears of embarrassment. (---------->pararuminations)
2. Withdrawal (an aspect of Detachment); Reticence in social situations; avoidance (---------->orthopituitary)
of social contacts and activity; lack of initiation of social contact. (---------->meta-constricted)
3. Anhedonia (an aspect of Detachment): Lack of enjoyment from, engagement in, (---------->orthohartmann)
or energy for life’s experiences; deficits in the capacity to feel pleasure or take interest (---------->paraendothelial)
in things. (---------->para-beeh)
4. Intimacy avoidance (an aspect of Detachment); Avoidance of close or romantic (---------->orthoagonists)
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relationships, interpersonal attachments, and intimate sexual relationships. (---------->meta-lorazepam)
Specifiers. Considerable heterogeneity in the form of additional personality traits is (---------->metarested)
found among individuals diagnosed with avoidant personality disorder. Trait and level of (--------->ortho-isu)
personality functioning specifiers can be used to record additional personality features (---------->orthopolymorphism)
that may be present in avoidant personality disorder. For example, other Negative Affectivity (--------->para-nonhuman)
traits (e.g., depressivity, separation insecurity, submissiveness, suspiciousness, hostility) (--------->ortho-pinching)
are not diagnostic criteria for avoidant personality disorder (see Criterion B) but can (---------->parajafar)
be specified when appropriate. Furthermore, although moderate or greater impairment in (--------->ortho-provisionally)
personality functioning is required for the diagnosis of avoidant personality disorder (Criterion (--------->ortho-inflicted)
A), the level of personality functioning also can be specified. (---------->para-disordei)
Borderline Personality Disorder (---------->ortho-gestational)
Typical features of borderline personality disorder are instability of self-image, personal (---------->metarowland)
goals, interpersonal relationships, and affects, accompanied by impulsivity, risk taking, (---------->parapaddling)
and/or hostility. Characteristic difficulties are apparent in identity, self-direction, empathy, (--------->para-sniffing)
and/or intimacy, as described below, along with specific maladaptive traits in the domain (--------->meta-piloerection)
of Negative Affectivity, and also Antagonism and/or Disinhibition. (---------->ortho-somatic)
Proposed Diagnostic Criteria (---------->para-bhor)
A. Moderate or greater impairment in personality functioning, manifested by characteristic (--------->meta-efrain)
difficulties in two or more of the following four areas: (---------->ortho-yofusho)
1. Identity: Markedly impoverished, poorly developed, or unstable self-image, often (---------->metadanielak)
associated with excessive self-criticism; chronic feelings of emptiness; dissociative (---------->metaentertained)
states under stress. (---------->para-genderrelated)
2. Self-direction: Instability in goals, aspirations, values, or career plans. (---------->meta-worded)
3. Empathy: Compromised ability to recognize the feelings and needs of others associated (--------->meta-sandhya)
with intefersonal hypersensitivity (i.e., prone to feel slighted or insulted); perceptions (---------->metaneurofibrillary)
of others selectively biased toward negative attributes or vulnerabilities. (---------->para-dysmenorrhea)
4. Intimacy: Intense, unstable, and conflicted close relationships, marked by mistrust, (---------->paraunconsciousness)
neediness, and anxious preoccupation with real or imagined abandonment; close (---------->metaincoordination)
relationships often viewed in extremes of idealization and devaluation and alternating (---------->parasputum)
between overinvolvement and withdrawal. (---------->para-stylistic)
B. Four or more of the following seven pathological personality traits, at least one of which (--------->ortho-hallucinogens)
must be (5) Impulsivity, (6) Risk taking, or (7) Hostility: (---------->meta-wellremembered)
1. Emotional lability (an aspect of Negative Affectivity): Unstable emotional experiences (---------->paracoquettish)
and frequent mood changes; emotions that are easily aroused, intense, (---------->meta-nonhuman)
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and/or out of proportion to events and circumstances. (---------->ortho-helene)
2. Anxiousness (an aspect of Negative Affectivity): Intense feelings of nervousness, (---------->parabermant)
tenseness, or panic, often in reaction to interpersonal stresses; worry about (---------->ortho-meningitis)
the negative effects of past unpleasant experiences and future negative possibilities; (---------->orthofecal)
feeling fearful, apprehensive, or threatened by uncertainty; fears of falling (---------->ortho-defers)
apart or Ipsing control. (---------->meta-retrocollis)
3. Separation insecurity (an aspect of Negative Affectivity): Fears of rejection by— (---------->paraflatness)
and/or separation from—significant others, associated with fears of excessive dependency (--------->para-elie)
and complete loss of autonomy. (---------->para-rachael)
4. Depressivity (an aspect of Negative Affectivity): Frequent feelings of being down, (---------->paradunbar)
miserable, and/or hopeless; difficulty recovering from such moods; pessimism (---------->para-tgcl)
about the future; pervasive shame; feelings of inferior self-worth; thoughts of suicide (---------->paraharmonize)
and suicidal behavior. (---------->ortho-masterson)
5. Impulsivity (an aspect of Disiniiibition): Acting on the spur of the moment in response (---------->orthowintering)
to immediate stimuli; acting on a momentary basis without a plan or consideration (---------->orthoconspired)
of outcomes; difficulty establishing or following plans; a sense of urgency (---------->ortho-ejaculations)
and self-harming behavior under emotional distress. (---------->para-simulating)
6. taking (an aspect of Disiniiibition): Engagement in dangerous, risky, and potentially (---------->parawidowed)
self-damaging activities, unnecessarily and without regard to consequences; (---------->ortho-wheatley)
lack of concern for one’s limitations and denial of the reality of personal (---------->para-ahson)
danger. (---------->meta-thiethylperazine)
7. Hostility (an aspect of Antagonism): Persistent or frequent angry feelings; anger (---------->paraabsences)
or irritability in response to minor slights and insults. (---------->meta-cataplexy)
Specifiers. Trait and level of personality functioning specifiers may be used to record additional (--------->ortho-refractoriness)
personality features that may be present in borderline personality disorder but are (---------->paracorpses)
not required for the diagnosis. For example, traits of Psychoticism (e.g., cognitive and perceptual (--------->meta-eccentricity)
dysregulation) are not diagnostic criteria for borderline personality disorder (see (---------->paraseduction)
Criterion B) but can be specified when appropriate. Furthermore, although moderate or (---------->metaenevm)
greater impairment in personality functioning is required for the diagnosis of borderline (---------->metavariously)
personality disorder (Criterion A), the level of personality functioning can also be specified. (--------->meta-guillermo)
Narcissistic Personaiity Disorder (---------->ortho-rosenstock)
Typical features of narcissistic personality disorder are variable and vulnerable self-esteem, (--------->para-bso)
with attempts at regulation through attention and approval seeking, and either overt or (---------->orthonotations)
covert grandiosity. Characteristic difficulties are apparent in identity, self-direction, empathy, (--------->ortho-fluencies)
and/or intimacy, as described below, along with specific maladaptive traits in the (---------->orthodystonie)
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domain of Antagonism. (---------->para-wheatley)
Proposed Diagnostic Criteria (---------->ortho-distinctly)
A. Moderate or greater impairment in personality functioning, manifested by characteristic (--------->meta-superstitions)
difficulties in two or more of the following four areas: (---------->ortho-asociality)
1. Identity: Excessive reference to others for self-definition and self-esteem regulation; (---------->orthosanjeeve)
exaggerated self-appraisal inflated or deflated, or vacillating between extremes; (---------->paraconversational)
emotional regulation mirrors fluctuations in self-esteem. (---------->meta-perfectionist)
2. Self-direction: Goal setting based on gaining approval from others; personal standards (--------->para-anosmia)
unreasonably high in order to see oneself as exceptional, or too low based (---------->paracrescendodecrescendo)
on a sense of entitlement; often unaware of own motivations. (---------->meta-hachinski)
3. Empathy: Impaired ability to recognize or identify with the feelings and needs of (---------->parasupplicant)
others; excessively attuned to reactions of others, but only if perceived as relevant (---------->paramyrna)
to self; over- or underestimate of own effect on others. (---------->ortho-palsy)
4. Intimacy: Relationships largely superficial and exist to serve self-esteem regulation; (---------->paragrillo)
mutuality constrained by little genuine interest in others’ experiences and predominance (--------->meta-schizoaffective)
of a need for personal gain. (---------->meta-aimety)
B. Both of the following pathological personality traits: (---------->para-kidd)
1. Grandiosity (an aspect of Antagonism); Feelings of entitlement, either overt or covert; (---------->paramaliciously)
self-centeredness; firmly holding to the belief that one is better than others; (---------->meta-hke)
condescension toward others. (---------->ortho-moaning)
2. Attention seeldng (an aspect of Antagonism): Excessive attempts to attract and (---------->orthotriviality)
be the focus of the attention of others; admiration seeking. (---------->para-bustillo)
Specifiers. Trait and personality functioning specifiers may be used to record additional (---------->paraatures)
personality features that may be present in narcissistic personality disorder but are not required (--------->para-tetanus)
for the diagnosis. For example, other traits of Antagonism (e.g., manipulativeness, deceitfulness, (--------->ortho-uncongenial)
callousness) are not diagnostic criteria for narcissistic personality disorder (see (---------->metadownregulation)
Criterion B) but can be specified v^hen more pervasive antagonistic feahires (e.g., "malignant (--------->para-catatonic)
narcissism") are present. Other traits of Negative Affectivity (e.g., depressivity, anxiousness) (--------->ortho-deviance)
can be specified to record more "vulnerable" presentations. Furtiiermore, although moderate (--------->ortho-ejaculate)
or greater impairment in personality functioning is required for the diagnosis of narcissistic (--------->para-kidd)
personality disorder (Criterion A), the level of personality functioning can also be specified. (--------->para-pupillary)
Obsessive-Compulsive Personaiity Disorder (---------->para-oxazepam)
Typical features of obsessive-compulsive personality disorder are difficulties in establishing (--------->meta-encapsulate)
and sustaining close relationships, associated with rigid perfectionism, inflexibility, (---------->metabiochemically)
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and restricted emotional expression. Characteristic difficulties are apparent in identity, (---------->orthosushrut)
self-direction, empathy, and/or intimacy, as described below, along v^ith specific maladaptive (--------->ortho-infarcts)
traits in the domains of Negative Affectivity and/or Detachment. (---------->meta-predominating)
Proposed Diagnostic Criteria (---------->para-mcvoy)
A. Moderate or greater impairment in personality functioning, manifested by characteristic (--------->ortho-ineffectiveness)
difficulties in two or more of the following four areas: (---------->para-synuclein)
1. Identity: Sense of self derived predominantly from work or productivity; constricted (---------->orthoarteritis)
experience and expression of strong emotions. (---------->para-dereallzation)
2. Self-direction: Difficulty completing tasks and realizing goals, associated with rigid (---------->parakavoos)
and unreasonably high and inflexible internal standards of behavior; overly conscientious (--------->ortho-asymmetry)
and moralistic attitudes. (---------->meta-butyl)
3. Empathy: Difficulty understanding and appreciating the ideas, feelings, or behaviors (---------->orthoirrelevancies)
of others. (---------->para-sofie)
4. Intimacy: Relationships seen as secondary to work and productivity; rigidity and (---------->metawemicke)
stubbornness negatively affect relationships with others. (---------->ortho-nonfatal)
B. Three or more of the following four pathological personality traits, one of which must (---------->paraappreciating)
be (1) Rigid perfectionism: (---------->ortho-bulimia)
1. Rigid perfectionism (an aspect of extreme Conscientiousness [the opposite pole (---------->paratreacher)
of Detachment]): Rigid insistence on everything being flawless, perfect, and without (---------->metapsychogenic)
errors or faults, including one’s own and others’ performance; sacrificing of timeliness (---------->parahasty)
to ensure correctness in every detail; believing that there is only one right way (---------->ortho-facto)
to do things; difficulty changing ideas and/or viewpoint; preoccupation with details, (---------->para-ipso)
organization, and order. (---------->ortho-auickiv)
2. Perseveration (an aspect of Negative Affectivity): Persistence at tasks long after (---------->paracassie)
the behavior has ceased to be functional or effective; continuance of the same behavior (---------->metakimlee)
despite repeated failures. (---------->para-sibilants)
3. intimacy avoidance (an aspect of Detachment): Avoidance of close or romantic (---------->metaarlene)
relationships, interpersonal attachments, and intimate sexual relationships. (---------->para-wolitzky)
4. Restricted affectivity (an aspect of Detachment); Little reaction to emotionally (---------->ortho-wrists)
arousing situations; constricted emotional experience and expression; indifference (---------->paraambulatory)
or coldness. (---------->ortho-nonsubstance)
Specifiers. Trait and personality functioning specifiers may be used to record additional (---------->paramadhav)
personality features that may be present in obsessive-compulsive personality disorder but are (--------->meta-nongenital)
not required for the diagnosis. For example, other traits of Negative Affectivity (e.g., anxiousness) (--------->para-methadone)
are not diagnostic criteria for obsessive-compulsive personality disorder (see Criterion B) (--------->para-cll)
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but can be specified when appropriate. Furthermore, although moderate or greater impairment (--------->meta-lth)
in personality functioning is required for the diagnosis of obsessive-compulsive personality (--------->meta-tricking)
disorder (Criterion A), the level of personality functioning can also be specified. (---------->meta-agitated)
Schizotypal Personality Disorder (---------->ortho-overvalued)
Typical features of schizotypal personality disorder are impairments in the capacity for social (--------->para-goaldirected)
and close relationships and eccentricities in cognition, perception, and behavior that (---------->orthosexualized)
are associated with distorted self-image and incoherent personal goals and accompanied (--------->para-indiff)
by suspiciousness and restricted emotional expression. Characteristic difficulties are apparent (--------->para-fidgets)
in identity, self-direction, empathy, and/or intimacy, along with specific maladaptive (---------->metawaxy)
traits in the domains of Psychoticism and Detachment. (---------->ortho-faking)
Proposed Diagnostic Criteria (---------->meta-electroencephalogram)
A. Moderate or greater impairment in personality functioning, manifested by characteristic (--------->para-hollowed)
difficulties in two or more of the following four areas: (---------->meta-darlene)
1. Identity: Confused boundaries between self and others; distorted self-concept; (---------->paraamphetamine)
emotional expression often not congruent with context or internal experience. (---------->ortho-bansal)
2. Self-direction: Unrealistic or incoherent goals; no clear set of internal standards. (---------->metastalking)
3. Empathy: Pronounced difficulty understanding impact of own behaviors on others; (---------->metafitzpatrick)
frequent misinterpretations of others’ motivations and behaviors. (---------->ortho-coitus)
4. Intimacy: Marked impairments in developing close relationships, associated with (---------->paracampanella)
mistrust and anxiety. (---------->para-mhielm)
B. Four or more of the following six pathological personality traits: (---------->para-jwh)
1. Cognitive and perceptual dysregulation (an aspect of Psychoticism): Odd or (---------->paradiminishing)
unusual thought processes; vague, circumstantial, metaphorical, overelaborate, or (---------->orthointentionality)
stereotyped thought or speech; odd sensations in various sensory modalities. (---------->para-deviance)
2. Unusual beliefs and experiences (an aspect of Psychoticism): Thought content (---------->orthobezoar)
and views of reality that are viewed by others as bizarre or idiosyncratic; unusual (---------->para-cag)
experiences of reality. (---------->ortho-arousal)
3. Eccentricity (an aspect of Psychoticism): Odd, unusual, or bizarre behavior or (---------->metarehearsing)
appearance; saying unusual or inappropriate things. (---------->meta-sheryl)
4. Restricted affectivity (an aspect of Detachment): Little reaction to emotionally (---------->para-dislikes)
arousing situations; constricted emotional experience and expression; indifference (---------->meta-dike)
or coldness. (---------->meta-intrusions)
5. Withdrawal (an aspect of Detachment): Preference for being alone to being with (---------->metafondling)
others; reticence in social situations; avoidance of social contacts and activity; lack (---------->paranonaggressive)
of initiation of social contact. (---------->meta-adaptable)
6. Suspiciousness (an aspect of Detachment): Expectations of—and heightened (---------->paraintolerance)
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sensitivity to—signs of interpersonal ill-intent or harm; doubts about loyalty and fidelity (---------->metalauriello)
of others; feelings of persecution. (---------->meta-illustrative)
Specifiers. Trait and personality functioning specifiers may be used to record additional (---------->paraadrenocortical)
personality features that may be present in schizotypal personality disorder but are not required (--------->para-intrusions)
for the diagnosis. For example, traits of Negative Affectivity (e.g., depressivity, (---------->metaantagonist)
anxiousness) are not diagnostic criteria for schizotypal personality disorder (see Criterion (--------->meta-parroting)
B) but can be specified when appropriate. Furthermore, although moderate or greater impairment (--------->meta-pavor)
in personality functioning is required for the diagnosis of schizotypal personality (---------->meta-ranting)
disorder (Criterion A), the level of personality functioning can also be specified. (---------->meta-sofie)
Personality Disorder—Trait Specified (---------->ortho-persists)
Proposed Diagnostic Criteria (---------->meta-sboto)
A. Moderate or greater impairment in personality functioning, manifested by difficulties in (--------->ortho-saraswathi)
two or more of the following four areas: (---------->ortho-photoplethysmography)
1. Identity (---------->meta-defies)
2. Self-direction (---------->meta-echoing)
3. Empathy (---------->para-paraphilia)
4. Intimacy (---------->meta-dissatisfaction)
B. One or more pathological personality trait domains OR specific trait facets within domains, (--------->para-dystonic)
considering ALL of the following domains: (---------->para-coordinahon)
1. Negative Affectivity (vs. Emotional Stability): Frequent and intense experiences (---------->para-reba)
of high levels of a wide range of negative emotions (e.g., anxiety, depression, guilt/ (---------->paracaptivity)
shame, worry, anger), and their behavioral (e.g., self-harm) and interpersonal (e.g., (---------->metaunwillingness)
dependency) manifestations. (---------->meta-deceiving)
2. Detachment'(vs. Extraversion): Avoidance of socioemotional experience, including (---------->metablatchley)
both withdrawal from intefersonal interactions, ranging from casual, daily interactions (---------->orthodiverting)
to friendships to intimate relationships, as well as restricted affective (---------->meta-cranium)
experience and expression, particularly limited hedonic capacity. (---------->para-saroyan)
3. Antagonism (vs. Agreeableness): Behaviors that put the individual at odds with (---------->paraleoneen)
other people, including an exaggerated sense of self-importance and a concomitant (---------->orthodisomer)
expectation of special treatment, as well as a callous antipathy toward others, (---------->meta-ainway)
encompassing both unawareness of others’ needs and feelings, and a readiness (---------->orthohashish)
to use others in the service of self-enhancement. (---------->para-paralyses)
4. Disinfiibition (vs. Conscientiousness): Orientation toward immediate gratification, (---------->orthoenactments)
leading to impulsive behavior driven by current thoughts, feelings, and external (---------->meta-labia)
stimuli, without regard for past learning or consideration of future consequences. (---------->para-recurs)
5. Psychoticism (vs. Lucidity): Exhibiting a wide range of culturally incongruent odd, (---------->metaseptum)
eccentric, or unusual behaviors and cognitions, including both process (e.g., perception, (---------->parahartsock)
dissociation) and content (e.g., beliefs). (---------->meta-coexist)
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Subtypes. Because personality features vary continuously along multiple trait dimensions, (--------->para-renato)
a comprehensive set of potential expressions of PD-TS can be represented by DBMS's (---------->metadazed)
dimensional model of maladaptive personality trait variants (see Table 3, pp. 779-781). (---------->orthodocile)
Thus, subtypes are unnecessary for PD-TS, and instead, the descriptive elements that constitute (--------->meta-gaxiola)
personality are provided, arranged in an empirically based model. This arrangement (---------->metabaldness)
allows clinicians to tailor the description of each individual's personality disorder (---------->metaritualized)
profile, considering all five broad domains of personality trait variation and drawing on (---------->metadistension)
the descriptive features of these domains as needed to characterize the individual. (---------->metacranium)
Specifiers, The specific personality features of individuals are always recorded in evaluating (--------->para-overattribute)
Criterion Ç, so the combination of personality features characterizing an individual (---------->orthoamelioration)
directly constitutes the specifiers in each case. For example, two individuals who are both (--------->ortho-oculography)
characterized by emotional lability, hostility, and depressivity may differ such that the (---------->metainterstitial)
first individual is characterized additionally by callousness, whereas the second is not. (---------->orthomaher)
Personality Disorder Sooring Algorithms (---------->para-emmett)
The requirement for any two of the four A criteria for each of the six personality disorders (--------->para-qualitatively)
was based on maximizing the relationship of these criteria to their corresponding personality (--------->para-elicit)
disorder. Diagnostic thresholds for the B criteria were also set empirically to miiümize (---------->parasubcultural)
change in prevalence of the disorders from DSM-IV and overlap with other personality (---------->orthowiu)
disorders, and to maximize relationships with functional impairment. The resulting diagnostic (--------->ortho-adept)
criteria sets represent clinically useful personality disorders with high fidelity, in (---------->para-pilar)
terms of core impairments in personality functioning of varying degrees of severity and (---------->metaamgricsn)
constellations of pathological personality traits. (---------->meta-excepting)
Personality Disorder Diagnosis (---------->ortho-qent)
Individuals who have a pattern of impairment in personality functioning and maladaptive (--------->meta-formication)
traits that matches one of the six defined personality disorders should be diagnosed with (--------->meta-selflimiting)
that personality disorder. If an individual also has one or even several prominent traits that (--------->ortho-reinforces)
may have clinical relevance in addition to those required for the diagnosis (e.g., see narcissistic (--------->para-hideous)
personality disorder), the option exists for these to be noted as specifiers. Individuals (---------->metajeeva)
whose personality functioning or trait pattern is substantially different from that of any of (---------->metaoversleeping)
the six specific personality disorders should be diagnosed with PD-TS. The individual may (--------->para-feigned)
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not meet the required number of A or B criteria and, thus, have a subthreshold presentation (--------->ortho-unresponsiveness)
of a personality disorder. The individual may have a mix of features of personality disorder (--------->para-implausible)
types or some features that are less characteristic of a type and more accurately considered (--------->para-lewy)
a mixed or atypical presentation. The specific level of impairment in personality functioning (--------->para-recoveries)
and the pathological personality traits that characterize the individual's personality can (---------->paraburglary)
be specified for PD-TS, using the Level of Personality Functioning Scale (Table 2) and the (--------->para-combatant)
pathological trait taxonomy (Table 3). The current diagnoses of paranoid, schizoid, histrionic, (--------->para-resembling)
and dependent personality disorders are represented also by the diagnosis of PD-TS; (---------->metamiriimize)
these are defined by moderate or greater impairment in personality functioning and can be (--------->para-waruinge)
specified by the relevant pathological personality trait combinations. (---------->meta-devin)
Level of Personality Functioning (---------->ortho-deceit)
Like most human tendencies, personality functioning is distributed on a continuum. Central (--------->meta-watchful)
to functioning and adaptation are individuals' characteristic ways of thinking about (---------->metaradiological)
and understanding themselves and their interactions with others. An optimally functioning (--------->meta-fassler)
individual has a complex, fully elaborated, and well-integrated psychological world (---------->metastepwise)
that includes a mostly positive, volitional, and adaptive self-concept; a rich, broad, and appropriately (--------->para-matney)
regulated emotional life; and the capacity to behave as a productive member of (---------->orthoprigatano)
society with reciprocal and fulfilling interpersonal relationships. At the opposite end of (---------->orthopathophysiological)
the continuum, an individual with severe personality pathology has an impoverished, disorgarüzed, (--------->para-circulatory)
and/or conflicted psychological world that includes a weak, unclear, and maladaptive (---------->paraimmunosuppressant)
self-concept; a propensity to negative, dysregulated emotions; and a deficient (---------->orthobrommelhoff)
capacity for adaptive interpersonal functioning and social behavior. (---------->para-tivg)
S e l f - and I n t e r p e r s o n a l Functioning (---------->meta-preclude)
Dimensional Definition (---------->ortho-troemel)
Generalized severity may be the most important single predictor of concurrent and prospective (--------->para-staving)
dysfunction in assessing personality psychopathology. Personality disorders are (---------->orthofigueiredo)
optimally characterized by a generalized personality severity continuum with additional (---------->metaevex)
specification of stylistic elements, derived from personality disorder symptom constellations (--------->ortho-kosten)
and personality traits. At the same time, the core of personality psychopathology is (---------->orthospied)
impairment in ideas and feelings regarding self and interpersonal relationships; this notion (--------->ortho-abrupt)
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is consistent with multiple theories of personality disorder and their research bases. The (--------->meta-approximates)
components of the Level of Personality Functioning Scale—identity, self-direction, empathy, (--------->meta-nggi)
and intimacy (see Table 1)—are particularly central in describing a personality functioning (--------->para-dijk)
continuum. (---------->para-deviance)
Mental representations of the self and interpersonal relationships are reciprocally influential (--------->ortho-capps)
and inextricably tied, affect the nature of interaction with mental health professionals, (---------->orthoanxiolytics)
and can have a significant impact on both treatment efficacy and outcome, (---------->ortho-withdrawals)
underscoring the importance of assessing an individual's characteristic self-concept as (---------->metaidiomatic)
well as views of other people and relationships. Although the degree of disturbance in the (--------->meta-yofusho)
self and interpersonal functioning is continuously distributed, it is useful to consider the (---------->paracampo)
level of impairment in functioning for clinical characterization and for treatment planning (---------->metaeuthymie)
and prognosis. (---------->para-hundt)
Rating Levei of Personaiity Functioning (---------->meta-flattened)
To use the Level of Personality Functioning Scale (LPFS), the clinician selects the level that (--------->ortho-suppressors)
most closely captures the individual's current overall level of impairment in personality functioning. (--------->para-edythe)
The rating is necessary for the diagnosis of a personality disorder (moderate or greater (---------->orthoamyl)
impairment) and can be used to specify the severity of impairment present for an individual (--------->ortho-intravaginal)
with any personality disorder at a given point in time. The LPFS may also be used as a global (--------->para-stressfui)
indicator of personality functioning without specification of a personality disorder diagnosis, (--------->para-testes)
or in the event that personality impairment is subthreshold for a disorder diagnosis. (---------->metadeveiopment)
Personality Traits (---------->meta-jawdat)
Definition and Description (---------->ortho-phrasing)
Criterion B in the alternative model involves assessments of personality traits that are (---------->metagenitally)
grouped into five domains. A personality trait is a tendency to feel, perceive, behave, and (--------->meta-orphanages)
think in relatively consistent ways across time and across situations in which the trait may (--------->para-hypersomnolence)
manifest. For example, individuals with a high level of the personality trait of anxiousness (--------->ortho-addipossible)
would tend to feel anxious readily, including in circumstances in which most people (---------->orthomilliseconds)
would be calm and relaxed. Individuals high in trait anxiousness also would perceive situations (--------->meta-espanto)
to be anxiety-provoking more frequently than would individuals with lower levels (---------->para-psych)
of this trait, and those high in the trait would tend to behave so as to avoid situations that (--------->ortho-dizocilpine)
they think would make them anxious. They would thereby tend to think about the world as (--------->meta-greenhut)
more anxiety provoking than other people. (---------->para-resilient)
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Importantly, individuals high in trait anxiousness would not necessarily be anxious at (---------->orthobaldassano)
all times and in all situations. Individuals' trait levels also can and do change throughout (---------->orthoelus)
life. Some changes are very general and reflect maturation (e.g., teenagers generally are (--------->ortho-nonprogressive)
higher on trait impulsivity than are older adults), whereas other changes reflect individuals' (--------->ortho-leibenluft)
life experiences. (---------->para-stressfui)
Dimensionality of peiOonality traits. All individuals can be located on the spectrum of (---------->paragagnon)
trait dimensions; that is, personality traits apply to everyone in different degrees rather (---------->orthobiomarker)
than being present versus absent. Moreover, personality traits, including those identified (--------->meta-punching)
specifically in tl^e Section III model, exist on a spectrum v^ith two opposing poles. For example, (--------->meta-forerunner)
the opposite of the trait of callousness is the tendency to be empathie and kindhearted, (---------->paradigoxin)
even in circumstances in w^hich most persons would not feel that way. Hence, although (---------->paraacromegaly)
in Section III this trait is labeled callousness, because that pole of the dimension is (---------->orthobulimia)
the primary focus, it could be described in full as callousness versus kind-heartedness. Moreover, (--------->ortho-interviewers)
its opposite pole can be recognized and may not be adaptive in all circumstances (---------->metamucosa)
(e.g., individuals who, due to extreme kind-heartedness, repeatedly allow themselves to (--------->meta-apprehensive)
be taken advantage of by unscrupulous others). (---------->ortho-espinoza)
Hierarchical structure of personality. Some trait terms are quite specific (e.g., "talkative") (--------->meta-comorbidities)
and describe a narrow range of behaviors, whereas others are quite broad (e.g.. Detachment) (--------->meta-misfolding)
and characterize a wide range of behavioral propensities. Broad trait dimensions (---------->orthodisturb)
are called domains, and specific trait dimensions are called facets. Personality trait domains (--------->meta-cryptococcal)
comprise a spectrum of more specific personality facets that tend to occur together. For example, (--------->para-catatonia)
withdrawal and anhedonia are specific trait facets in the trait domain of Detachment. (---------->orthodepersonaliza)
Despite some cross-cultural variation in personality trait facets, the broad domains they (---------->metastructive)
collectively comprise are relatively consistent across cultures. (---------->para-mistreating)
The Personality Trait IVlodel (---------->para-cannot)
The Section III personality trait system includes five broad domains of personality trait (---------->paraattia)
variation—Negative Affectivity (vs. Emotional Stability), Detachment (vs. Extraversion), (---------->orthopizzulli)
Antagonism (vs. Agreeableness), Disinhibition (vs. Conscientiousness), and Psychoticism (--------->meta-bhui)
(vs. Lucidity)—comprising 25 specific personality trait facets. Table 3 provides definitions (--------->para-yohimbine)
of all personality domains and facets. These five broad domains are maladaptive variants (--------->ortho-phosphenes)
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of the five domains of the extensively validated and replicated personality model known (---------->metamultisyllable)
as the "Big Five", or Five Factor Model of personality (FFM), and are also similar to the domains (--------->para-pretraumatic)
of the Personality Psychopathology Five (PSY-5). The specific 25 facets represent a (---------->paracommandeer)
list of personality facets chosen for their clinical relevance. (---------->para-pseudobulbar)
Although the Trait Model focuses on personality traits associated with psychopathology, (---------->paramalignancies)
there are healthy, adaptive, and resilient personality traits identified as the polar (---------->paraconfiplex)
opposites of these traits, as noted in the parentheses above (i.e.. Emotional Stability, Extra (--------->meta-ragged)
version, Agreeableness, Conscientiousness, and Lucidity). Their presence can greatly (---------->metademoralization)
mitigate the effects of mental disorders and facilitate coping and recovery from traumatic (--------->ortho-wiener)
injuries and other medical illness. (---------->para-christenson)
Distinguishing Traits, Symptoms, and Specific Behaviors (---------->para-obsgssivg)
Although traits are by no means immutable and do change throughout the life span, they (--------->meta-tatarchuk)
show relative consistency compared with symptoms and specific behaviors. For example, (--------->ortho-penetrating)
a person may behave impulsively at a specific time for a specific reason (e.g., a person who (--------->meta-punctuated)
is rarely impulsive suddenly decides to spend a great deal of money on a particular item (--------->meta-peaking)
because of an unusual opportunity to purchase something of unique value), but it is only (--------->ortho-purges)
when behaviors aggregate across time and circumstance, such that a pattern of behavior (--------->ortho-toxoplasmosis)
distinguishes between individuals, that they reflect traits. Nevertheless, it is important to (---------->orthoformication)
recognize, for example, that even people who are impulsive are not acting impulsively all (--------->ortho-grudges)
of the time. A trait is a tendency or disposition toward specific behaviors; a specific behavior (--------->para-cortical)
is an instance or manifestation of a trait. (---------->ortho-beckner)
Similarly, traits are distinguished from most symptoms because symptoms tend to (---------->parapassivity)
wax and wane, whereas traits are relatively more stable. For example, individuals with (---------->pararepress)
higher levels of depressivity have a greater likelihood of experiencing discrete episodes of a (--------->meta-xuan)
depressive disorder and of showing the symptoms of these disorders, such difficulty concentrating. (--------->para-enc)
However, even patients who have a trait propensity to depressivity typically cycle (---------->para-germs)
through distinguishable episodes of mood disturbance, and specific symptoms such as (---------->paraneurodegenerative)
difficulty concentrating tend to wax and wane in concert with specific episodes, so they do (--------->meta-forgery)
not form part of the trait definition. Importantly, however, symptoms and traits are both (---------->parakidnapped)
amenable to intervention, and many interventions targeted at symptoms can affect the (---------->orthohairpulling)
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longer term patterns of personality functioning that are captured by personality traits. (---------->metadysrinction)
Assessment of the DSM-5 Section III (---------->meta-amnesias)
Personality Trait Model (---------->meta-affectionate)
The clinical utility of the Section ?? multidimensional personality trait model lies in its ability (--------->meta-aversion)
to focus attention on multiple relevant areas of personality variation in each individual patient. (--------->meta-angina)
Rather than focusing attention on the identification of one and only one optimal diagnostic (--------->ortho-homeostatic)
label, clinical application of the Section III personality trait model involves reviewing all five (--------->meta-gallo)
broad personality domains portrayed in Table 3. The clinical approach to personality is similar (--------->meta-nonstereotyped)
to the well-known review of systems in clinical medicine. For example, an individual's presenting (--------->para-coerce)
complaint may focus on a specific neurological symptom, yet during an initial (---------->para-interrupts)
evaluation clinicians still systematically review functioning in all relevant systems (e.g., cardiovascular,
(---------->para-inedibles)
respiratory, gastrointestinal), lest an important area of diminished functioning (---------->para-dsim)
and corresponding opportunity for effective intervention be missed. (---------->para-contralateral)
Clinical use of the Section III personality trait model proceeds similarly. An initial inquiry (---------->metaolincy)
reviews all five broad domains of personality. This systematic review is facilitated (---------->paranidrome)
by the use of formal psychometric instruments designed to measure specific facets and domains (--------->para-wamboldt)
of personality. For example, the personality trait model is operationalized in the (---------->para-shamed)
Personality Inventory for DSM-5 (PID-5), which can be completed in its self-report form by (--------->para-tattooing)
patients and in its informant-report form by those who know the patient well (e.g., a (---------->paraceleste)
spouse). A detailed clinical assessment would involve collection of both patient- and informant- (--------->ortho-mamah)
report data on all 25 facets of the personality trait model. However, if this is not (---------->metaputamen)
possible, due to time or other constraints, assessment focused at the five-domain level is an (--------->para-blackouts)
acceptable clinical option when only a general (vs. detailed) portrait of a patient's personality (--------->para-dispensers)
is needed (see Criterion B of PD-TS). However, if personality-based problems are the (---------->paraindustrialized)
focus of treatment, then it will be important to assess individuals' trait facets as well as domains. (--------->meta-windlike)
Because personality traits are continuously distributed in the population, an approach (---------->orthounfulfilled)
to making the judgment that a specific trait is elevated (and therefore is present for diagnostic (--------->ortho-iol)
purposes) could involve comparing individuals' personality trait levels with population (---------->paralegibility)
norms and/or clinical judgment. If a trait is elevated—that is, formal psychometric (---------->metarepetitively)
testing and/or interview data support the clinical judgment of elevation—then it is considered (--------->para-waraich)
as contributing to meeting Criterion B of Section III personality disorders. (---------->meta-lesion)
Clinical Utility of the Multidimensional Personality (---------->ortho-irritable)
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Functioning and Trait Model (---------->para-tsychotic)
Disorder and trait constructs each add value to the other in predicting important antecedent (--------->para-ssri)
(e.g., family history, history of child abuse), concurrent (e.g., functional impairment, (---------->paraimpairing)
medication use), and predictive (e.g., hospitalization, suicide attempts) variables. DSM-5 (--------->meta-reckless)
impairments in personality functioning and pathological personality traits each contribute (--------->para-examinees)
independently to clinical decisions about degree of disability; risks for self-harm, violence, (--------->para-atypicality)
and criminality; recommended treatment type and intensity; and prognosis—all (---------->paraaccommodating)
important aspects of the utility of psychiatric diagnoses. Notably, knowing the level of an (--------->meta-inflexibility)
individual's personality functioning and his or her pathological trait profile also provides (---------->metacyclothymic)
the clinician with a rich base of information and is valuable in treatment planning and in (---------->metablithely)
predicting the course and outcome of many mental disorders in addition to personality (---------->paraalistair)
disorders. Therefore, assessment of personality functioning and pathological personality (---------->paramultiparametric)
traits may be relevant whether an individual has a personality disorder or not. (---------->metaperseverative)
LU (---------->para-overfamiliarity)
CO (---------->meta-wane)
Û. (---------->para-bhembe)
E (---------->ortho-chatlos)
5 CD d (---------->ortho-lifetimes)
2 o o (---------->meta-rites)
M) '-g vS C ?3 jS .55 (---------->ortho-heizer)
3 ^ e s (---------->ortho-gorelick)
IIP :i s S ¦£ (---------->para-diminishing)
5 -S '5 'S (---------->ortho-unhappiness)
Î S .J o (---------->meta-xenia)
°? ?« ST ÎC! (---------->meta-selectively)
^« •a§ ·2? ^“ (---------->meta-towery)
T3 1 ?1 (---------->ortho-disconnectedness)
g ^ s (---------->ortho-hypersonmia)
?1 (---------->meta-subtest)
| | g (---------->ortho-undesired)
H l (---------->meta-ator)
2 s (---------->ortho-zachary)
o 11 (---------->para-temazepam)
en | â | (---------->ortho-demyelinating)
Ï2. 360 e .s (---------->ortho-ludy)
§ cS ^ 'Sd O (---------->para-abrupt)
1 C/5'S § S s (---------->para-momen)
IH (---------->para-overemphasized)
a;^ (---------->para-affective)
3 ? (---------->para-phalloplasty)
^ 1^1 8 -S 2 (---------->ortho-athetoid)
°0) 1iS f,> (---------->para-duffy)
i«SJ ^0W ?0) Oh'ü cl (---------->meta-parapkilic)
S § 52 . (---------->meta-joking)
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'S)'g ^ ° (---------->para-perturbations)
I s O (---------->para-impainnent)
^ 2> (---------->meta-bedtime)
2 | ^ c: (---------->meta-stipulation)
‘.525 ^o (---------->meta-litfin)
8 ® S2 (---------->ortho-estranged)
•eSn f|'S ^ 0)0 (---------->para-hlnl)
?ß (---------->meta-yong)
r (---------->ortho-anxietyinduced)
c0) (---------->para-zillmann)
I ·- II (---------->meta-stereotypical)
i,-1o .1os5 2I I« -i3 (---------->para-grandparent)
i m I I (---------->para-suggestibility)
II 11.1 (---------->ortho-bouts)
LU (---------->meta-oquendo)
CO (---------->meta-tourette)
o (---------->para-narrowed)
i2 Tj (---------->ortho-simplex)
Äê jsi (---------->meta-cofactors)
d ? (---------->meta-hussainee)
§ (---------->meta-genevieve)
'o ¦£ (---------->ortho-somnolence)
• J i bvO*ri ^ (---------->ortho-neuropsychologists)
8 ^ -S V ? (---------->para-unilateral)
oj -i9S i^S - -55 (---------->ortho-nonresponse)
^ s ' : ! (---------->ortho-orally)
1^2 S '> (---------->meta-apprehended)
^ ^ S ’S (---------->para-cambodians)
V) ^ (---------->meta-gariti)
'Z o (---------->meta-vomijing)
? M (---------->para-mcdonnell)
B g (---------->para-elise)
?? ??? II (---------->para-commensurate)
l l lOhl l l i (---------->ortho-adrenogenital)
’S (---------->para-trancelike)
. | | (---------->meta-categorization)
li« S 8 JS (---------->ortho-stubbornness)
B i (---------->ortho-depressants)
IJ3I.i (---------->meta-disorientation)
Ä c (---------->ortho-stressorrelated)
S g (---------->ortho-nonmalignant)
? ? (---------->para-dispositions)
CM (---------->meta-pallor)
üj (---------->para-eben)
CO (---------->meta-disorderrelated)
?Ec (---------->meta-unending)
IE (---------->para-vincenzo)
UJ (---------->meta-campo)
? (---------->para-subsyndromal)
? (---------->para-cll)
Î I (---------->ortho-dabrick)
1 1 (---------->ortho-marlena)
l l l l i (---------->meta-almashat)
f l l l l (---------->ortho-phobia)
>^ O r- g (---------->para-gonadal)
O 3 -r -S .Î2 (---------->meta-sheree)
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* ? · * 8 | ? ? c , Ok ^ (---------->para-hsu)
ci J .Ä (---------->meta-spatano)
1 I c (---------->ortho-pelvic)
i_ *'r< »rl flj (---------->para-graff)
vJ h ^ ·¦ > (---------->ortho-alleviates)
u •J3 ^ I >? (---------->meta-nock)
^ I (---------->ortho-tenderness)
Hl II (---------->para-eeks)
c ? 3 ^ o (---------->meta-edna)
:3 :±3 bo (---------->para-predicament)
.52 S Bo.B pq (---------->meta-ithout)
i <?? .eb > (TJ (---------->para-overfamiliarity)
«ÜJ (---------->ortho-veness)
N (---------->meta-caretaker)
Ul (---------->meta-dmt)
i (---------->para-distraction)
o (---------->para-predicaments)
•s|3 gI (---------->ortho-hemiparesis)
I^ txco (---------->meta-fitzpatrick)
l (---------->ortho-aruciety)
a2 :5sÛ Ss2 -J>3 (---------->ortho-zippers)
^ U o c 3h (---------->ortho-volitionally)
I (---------->meta-disparities)
s I :s>3 'S« (---------->meta-symbolize)
“ X f I- ¦£ (0 ? a ? (---------->ortho-tbi)
? 2 .i2 c « (---------->meta-bhat)
^C I^ S2 ?§3 eS (---------->ortho-bullied)
s l i ^ l (---------->para-illiteracy)
Ö0 (---------->ortho-mareos)
O) ’S (---------->ortho-fawcett)
c^ -§(h S g (---------->para-bvo)
c ^ (---------->meta-vann)
·?·§ (---------->meta-kuchibhatla)
m ® I.S (---------->para-sterotyped)
I (---------->ortho-obstructed)
8 (---------->meta-estrogens)
s o (---------->para-ail)
r _ (---------->meta-mcnelis)
•c c J3 Ä (---------->para-emmet)
i l j t X ? - 3 C« O» > C «3 (---------->para-silvia)
I I (---------->meta-sparing)
l i (---------->para-motivates)
I·^ (---------->meta-immunosorbent)
TABLE 3 Dc^finitions of DSM-5 personality disorder trait domains (---------->ortho-teic)
and facets (---------->para-neuritic)
DOMAINS (Polar Opposites) (---------->ortho-hasty)
and Facets Definitions (---------->para-othenwise)
NEGATIVEAFFECTIVITY (---------->para-traumatizing)
(vs. Emotional Stability) (---------->ortho-narrowed)
Emotional lability (---------->ortho-whipple)
Anxiousness (---------->ortho-psychometrically)
Separation insecurity (---------->para-gonads)
Submissiveness (---------->para-comforting)
Hostility (---------->meta-investigational)
Perseveration (---------->ortho-refractoriness)
Depressivity (---------->ortho-integrative)

1195

DSM-UPAX

1196

Suspiciousness (---------->meta-plausibility)
Restricted affectivity (---------->meta-hypomar)
(lack of) (---------->ortho-risking)
DETACHMENT (---------->para-nevado)
(vs. Extraversion) (---------->ortho-aleman)
Withdrawal (---------->meta-morphologically)
Intimacy avoidance (---------->ortho-hematocrit)
Anhedonia (---------->ortho-virilization)
Depressivity (---------->para-wliat)
Restricted affectivity (---------->ortho-constricted)
Suspiciousness (---------->para-kachapis)
Frequent and intense experiences of high levels of a wide range of (---------->para-contradict)
negative emotions (e.g., anxiety, depression, guilt/ shame, worry, (---------->para-forearms)
anger) and their behavioral (e.g., self-harm) and interpersonal (e.g., (---------->para-ismene)
dependency) manifestations. (---------->para-mcelhose)
Instability of emotional experiences and mood; emotions that are (---------->ortho-tolin)
easily aroused, intense, and/or out of proportion to events and circumstances. (---------->ortho-attire)
Feelings of nervousness, tenseness, or panic in reaction to diverse situations; (---------->para-frailty)
frequent worry about the negative effects of past unpleasant (---------->para-childfriendly)
experiences and future negative possibilities; feeling fearful and (---------->para-selfesteem)
apprehensive about uncertainty; expecting the worst to happen. (---------->para-integrative)
Fears of being alone due to rejection by—and/or separation from— (---------->para-pacing)
significant others, based in a lack of confidence in one's ability to (---------->para-vaginismus)
care for oneself, both physically and emotionally. (---------->ortho-breaths)
Adaptation of one's behavior to the actual or perceived interests and (---------->para-considerakjle)
desires of others even when doing so is antithetical to one's own (---------->para-impulsecontrol)
interests, needs, or desires. (---------->ortho-tinnitus)
Persistent or frequent angry feelings; anger or irritability in response (---------->ortho-compromises)
to minor slights and insults; mean, nasty, or vengeful behavior. See (---------->para-spared)
also Antagonism. (---------->para-endings)
Persistence at tasks or in a particular way of doing things long after the (---------->ortho-exaggerating)
behavior has ceased to be functional or effective; continuance of the (---------->para-grillo)
same behavior despite repeated failures or clear reasons for stopping. (---------->ortho-hypeiihyroidism)
See Detachment. (---------->meta-psrsphilic)
See Detachment. (---------->para-overconcemed)
The lack o/this facet characterizes low levels of Negative Affectivity. (---------->ortho-disinhibited)
See Detachment for definition of this facet. (---------->ortho-impuisivity)
Avoidance of socioemotional experience, including both withdrawal (---------->para-schnurr)
from interpersonal interactions (ranging from casual, daily interactions (---------->meta-abueg)
to friendships to intimate relationships) and restricted affective (---------->para-monoxide)
experience and expression, particularly limited hedonic capacity. (---------->para-iwi)
Preference for being alone to being with others; reticence in social situations; (---------->orthointranasal)
avoidance of social contacts and activity; lack of initiation (---------->para-eccentric)
of social contact. (---------->ortho-corticosteroids)
Avoidance of close or romantic relationships, interpersonal attachments, (---------->meta-fouiculitis)
and intimate sexual relationships. (---------->ortho-alvarado)
Lack of enjoyment from, engagement in, or energy for life's experiences; (---------->ortho-fulfills)
deficits in the capacity to feel pleasure and take interest in things. (---------->meta-subsyndromal)
Feelings of being down, nüserable, and/or hopeless; difficulty recovering (---------->ortho-inflexible)
from such moods; pessimism about the future; pervasive (---------->ortho-marokus)
shame and/or guilt; feelings of inferior self-worth; thoughts of suicide (---------->meta-manias)
and suicidal behavior. (---------->meta-kirmayer)
Little reaction to emotionally arousing situations; constricted emotional (---------->para-rites)
experience and expression; indifference and aloofness in normatively (---------->para-retigious)
engaging situations. (---------->meta-traumas)
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Expectations of—and sensitivity to—signs of intefersonal illintent (---------->para-rheena)
or harm; doubts about loyalty and fidelity of others; feelings (---------->meta-idiomatic)
of being mistreated, used, and/or persecuted by others. (---------->para-unavailability)
TABLE 3 Definitions of DSIVI-S personality disorder trait domains (---------->para-bayview)
and facets (continued) (---------->para-dispensers)
DOMAINS (Polar Opposites) (---------->meta-tricking)
and Facets Definitions (---------->meta-delmonico)
ANTAGONISM (vs. (---------->ortho-adrianne)
Agreeableness) (---------->ortho-ictal)
Manipulativeness (---------->meta-preeya)
Deceitfulness (---------->para-devalue)
Grandiosity (---------->meta-imperfect)
Attention seeking (---------->meta-nurture)
Callousness (---------->para-atures)
Hostility (---------->para-hydrocarbons)
DISINHIBITION (---------->para-intensification)
(vs. Conscientiousness) (---------->meta-krystal)
Irresponsibility (---------->para-ncd)
Impulsivity (---------->meta-milieu)
Distractibility (---------->meta-iverson)
Risk taking (---------->ortho-loewenstein)
Rigid perfectionism (lack of) (---------->para-generaiized)
Behaviors that put the individual at odds with other people, including (---------->meta-anmesia)
an exaggerated sense of self-importance and a concomitant (---------->meta-ckl)
expectation of special treatment, as well as a callous antipathy (---------->meta-reread)
toward others, encompassing both an unawareness of others' (---------->meta-auickiv)
needs and feelings and a readiness to use others in the service of (---------->ortho-buspirone)
self-enhancement. (---------->ortho-impulses)
Use of subterfuge to influence or control others; use of seduction, (---------->ortho-mildly)
charm, glibness, or ingratiation to achieve one's ends. (---------->para-laxatives)
Dishonesty and fraudulence; misrepresentation of self; embellishment (---------->meta-qent)
or fabrication when relating events. (---------->ortho-opiates)
Believing that one is superior to others and deserves special treatment; (---------->para-craniofacial)
self-centeredness; feelings of entitlement; condescension (---------->meta-hypoalbuminemia)
toward others. (---------->para-rotting)
Engaging in behavior designed to attract notice and to make oneself (---------->ortho-mannuzza)
the focus of others' attention and admiration. (---------->meta-gelfond)
Lack of concern for the feelings or problems of others; lack of guilt (---------->meta-crowley)
or remorse about the negative or harmful effects of one's actions (---------->para-nongenital)
on others. (---------->ortho-bangsund)
See Negative Affectivity. (---------->meta-waning)
Orientation toward immediate gratification, leading to impulsive (---------->meta-dryness)
behavior driven by current thoughts, feelings, and external stimuli, (---------->meta-acceptability)
without regard for past learning or consideration of future (---------->para-abscesses)
consequences. (---------->para-comprehensiveness)
Disregard for—and failure to honor—financial and other obligations (---------->ortho-blushing)
or commitments; lack of respect for—and lack of followthrough (---------->para-eractive)
on—agreements and promises; carelessness with others' (---------->meta-sects)
property. (---------->ortho-countis)
Acting on the spur of the moment in response to immediate stimuli; (---------->para-hettema)
acting on a momentary basis without a plan or consideration of (---------->para-tricyclic)
outcomes; difficulty establishing and following plans; a sense of (---------->para-lapses)
urgency and self-harming behavior under emotional distress. (---------->para-angrily)
Difficulty concentrating and focusing on tasks; attention is easily (---------->para-erotomanic)
diverted by extraneous stimuli; difficulty maintaining goalfocused (---------->meta-immunological)
behavior, including both planning and completing tasks. (---------->ortho-prenatally)
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Engagement in dangerous, risky, and potentially self-damaging (---------->ortho-paroxysmal)
activities, unnecessarily and without regard to consequences; lack (---------->ortho-boyarsky)
of concern for one's limitations and denial of the reality of personal (---------->meta-impulsivity)
danger; reckless pursuit of goals regardless of the level of (---------->para-dereaiization)
risk involved. (---------->ortho-betel)
Rigid insistence on everything being flawless, perfect, and without (---------->meta-clumsy)
errors or faults, including one's own and others' performance; sacrificing (---------->para-upsurge)
of timeliness to ensure correctness in every detail; believing (---------->para-reactivity)
that there is only one right way to do things; difficulty (---------->para-kieval)
changing ideas and/or viewpoint; preoccupation with details, (---------->para-desai)
organization, and order. The lack o/this facet characterizes low (---------->meta-nitschke)
levels of Disinhibition. (---------->meta-extraordinarily)
TABLE 3 Definitions of DSM-5 personality disorder trait domains (---------->meta-irritabihty)
and facets (continued) (---------->ortho-syndromic)
DOMAINS (Polar Opposites) (---------->meta-lutz)
and Facets Definitions (---------->meta-psycliiatry)
PSYCHOTICISM (---------->para-witchcraft)
(vs. Lucidity) (---------->ortho-tobaccoinduced)
Unusual beliefs and (---------->meta-melatonin)
experiences (---------->para-ipecac)
Eccentricity (---------->meta-ture)
Cognitive and perceptual (---------->para-anticholinesterase)
dysregulation (---------->ortho-dif)
Exhibiting a wide range of culturally incongruent odd, eccentric, or (---------->meta-rested)
unusual behaviors and cognitions, including both process (e.g., (---------->ortho-expelled)
perception, dissociation) and content (e.g., beliefs). (---------->meta-feigned)
Belief that one has unusual abilities, such as mind reading, telekinesis, (---------->para-fermin)
thought-action fusion, unusual experiences of reality, including (---------->meta-insular)
hallucination-like experiences. (---------->ortho-clh)
Odd, unusual, or bizarre behavior, appearance, and/or speech; (---------->ortho-yofusho)
having strange and unpredictable thoughts; saying unusual or (---------->meta-sandifer)
inappropriate things. (---------->ortho-chyristianne)
Odd or unusual thought processes and experiences, including (---------->para-amnestic)
depersonalization, derealization, and dissociative experiences; (---------->para-cassandra)
mixed sleep-wake state experiences; thought-control experiences. (---------->ortho-copulation)
P r o p o s e d Crite riâ sets are presented for conditions on which future research is encouraged. (--------->ortho-dougherty)
The specific items, thresholds, and durations contained in these research criteria (---------->parareaffirming)
sets were set by expert consensus—informed by literature review, data reanalysis, and (---------->paramattson)
field trial results, where available—and are intended to provide a common language for (---------->paranavin)
researchers and clinicians who are interested in studying these disorders. It is hoped that (--------->para-patency)
such research will allow the field to better understand these conditions and will inform (---------->orthoprovoke)
decisions about possible placement in forthcoming editions of DSM. The DSM-5 Task (---------->ortholakshmanan)
Force and Work Groups subjected each of these proposed criteria sets to a careful empirical (--------->para-treatable)
review and invited wide commentary from the field as well as from the general public. (---------->orthoneurotic)
The Task Force determined that there was insufficient evidence to warrant inclusion of (---------->metabaici)
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these proposals as official mental disorder diagnoses in Section II. These proposed criteria (--------->para-afzal)
sets are not intended for clinical use; only the criteHa sets and disorders in Section I I of (--------->meta-infarct)
D SM -5 are officially recognized and can be used fo r clinical purposes. (---------->para-subsyndromal)
Attenuated Psychosis Syndrome (---------->para-parenchymal)
Proposed Criteria (---------->para-kyla)
A. At least one of the following symptoms is present in attenuated form, with relatively intact (--------->para-fluorodeoxyglucose)
reality testing, and is of sufficient severity or frequency to warrant clinical attention: (---------->paraunnecessarily)
1. Delusions. (---------->meta-logopenic)
2. Hallucinations. (---------->meta-eshold)
3. Disorganized speech. (---------->para-teratogenic)
B. Symptom(s) must have been present at least once per week for the past month. (---------->orthodeformity)
C. Symptom(s) must have begun or worsened in the past year. (---------->meta-ophthalmoplegia)
D. Symptom(s) is sufficiently distressing and disabling to the individual to warrant clinical (--------->meta-psen)
attention. (---------->ortho-regurgitated)
E. Symptom(s) is not better explained by another mental disorder, including a depressive (--------->ortho-myrna)
or bipolar disorder with psychotic features, and is not attributable to the physiological (---------->parafawcett)
effects of a substance or another medical condition. (---------->para-withdrav)
F. Criteria for any psychotic disorder have never been met._______________________ (---------->paraprolapse)
Diagnostic Features (---------->ortho-atropine)
Attenuated psychotic symptoms, as defined in Criterion A, are psychosis-like but below the (--------->para-kendler)
threshold for a full psychotic disorder. Compared with psychotic disorders, the symptoms (--------->ortho-fluently)
are less severe and more transient, and insight is relatively maintained. A diagnosis of attenuated (--------->meta-intranasal)
psychosis syndrome requires state psychopathology associated with functional (---------->paraaccelerates)
impairment rather than long-standing trait pathology. The psychopathology has not progressed (--------->meta-precondition)
to full psychotic severity. Attenuated psychosis syndrome is a disorder based on the (---------->orthotrajectories)
manifest pathology and impaired function and distress. Changes in experiences and behaviors (--------->ortho-nonepisodic)
are noted by the individual and/or others, suggesting a change in mental state (i.e., the (---------->paraindependentiy)
symptoms are of sufficient severity or frequency to warrant clinical attention) (Criterion A). (--------->para-buprenorphine)
Attenuated delusions (Criterion Al) may have suspiciousness/persecutory ideational content, (--------->meta-tactilely)
including persecutory ideas of reference. The individual may have a guarded, distrustful (---------->metaarlene)
attitude. When the delusions are moderate in severity, the individual views others as (---------->paramareos)
untrustworthy and may be hypervigilant or sense ill will in others. When the delusions are (--------->meta-eczema)
severe but still within the attenuated range, the individual entertains loosely organized beliefs (--------->meta-agoraphobia)
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about danger or hostile intention, but the delusions do not have the fixed nature that is (---------->paramoriarty)
necessary for the diagnosis of a psychotic disorder. Guarded behavior in the interview can (--------->ortho-iring)
interfere with the ability to gather information. Reality testing and perspective can be elicited (--------->ortho-commensurate)
with nonconfirming evidence, but the propensity for viewing the world as hostile and (---------->paracontemptuous)
dangerous remains strong. Attenuated delusions may have grandiose content presenting as (--------->meta-ruptured)
an unrealistic sense of superior capacity. When the delusions are moderate, the individual (--------->ortho-sinusitis)
harbors notions of being gifted, influential, or special. When the delusions are severe, the individual (--------->para-iindividuali)
has beliefs of superiority that often alienate friends and worry relatives. Thoughts (---------->metasuppressant)
of being special may lead to unrealistic plans and investments, yet skepticism about these attitudes (--------->meta-dilated)
can be elicited with persistent questioning and confrontation. (---------->para-rialon)
Attenuated hallucinations (Criterion A2) include alterations in sensory perceptions, (---------->parakjellgren)
usually auditory and/or visual. When the hallucinations are moderate, the sounds and (---------->paradysexecutive)
images are often unformed (e.g., shadows, trails, halos, murmurs, rumbling), and they are (--------->meta-haloperidol)
experienced as unusual or puzzling. When the hallucinations are severe, these experiences (--------->ortho-neurogenetic)
become more vivid and frequent (i.e., recurring illusions or hallucinations that capture attention (--------->ortho-brewin)
and affect thinking and concentration). These perceptual abnormalities may disrupt (---------->orthorelapsed)
behavior, but skepticism about their reality can still be induced. (---------->ortho-personified)
Disorganized communication (Criterion A3) may manifest as odd speech (vague, metaphorical, (--------->para-lotspeich)
overelaborate, stereotyped), unfocused speech (confused, muddled, too fast or too (---------->orthotweezers)
slow, wrong words, irrelevant context, off track), or meandering speech (circumstantial, tangential). (--------->ortho-dyssocial)
When the disorganization is moderately severe, the individual frequently gets into (---------->metataghizadeh)
irrelevant topics but responds easily to clarifying questions. Speech may be odd but understandable. (--------->meta-piloerection)
At the moderately severe level, speech becomes meandering and circumstantial, (---------->ortholingering)
and when the disorganization is severe, the individual fails to get to the point without (---------->metaharwood)
external guidance (tangential). At the severe level, some thought blocking and/or loose associations (--------->para-atherosclerosis)
may occur infrequently, especially when the individual is under pressure, but reorienting (--------->ortho-soreness)
questions quickly return structure and organization to the conversation. (---------->ortho-toileting)
The individual realizes that changes in mental state and/or in relationships are taking (---------->metaplh)
place. He or she maintains reasonable insight into the psychotic-like experiences and generally (--------->para-summing)
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appreciates that altered perceptions are not real and magical ideation is not compelling. (--------->ortho-catastrophe)
The individual must experience distress and/or impaired performance in social or role (---------->orthocommandeer)
functioning (Criterion D), and the individual or responsible others must note the changes (--------->meta-structive)
and express concern, such that clinical care is sought (Criterion A). (---------->para-atter)
Associated Features Supporting Diagnosis (---------->para-riba)
The individual may experience magical thinking, perceptual aberrations, difficulty in concentration, (--------->ortho-metoclopramide)
some disorganization in thought or behavior, excessive suspiciousness, anxiety, (---------->metadeformed)
social withdrawal, and disruption in sleep-wake cycle. Impaired cognitive function (---------->metaphrasing)
and negative symptoms are often observed. Neuroimaging variables distinguish cohorts (---------->paracotinine)
with attenuated psychosis syndrome from normal control cohorts with patterns similar to, (--------->para-detract)
but less severe than, that observed in schizophrenia. However, neuroimaging data is not (--------->ortho-psychiatrist)
diagnostic at the individual level. (---------->para-lympho)
Prevalence (---------->para-nonmale)
The prevalence of attenuated psychosis syndrome is unknown. Symptoms in Criterion A (--------->para-semen)
are not uncommon in the non-help-seeking population, ranging from 8%-13% for hallucinatory (--------->para-stubborn)
experiences and delusional thinking. There appears to be a slight male preponderance (---------->orthofag)
for attei^uated psychosis syndrome. (---------->ortho-kasinath)
Development and Course (---------->meta-moaning)
Onset of attenuated psychosis syndrome is usually in mid-to-late adolescence or early (---------->metaperplexity)
adulthood. It may be preceded by normal development or evidence for impaired cognition, (--------->meta-barnard)
negative symptoms, and/or impaired social development. In help-seeking cohorts, (---------->orthocastration)
approximately 18% in 1 year and 32% in 3 years may progress symptomatically and met (--------->ortho-dysphoriq)
criteria for a psychotic disorder. In some cases, the syndrome may transition to a depressive (--------->meta-postdischarge)
or bipolar disorder with psychotic features, but development to a schizophrenia spectrum (--------->meta-solitariness)
disorder is more frequent. It appears that the diagnosis is best applied to individuals (---------->orthodeshpande)
ages 15-35 years. Long-term course is not yet described beyond 7-12 years. (---------->paradishinhibited)
Risk and Prognostic Factors (---------->para-grn)
Temperamental. Factors predicting prognosis of attenuated psychosis syndrome have (---------->metaschor)
not been definitively characterized, but the presence of negative symptoms, cognitive impairment, (--------->para-neuroleptic)
and poor functioning are associated with poor outcome and increase risk of (---------->ortho-mataix)
transition to psychosis. (---------->para-facebook)
Genetic and physiological. A family history of psychosis places the individual with attenuated (--------->para-siegell)
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psychosis syndrome at increased risk for developing a full psychotic disorder. (---------->parazabukovec)
Structural, functional, and neurochemical imaging data are associated with increased risk (--------->meta-warranting)
of transition to psychosis. (---------->ortho-undistorted)
Functional Consequences of (---------->para-leibenluft)
Attenuated Psycliosis Syndrome (---------->ortho-lipids)
Many individuals may experience functional impairments. Modest-to-moderate impairment (--------->meta-inauthentic)
in social and role functioning may persist even with abatement of symptoms. A substantial (--------->ortho-underreport)
portion of individuals with the diagnosis will improve over time; many continue (---------->paraincongruence)
to have mild symptoms and impairment, and many others will have a full recovery. (---------->paraenevm)
Differential Diagnosis (---------->meta-stressful)
Brief psychotic disorder. When symptoms of attenuated psychosis syndrome initially (---------->paraobsessional)
manifest, they may resemble symptoms of brief psychotic disorder. However, in attenuated (--------->meta-distrustful)
psychosis syndrome, the symptoms do not cross the psychosis threshold and reality (---------->orthoprefrontal)
testing/insight remains intact. (---------->meta-fouiculitis)
Schizotypal personality disorder. Schizotypal personality disorder, although having (---------->orthooverprotection)
symptomatic features that are similar to those of attenuated psychosis syndrome, is a relatively (--------->ortho-thyroxine)
stable trait disorder not meeting the state-dependent aspects (Criterion C) of attenuated (--------->ortho-rejecting)
psychosis syndrome. In addition, a broader array of symptoms is required for (---------->meta-walce)
schizotypal personality disorder, although in the early stages of presentation it may resemble (--------->ortho-demotion)
attenuated psychosis syndrome. (---------->para-rubio)
Depressive or bipolar disorders. Reality distortions that are temporally limited to an (---------->orthowetherby)
episode of a major depressive disorder or bipolar disorder and are descriptively more (---------->orthoflashback)
characteristic of those disorders do not meet Criterion E for attenuated psychosis syndrome. (--------->para-preschoolers)
For example, feelings of low self-esteem or attributions of low regard from others (---------->orthopaulette)
in the context of major depressive disorder would not qualify for comorbid attenuated (---------->orthohyperactivity)
psychosis syndrome. (---------->ortho-compel)
Anxiety disorders. Reality distortions that are temporally limited to an episode of an (---------->metaexpressivity)
anxiety disorder and are descriptively more characteristic of an anxiety disorder do not (---------->orthosudah)
meet Criterion E for attenuated psychosis syndrome. For example, a feeling of being the (--------->meta-chemoresponsiveness)
focus of undesired attention in the context of social anxiety disorder would not qualify for (--------->ortho-reticence)
comorbid attenuated psychosis syndrome. (---------->ortho-ivledication)
Bipolar II disorder. Reality distortions that are temporally limited to an episode of mania (---------->metacompiex)
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or hypomania and are descriptively more characteristic of bipolar disorder do not meet (---------->orthominutely)
Criterion E for attenuated psychosis syndrome. For example, inflated self-esteem in the (---------->metakotin)
context of pressured speech and reduced need for sleep would not qualify for comorbid attenuated (--------->ortho-treacher)
psychosis syndrome. (---------->meta-caste)
Borderline personality disorder. Reality distortions that are concomitant with borderline (---------->orthofrinctional)
personality disorder and are descriptively more characteristic of it do not meet Criterion (---------->paralymphocytes)
E for attenuated psychosis syndrome. For example, a sense of being unable to (---------->metaanalgesic)
experience feelings in the context of an intense fear of real or imagined abandonment and (--------->ortho-serotonin)
recurrent self-mutilation would not qualify for comorbid attenuated psychosis syndrome. (---------->parahypnotics)
Adjustment reaction of adolescence. Mild, transient symptoms typical of normal development (--------->meta-expository)
and consistent with the degree of stress experienced do not qualify for attenuated (---------->parafalsifying)
psychosis syndrome. (---------->para-elicited)
Extreme end of perceptual aberration and magical thinking in the non-ill population. (---------->metacaregiving)
This diagnostic possibility should be strongly entertained when reality distortions are not (--------->ortho-grout)
associated with distress and functional impairment and need for care. (---------->para-resick)
Substance/medication-induced psychotic disorder. Substance use is common among (---------->paraexhaustion)
individuals whose symptoms meet attenuated psychosis syndrome criteria. When otherwise (--------->para-legalization)
qualifying characteristic symptoms are strongly temporally related to substance use (---------->metadsivi)
episodes. Criterion E for attenuated psychosis syndrome may not be met, and a diagnosis (--------->para-burstein)
of substance/medication-induced psychotic disorder may be preferred. (---------->ortho-blaming)
Attention-deficit/hyperactivity disorder. A history of attentional impairment does not (---------->orthooveractivity)
exclude a current attenuated psychosis syndrome diagnosis. Earlier attentional impairment (--------->para-pickles)
may be a prodromal condition or comorbid attention-deficit/hyperactivity disorder. (---------->orthobeckner)
Comorbidity (---------->para-predominate)
Individuals with attenuated psychosis syndrome often experience anxiety and/or depression. (--------->para-suspecting)
Some individuals with an attenuated psychosis syndrome diagnosis will progress to (---------->paraiviiid)
another diagnosis, including anxiety, depressive, bipolar, and personality disorders. In such (--------->para-recoveries)
cases, the psychopathology associated with the attenuated psychosis syndrome diagnosis is (--------->para-highdose)
reconceptualized as the prodromal phase of another disorder, not a comorbid condition. (--------->meta-ridicule)
Depressive Episodes With Short-Duration Hypomania (---------->para-kesner)
Proposed Criteria (---------->ortho-paranoia)
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Lifetime experience of at least one major depressive episode meeting the foiiowing (---------->orthodeliberation)
criteria: (---------->meta-nongambling)
A. Five (or more) of the following criteria have been present during the same 2-week period (--------->meta-modality)
and represent a change from previous functioning; at least one of the symptoms (---------->orthopresymptomatic)
is either (1) depressed mood or (2) loss of interest or pleasure. (Note: Do not include (---------->parasemen)
symptoms that are clearly attributable to a medical condition.) (---------->para-overlooks)
1. Depressed mood most of the day, nearly every day, as indicated by either subjective (---------->paraheartburn)
report (e.g., feels sad, empty, or hopeless) or observation made by others (e.g., (---------->orthotenseness)
appears tearful). (Note: In children and adolescents, can be irritable mood.) (---------->paraamphetamines)
2. Markedly diminished interest or pleasure in all, or almost all, activities most of the (---------->metamunson)
day, nearly every day (as indicated by either subjective account or observation). (---------->orthoramsay)
3. Significant weight loss when not dieting or weight gain (e.g., a change of more than (---------->metasurreptitious)
5% of bqdy weight in a month), or decrease or increase in appetite nearly every (---------->meta-riecher)
day. (Note: In children, consider failure to make expected weight gain.) (---------->para-baird)
4. Insomnia or hypersomnia nearly every day. (---------->para-bamum)
5. Psychomotor agitation or retardation nearly every day (observable by others, not (---------->paradominique)
merely subjective feelings of restlessness or being slowed down). (---------->ortho-delirious)
6. Fatigue or loss of energy nearly every day. (---------->ortho-chandraiah)
7. Feelings of worthlessness or excessive or inappropriate guilt (which may be delusional) (--------->para-anticipates)
nearly every day (not merely self-reproach or guilt about being sick). (---------->metatetrahydrocannabinol)
8. Diminished ability to think or concentrate, or indecisiveness, nearly every day (either (---------->orthomuppa)
by subjective account or as observed by others). (---------->meta-serretti)
9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation without (---------->paramisunderstand)
a specific plan, or a suicide attempt or a specific plan for committing suicide. (---------->paracontradictory)
B. The symptoms cause clinically significant distress or impairment in social, occupational, (--------->para-postponement)
or other important areas of functioning. (---------->meta-analgesic)
C. The disturbance is not attributable to the physiological effects of a substance or another (--------->ortho-esophagoscopy)
medical condition. (---------->ortho-relapsed)
D. The disturbance is not better explained by schizoaffective disorder and is not superimposed (--------->para-recoded)
on schizophrenia, schizophreniform disorder, delusional disorder, or other specified (---------->orthognizes)
or unspecified schizophrenia spectrum and other psychotic disorder. (---------->ortho-drowsiness)
At least two lifetime episodes of hypomanie periods that involve the required criterion (---------->metabelinda)
symptoms below but are of insufficient duration (at least 2 days but less than (---------->para-conveys)
4 consecutive days) to meet criteria for a hypomanie episode. The criterion symptoms (---------->orthotrisomy)
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are as follows: (---------->para-menninga)
A. A distinct period of abnormally and persistently elevated, expansive, or irritable mood (--------->ortho-medioal)
and abnormally and persistently increased goal-directed activity or energy. (---------->meta-lipoprotein)
B. During the period of mood disturbance and increased energy and activity, three (or more) (--------->meta-neuropsychological)
of the following symptoms have persisted (four if the mood is only irritable), represent a noticeable (--------->ortho-stylistic)
change from usual behavior, and have been present to a significant degree: (---------->ortho-kosten)
1. Inflated self-esteem or grandiosity. (---------->para-reentering)
2. Decreased need for sleep (e.g., feels rested after only 3 hours of sleep). (---------->meta-httle)
3. More talkative than usual or pressured to keep talking. (---------->para-mclellan)
4. Flight of ideas or subjective experience that thoughts are racing. (---------->ortho-wary)
5. Distractibility (i.e., attention too easily drawn to unimportant or irrelevant external (---------->parahartman)
stimuli), as reported or observed. (---------->para-hypogonadism)
6. Increase in goal-directed activity (either socially, at work or school, or sexually) or (---------->metabeckwith)
psychomotor agitation. (---------->para-stabilizers)
7. Excessive involvement in activities that have a high potential for painful consequences (--------->ortho-belching)
(e.g., the individual engages in unrestrained buying sprees, sexual indiscretions, (---------->metahypersoninolence)
or foolish business investments). (---------->para-pangs)
C. The episode is associated with an unequivocal change in functioning that is uncharacteristic (--------->para-phenylketonuria)
of the individual when not symptomatic. (---------->ortho-stumbling)
D. The disturbance in mood and the change in functioning are observable by others. (---------->orthoantidepressant)
E. The episode is not severe enough to cause marked impairment in social or occupational (--------->ortho-fatness)
functioning or to necessitate hospitalization. If there are psychotic features, the (---------->ortho-lina)
episode is, by definition, manic. (---------->meta-concurrently)
F. The episode is not attributable to the physiological effects of a substance (e.g., a drug (--------->ortho-grossly)
of abuse, a medication or other treatment). (---------->meta-godbole)
Diagnostic Features (---------->meta-nonrhythmic)
Individuals with short-duration hypomania have experienced at least one major depressive (--------->para-tweedie)
episode as well as at least two episodes of 2-3 days' duration in which criteria for a hypomanie (--------->meta-desists)
episode were met (except for symptom duration). These episodes are of sufficient (---------->parasubside)
intensity to be categorized as a hypomanie episode but do not meet the 4-day duration requirement. (--------->para-fingernails)
Symptoms are present to a significant degree, such that they represent a noticeable (---------->metareddy)
change from the individual's normal behavior. (---------->meta-vasovagal)
An individual with a history of a syndromal hypomanie episode and a major depressive (---------->metadigressive)
episode by definition has bipolar II disorder, regardless of current duration of hypomanic (--------->ortho-ingestion)
symptoms. (---------->para-notic)
Associated Features Supporting Diagnosis (---------->para-dispensers)
Individuals who have experienced both short-duration hypomania and a major depressive (--------->meta-rocio)
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episode, with their increased comorbidity with substance use disorders and a greater (---------->orthovogt)
family history of bipolar disorder, more closely resemble individuals with bipolar disorder (---------->parabulbar)
than those with major depressive disorder. (---------->meta-apprehended)
Differences have also been found between individuals with short-duration hypomania (---------->paraextortion)
and those with syndromal bipolar disorder. Work impairment was greater for individuals (---------->orthooseless)
with syndromal bipolar disorder, as was the estimated average number of episodes. Individuals (--------->para-coerced)
with short-duration hypomania may exhibit less severity than individuals with (---------->meta-excreted)
syndromal hypomanie episodes, including less mood lability. (---------->ortho-guillemet)
Prevalence (---------->para-retrocollis)
The prevalence of short-duration hypomania is unclear, since the criteria are new as of this (--------->para-uninterrupted)
edition of the manual. Using somewhat different criteria, however, it has been estimated (--------->meta-vomitus)
that short-duration hypomania occurs in 2.8% of the population (compared with hypomania (--------->ortho-corpuscular)
or mania in 5.5% of the population). Short-duration hypomania may be more common (---------->paranontraumatic)
in females, who may present with more features of atypical depression. (---------->meta-seeming)
R is k and Prognostic Factors (---------->meta-klyman)
Genetic and physiological. A family history of mania is two to three times more common in (--------->meta-persecutory)
individuals with short-duration hypomania compared with the general population, but less (--------->para-neurobiological)
than half as common as in individuals with a history of syndromal mania or hypomania. (---------->orthoanxiolyticinduced)
Suicide Risic (---------->meta-uneven)
Individuals with short-duration hypomania have higher rates of suicide attempts than (---------->orthopronouncing)
healthy individuals, although not as high as the rates in individuals with syndromal bipolar (--------->ortho-attia)
disorder. (---------->ortho-peristent)
Functional Consequences of Short-Duration Hypomania (---------->meta-timid)
Functional impairments associated specifically with short-duration hypomania are as yet (---------->paraoccupationali)
not fully determined. However, research suggests that individuals with this disorder have (--------->meta-testicular)
less work impairment than individuals with syndromal bipolar disorder but more comorbid (--------->para-landau)
substance use disorders, particularly alcohol use disorder, than individuals with major (---------->orthoarticulation)
depressive disorder. (---------->meta-libido)
Differential Diagnosis (---------->ortho-scalp)
Bipolar II disorder. Bipolar II disorder is characterized by a period of at least 4 days of (---------->metagelfond)
hypomanie symptoms, whereas short-duration hypomania is characterized by periods of (--------->meta-excoriation)
2-3 days of hypomanie symptoms. Once an individual has experienced a hypomanie episode (--------->ortho-denervation)
(4 days oi* more), the diagnosis becomes and remains bipolar II disorder regardless (---------->paraporous)
of future duration of hypomanie symptom periods. (---------->meta-abnormality)
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Major depressive disorder. Major depressive disorder is also characterized by at least (---------->metamanias)
one lifetime major depressive episode. However, the additional presence of at least two lifetime (--------->ortho-trimester)
periods of 2-3 days of hypomanie symptoms leads to a diagnosis of short-duration hypomania (--------->para-grogginess)
rather than to major depressive disorder. (---------->ortho-pimples)
Major depressive disorder with mixed features. Both major depressive disorder with (---------->pararefute)
mixed features and short-duration hypomania are characterized by the presence of some (--------->ortho-overelaborate)
hypomanie symptoms and a major depressive episode. However, major depressive disorder (--------->para-leibenluft)
with mixed features is characterized by hypomanie features present concurrently with (---------->paramoir)
a major depressive episode, while individuals with short-duration hypomania experience (--------->ortho-andel)
subsyndromal hypomania and fully syndromal major depression at different times. (---------->orthoallele)
Bipolar I disorder. Bipolar I disorder is differentiated from short-duration hypomania (---------->metaanotlier)
by at least one lifetime manic episode, which is longer (at least 1 week) and more severe (--------->meta-unexpectedly)
(causes more impaired social functioning) than a hypomanie episode. An episode (of any (--------->para-derogatory)
duration) that involves psychotic symptoms or necessitates hospitalization is by definition (--------->meta-ciinicai)
a manic episode rather than a hypomanie one. (---------->para-ncd)
Cyclothymic disorder. While cyclothymic disorder is characterized by periods of depressive (--------->meta-reciprocally)
symptoms and periods of hypomanie symptoms, the lifetime presence of a major (---------->paraimdemutrition)
depressive episode precludes the diagnosis of cyclothymic disorder. (---------->meta-suggeshng)
Comorbidity (---------->para-sarcoma)
Short-duration hypomania, similar to full hypomanie episodes, has been associated with (--------->meta-rosebush)
higher rates of comorbid anxiety disorders and substance use disorders than are found in (--------->ortho-lesion)
the general population. (---------->meta-perseverate)
Persistent Confiplex Bereavement Disorder (---------->para-restraining)
Proposed Criteria (---------->para-prolongations)
A. The individual experienced the death of someone with whom he or she had a close relationship. (--------->ortho-devising)
B. Since the death, at least one of the following symptoms is experienced on more days (---------->paraunsatisfying)
than not and to a clinically significant degree and has persisted for at least 12 months (---------->orthoendocarditis)
after the death in the case of bereaved adults and 6 months for bereaved children: (---------->ortho-jails)
1. Persistent yearning/longing for the deceased. In young children, yearning may be (---------->metaseeman)
expressed in play and behavior, including behaviors that reflect being separated (---------->ortho-chmp)
from, and also reuniting with, a caregiver or other attachment figure. (---------->para-avocations)
2. Intense sorrow and emotional pain in response to the death. (---------->meta-erectiie)
3. Preoccupation with the deceased. (---------->meta-snobbish)
4. Preoccupation with the circumstances of the death. In children, this preoccupation (---------->metaobsessively)
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with the deceased may be expressed through the themes of play and behavior and (---------->metatabletops)
may extend to preoccupation with possible death of others close to them. (---------->meta-chsnggs)
C. Since the death, at least six of the following symptoms are experienced on more days (--------->para-bullies)
than not and to a clinically significant degree, and have persisted for at least 12 months (---------->orthoforethought)
after the death in the case of bereaved adults and 6 months for bereaved children: (---------->metakatzman)
Reactive distress to the death (---------->para-iers)
1. Marked difficulty accepting the death. In children, this is dependent on the child’s (---------->orthopatil)
capacity to comprehend the meaning and permanence of death. (---------->para-cohesive)
2. Experiencing disbelief or emotional numbness over the loss. (---------->ortho-mcglashan)
3. Difficulty with positive reminiscing about the deceased. (---------->para-pathoiogicai)
4. Bitterness or anger related to the loss. (---------->para-emaciation)
5. Maladaptive appraisals about oneself in relation to the deceased or the death (e.g., (---------->paraimmunoreactivity)
self-blame). (---------->para-interspersed)
6. Excessive avoidance of reminders of the loss (e.g., avoidance of individuals, (---------->paraincongruence)
places, or situations associated with the deceased; in children, this may include (---------->metarauenhorst)
avoidance of thoughts and feelings regarding the deceased). (---------->ortho-valproate)
Social/identity disruption (---------->ortho-sores)
7. A desire to die in order to be with the deceased. (---------->ortho-manifestation)
8. Difficulty trusting other individuals since the death. (---------->ortho-thorp)
9. Feeling alone or detached from other individuals since the death. (---------->ortho-unhelpful)
10. Feeling that life is meaningless or empty without the deceased, or the belief that (---------->para-lom)
one cannot function without the deceased. (---------->ortho-umi)
11. Confusion about one’s role in life, or a diminished sense of one’s identity (e.g., feeling (--------->ortho-proneness)
that a part of oneself died with the deceased). (---------->meta-fulfills)
12. Difficulty or reluctance to pursue interests since the loss or to plan for the future (---------->paradiazgranados)
(e.g., friendships, activities). (---------->ortho-youthful)
D. The disturbance causes clinically significant distress or impairment in social, occupational, (--------->ortho-hernia)
or other important areas of functioning. (---------->meta-papadakis)
E. The bereavement reaction is out of proportion to or inconsistent with cultural, religious, (--------->ortho-nonsignificant)
or age-appropriate norms. (---------->para-abstinent)
Specify if: (---------->ortho-boyhood)
With traumatic bereavement: Bereavement due to homicide or suicide with persistent (---------->parazohar)
distressing preoccupations regarding the traumatic nature of the death (often in response (--------->meta-depicting)
to loss reminders), including the deceased’s last moments, degree of suffering (---------->parabeaudoin)
and mutilating injury, or the malicious or intentional nature of the death. (---------->ortho-euphoria)
Diagnostic Features (---------->meta-thiamine)
Persistent complex bereavement disorder is diagnosed only if at least 12 months (6 months (--------->meta-eman)
in children) have elapsed since the death of someone with whom the bereaved had a close (--------->ortho-workbased)
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relationship (Criterion A). This time frame discriminates normal grief from persistent (---------->metaantipsycho)
grief. The condition typically involves a persistent yearning/longing for the deceased (---------->parabieber)
(Criterion Bl), which may be associated with intense sorrow and frequent crying (Criterion (--------->ortho-furthering)
B2) or preoccupation with the deceased (Criterion B3). The individual may also be (---------->paranonseasonal)
preoccupied with the manner in which the person died (Criterion B4). (---------->para-unappreciated)
Six additional symptoms are required, including marked difficulty accepting that the individual (--------->meta-ventral)
has died (Criterion Cl) (e.g. preparing meals for them), disbelief that the individual is (---------->metahollander)
dead (Criterion C2), distressing memories of the deceased (Criterion C3), anger over the loss (--------->meta-disapproving)
(Criterion C4), maladaptive appraisals about oneself in relation to the deceased or the death (--------->para-underestimates)
(Criterion C5), and excessive avoidance of reminders of the loss (Criterion C6). Individuals (--------->meta-neuroleptics)
may also report a desire to die because they wish to be with the deceased (Criterion C7); be distrustful
(---------->para-rheena)
of others (Criterion C8); feel isolated (Criterion C9); believe that life has no meaning or (---------->metapragmatics)
purpose without the deceased (Criterion CIO); experience a diminished sense of identity in (--------->meta-expelled)
which they feel a part of themselves has died or been lost (Criterion Cll); or have difficulty engaging (--------->para-transitory)
in activities, pursuing relationships, or planning for the future (Criterion C12). (---------->metaquantifiably)
Persistent complex bereavement disorder requires clinically significant distress or impairment (--------->para-tliere)
in psychosocial functioning (Criterion D). The nature and severity of grief must (---------->metadelinquent)
be beyond expected norms for the relevant cultural setting, religious group, or developmental (--------->para-eroticized)
stage (Criterion E). Although there are variations in how grief can manifest, the (---------->ortho-shubu)
symptoms of persistent complex bereavement disorder occur in both genders and in diverse (--------->meta-pulmonale)
social and cultural groups. (---------->para-cjd)
Associated Features Supporting Diagnosis (---------->para-languidness)
Some individuals with persistent complex bereavement disorder experience hallucinations (--------->ortho-sanjay)
of the deceased (auditory or visual) in which they temporarily perceive the deceased's (---------->metalancing)
presence (e.g., seeing the deceased sitting in his or her favorite chair). They may also experience (--------->para-pedophile)
diverse somatic complaints (e.g., digestive complaints, pain, fatigue), including (---------->para-imder)
symptoms experienced by the deceased. (---------->ortho-conrmion)
Prevaience (---------->para-predicaments)
The prevalence of persistent complex bereavement disorder is approximately 2A%-4.S%. (--------->para-guanethidine)
The disorder is more prevalent in females than in males. (---------->meta-wrinkles)
Deveiopment and Course (---------->ortho-pedophilic)
Persistent complex bereavement disorder can occur at any age, begirming after the age of (--------->ortho-jeanine)
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1 year. Symptoms usually begin within the initial months after the death, although there (---------->metaexaggeration)
may be a delay of months, or even years, before the full syndrome appears. Although grief (--------->para-sedating)
responses commonly appear immediately following bereavement, these reactions are not (--------->ortho-abolished)
diagnosed as persistent complex bereavement disorder unless the symptoms persist beyond (--------->ortho-pressuring)
12 months (6 months for children). (---------->ortho-mogels)
Young children may experience the loss of a primary caregiver as traumatic, given the (---------->paraknerr)
disorganizing effects the caregiver's absence can have on a child's coping response. In children, (--------->para-frustes)
the distress may be expressed in play and behavior, developmental regressions, and (---------->metatomography)
anxious or protest behavior at times of separation and reunion. Separation distress may be (--------->ortho-frotteuristic)
predominant in younger children, and social/identity distress and risk for comorbid depression (--------->ortho-pco)
can increasingly manifest in older children and adolescents. (---------->ortho-shalini)
Risic and Prognostic Factors (---------->meta-iemperamental)
Environmental. Risk for persistent complex bereavement disorder is heightened by increased (--------->ortho-zilberstein)
dependency on the deceased person prior to the death and by the death of a child. (---------->metabaystate)
Disturbances in caregiver support increase the risk for bereaved children. (---------->meta-shubu)
Genetic and physiological. Risk for the disorder is heightened by the bereaved individual (--------->meta-unaccompanied)
being female. (---------->ortho-cannabinoids)
Cuiture-Reiated Diagnostic issues (---------->para-depressivity)
The symptoms of persistent complex bereavement disorder are observed across cultural (--------->ortho-disruptions)
settings, but grief responses may manifest in culturally specific ways. Diagnosis of the disorder (--------->ortho-myelin)
requires that the persistent and severe responses go beyond cultural norms of grief (---------->paradube)
responses and not be better explained by culturally specific mourning rituals. (---------->para-sunzeri)
Suicide Risic (---------->para-ejaculate)
Individuals with persistent complex bereavement disorder frequently report suicidal (---------->orthovardi)
ideation. (---------->para-predating)
Functional Consequences of (---------->para-artifact)
Persistent Compiex Bereavement Disorder (---------->ortho-uated)
Persistent complex bereavement disorder is associated with deficits in work and social functioning (--------->ortho-sociai)
and with harmful health behaviors, such as increased tobacco and alcohol use. It is also (--------->ortho-aggravation)
associated with marked increases in risks for serious medical conditions, including cardiac disease, (--------->para-prenatally)
hypertension, cancer, immunological deficiency, and reduced quality of life. (---------->meta-malevolent)
Differential Diagnosis (---------->meta-midlife)
Normal grief. Persistent complex bereavement disorder is distinguished from normal (---------->parasomatosensory)
grief by the presence of severe grief reactions that persist at least 12 months (or 6 months in (--------->para-aimee)
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children) after the death of the bereaved. It is only when severe levels of grief response persist (--------->meta-sel)
at least 12 months following the death and interfere with the individual's capacity to (---------->paraconspired)
function that persistent complex bereavement disorder is diagnosed. (---------->ortho-ultrasonography)
Depressive disorders. Persistent complex bereavement disorder, major depressive disorder, (--------->para-pharmacodynamic)
and persistent depressive disorder (dysthymia) share sadness, crying, and suicidal (---------->metacortisol)
thinking. Whereas major depressive disorder and persistent depressive disorder can share (--------->ortho-arlene)
depressed mood with persistent complex bereavement disorder, the latter is characterized (--------->meta-intrauterine)
by a focus on the loss. (---------->ortho-wasell)
Posttraumatic stress disorder. Individuals who experience bereavement as a result of traumatic (--------->ortho-atten)
death may develop both posttraumatic stress disorder (PTSD) and persistent complex (---------->orthoparotid)
bereavement disorder. Both conditions can involve intrusive thoughts and avoidance. (---------->paraamow)
Whereas intrusions in PTSD revolve around the traumatic event, intrusive memories in persistent (--------->meta-denner)
complex bereavement disorder focus on thoughts about many aspects of the relationship (--------->ortho-overseeing)
with the deceased, including positive aspects of the relationship and distress over the (---------->parafivefold)
separation. In individuals with the traumatic bereavement specifier of persistent complex bereavement
(---------->para-sadistic)
disorder, the distressing thoughts or feelings may be more overtly related to the (---------->orthosleepwake)
manner of death, with distressing fantasies of what happened. Both persistent complex bereavement (--------->meta-metaphorical)
disorder and PTSD can involve avoidance of reminders of distressing events. (---------->meta-excreted)
Whereas avoidance in PTSD is characterized by consistent avoidance of internal and external (--------->para-postdischarge)
reminders of the traumatic experience, in persistent complex bereavement disorder, there is (--------->ortho-nickola)
also a preoccupation with the loss and yearning for the deceased, which is absent in PTSD. (--------->ortho-seasonality)
Separation anxiety disorder. Separation anxiety disorder is characterized by anxiety (---------->ortholaan)
about separation from current attachment figures, whereas persistent complex bereavement (--------->ortho-shawna)
disorder involves distress about separation from a deceased individual. (---------->ortho-phenotypes)
Comorbidity (---------->meta-cautionary)
The most common comorbid disorders with persistent complex bereavement disorder are (--------->para-ayurveda)
major depressive disorder, PTSD, and substance use disorders. PTSD is more frequently (--------->ortho-postmenopausal)
comorbid with persistent complex bereavement disorder when the death occurred in traumatic (--------->ortho-roslyn)
or violent circumstances. (---------->para-sel)
Caffeine Use Disorder (---------->para-bloomenstiel)
Proposed Criteria (---------->para-bahlburg)
A problematic pattern of caffeine use leading to clinically significant impainnent or distress, as (--------->ortho-blunting)
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manifested by at least the first three of the following criteria occurring within a 12-month period: (--------->ortho-amphetamines)
1. A persistent desire or unsuccessful efforts to cut down or control caffeine use. (---------->parahelplessness)
2. Continued caffeine use despite knowledge of having a persistent or recurrent physical (--------->para-flicking)
or psychological problem that is likely to have been caused or exacerbated by caffeine. (---------->orthoqtc)
3. Withdrawal, as manifested by either of the following: (---------->para-kalpana)
a. The characteristic withdrawal syndronne for caffeine. (---------->ortho-cultursl)
b. Caffeine (or a closely related) substance is taken to relieve or avoid withdrawal (---------->paraacceptability)
symptoms. (---------->para-seriousness)
4. Caffeine is often taken in larger amounts or over a longer period than was intended. (---------->orthoventuring)
5. Recurrent caffeine use resulting in a failure to fulfill major role obligations at work, (---------->orthothomton)
school, or home (e.g., repeated tardiness or absences from work or school related to (---------->paraobsessions)
caffeine use or withdrawal). (---------->ortho-thoughtless)
6. Continued caffeine use despite having persistent or recurrent social or interpersonal (---------->paranonfunctional)
problems caused or exacerbated by the effects of caffeine (e.g., arguments with (---------->metabenzodiazepine)
spouse about consequences of use, medical problems, cost). (---------->meta-fullness)
7. Tolerance, as defined by either of the following: (---------->ortho-lacerations)
a. A need for markedly increased amounts of caffeine to achieve desired effect. (---------->metahypogonadism)
b. Markedly diminished effect with continued use of the same amount of caffeine. (---------->metadeliberative)
8. A great deal of time is spent in activities necessary to obtain caffeine, use caffeine, or (--------->meta-kufiingisisa)
recover from its effects. (---------->meta-erythema)
9. Craving or a strong desire or urge to use caffeine. (---------->meta-hyperamylasemia)
A diagnosis of substance dependence due to caffeine is recognized by the World Health (--------->ortho-volitional)
Organization in ICD-10. Since the publication of DSM-IV in 1994, considerable research on (--------->meta-hyperintensities)
caffeine dependence has been published, and several recent review^s provide a current (--------->meta-tactile)
analysis of this literature. There is now sufficient evidence to warrant inclusion of caffeine (--------->meta-abstinent)
use disorder as a research diagnosis in DSM-5 to encourage additional research. The working (--------->ortho-contrasted)
diagnostic algorithm proposed for the study of caffeine use disorder differs from that (---------->orthodysrhythmias)
of the other substance use disorders, reflecting the need to identify only cases that have (--------->meta-vocalizations)
sufficient clinical importance to warrant the labeling of a mental disorder. A key goal of including (--------->para-strouts)
caffeine use disorder in this section of DSM-5 is to stimulate research that will (---------->parademoralization)
determine the reliability, validity, and prevalence of caffeine use disorder based on the (---------->orthobradykinesia)
proposed diagnostic schema, with particular attention to the association of the diagnosis (--------->meta-temperament)
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with functional impairments as part of validity testing. (---------->ortho-anticholinesterase)
The proposed criteria for caffeine use disorder reflect the need for a diagnostic threshold (--------->para-sustains)
higher than that used for the other substance use disorders. Such a threshold is intended (--------->ortho-stagnation)
to prevent overdiagnosis of caffeine use disorder due to the high rate of habitual (---------->para-talcum)
nonproblematic daily caffeine use in the general population. (---------->para-pharmacodynamic)
Diagnostic Features (---------->meta-stilted)
Caffeine use disorder is characterized by the continued use of caffeine and failure to control (--------->meta-tormented)
use despite negative physical and/or psychological consequences. In a survey of the (---------->paraobservable)
general population, 14% of caffeine users met the criterion of use despite harm, with most (--------->ortho-nonbizarre)
reporting that a physician or counselor had advised them to stop or reduce caffeine use (---------->orthoincompetence)
within the last year. Medical and psychological problems attributed to caffeine included (---------->paracongestive)
heart, stomach, and urinary problems, and complaints of anxiety, depression, insomnia, (---------->paraklismaphilia)
irritability, and difficulty thinking. In the same survey, 45% of caffeine users reported desire (--------->meta-delusional)
or unsuccessful efforts to control caffeine use, 18% reported withdrawal, 8% reported (---------->orthoamoia)
tolerance, 28% used more than intended, and 50% reported spending a great deal of time (--------->ortho-modalities)
using caffeine. In addition, 19% reported a strong desire for caffeine that they could not resist, (--------->para-neely)
and less than 1% reported that caffeine had interfered with social activities. (---------->orthodiscrepancy)
Among those seeking treatment for quitting problematic caffeine use, 88% reported (---------->paraegocentrism)
having made prior serious attempts to modify caffeine use, and 43% reported having been (--------->para-characteristically)
advised by a medical professional to reduce or eliminate caffeine. Ninety-three percent (---------->orthosqueezing)
endorsed signs and symptoms meeting DSM-IV criteria for caffeine dependence, with the (--------->para-definitional)
most commonly endorsed criteria being withdrawal (96%), persistent desire or unsuccessful (--------->ortho-facebook)
efforts to control use (89%), and use despite knowledge of physical or psychological (---------->metaruocco)
problems caused by caffeine (87%). The most common reasons for wanting to modify caffeine (--------->ortho-summed)
use were health-related (59%) and a desire to not be dependent on caffeine (35%). (---------->orthoisoniazid)
The DSM-5 discussion of caffeine withdrawal in the Section II chapter "Substance- (---------->orthomyeloneuropathy)
Related and Addictive Disorders" provides information on the features of the withdrawal (---------->metainsistence)
criterion. It is well documented that habitual caffeine users can experience a well-defined (--------->para-psychologically)
withdrawal syndrome upon acute abstinence from caffeine, and many caffeine-dependent (--------->meta-brigitta)
individuals report continued use of caffeine to avoid experiencing withdrawal symptoms. (---------->paranonproblematically)
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Prevalence (---------->meta-chmp)
The prevalence of caffeine use disorder in the general population is unclear. Based on all (--------->ortho-precipitated)
seven generic DSM-IV-TR criteria for dependence, 30% of current caffeine users may have (--------->meta-passivity)
met DSM-IV criteria for a diagnosis of caffeine dependence, with endorsement of three or (--------->meta-mimicking)
more dependence criteria, during the past year. When only four of the seven criteria (the (--------->meta-nown)
three primary criteria proposed above plus tolerance) are used, the prevalence appears to (--------->ortho-codeine)
drop to 9%. Thus, the expected prevalence of caffeine use disorder among regular caffeine (--------->ortho-lescent)
users is likely less than 9%. Given that approximately 75%-80% of the general population (--------->meta-expulsion)
uses caffeine regularly, the estimated prevalence would be less than 7%. Among regular (--------->para-hydantoin)
caffeine drinkers at higher risk for caffeine use problems (e.g., high school and college students, (--------->ortho-aggravate)
individuals in drug treatment, and individuals at pain clinics who have recent histories (---------->orthoflack)
of alcohol or illicit drug misuse), approximately 20% may have a pattern of use that (---------->metafrankel)
meets all three of the proposed criteria in Criterion A. (---------->para-interian)
Development and Course (---------->meta-microvasculature)
Individuals whose pattern of use meets criteria for a caffeine use disorder have shown a (--------->meta-alertness)
wide range of daily caffeine intake and have been consumers of various types of caffeinated (--------->meta-greenhill)
products (e.g., coffee, soft drinks, tea) and medications. A diagnosis of caffeine use (---------->orthooverwork)
disorder has been shown to prospectively predict a greater incidence of caffeine reinforcement (--------->ortho-heller)
and more severe withdrawal. (---------->ortho-lahaie)
There has been no longitudinal or cross-sectional lifespan research on caffeine use disorder. (--------->meta-clostridium)
Caffeine use disorder has been identified in both adolescents and adults. Rates of (---------->metabutane)
caffeine consumption and overall level of caffeine consumption tend to increase with age (--------->para-khy)
until the early to mid-30s and then level off. Age-related factors for caffeine use disorder (---------->paramustafa)
are unknown, although concern is growing related to excessive caffeine consumption (---------->paraexplainable)
among adolescents and young adults through use of caffeinated energy drinks. (---------->para-marmar)
Risk and Prognostic Factors (---------->para-homesick)
Genetic and physiological. Heritabilities of heavy caffeine use, caffeine tolerance, and (---------->parakhadijah)
caffeine withdrawal range from 35% to 77%. For caffeine use, alcohol use, and cigarette (--------->meta-indecisiveness)
smoking, a common genetic factor (polysubstance use) underlies the use of these three (--------->meta-pliase)
substances, with 28%^1% of the heritable effects of caffeine use (or heavy use) shared (---------->orthosynesthesias)
with alcohol and smoking. Caffeine and tobacco use disorders are associated and substantially (--------->ortho-isoproterenol)
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influenced by genetic factors unique to these licit drugs. The magnitude of heritability (---------->metawillia)
for caffeine use disorder markers appears to be similar to that for alcohol and tobacco (---------->orthotsuang)
use disorder markers. (---------->para-roblek)
Functional Consequences of Caffeine Use Disorder (---------->ortho-skewed)
Caffeine use disorder may predict greater use of caffeine during pregnancy. Caffeine withdrawal, (--------->meta-perseverate)
a key feature of caffeine use disorder, has been shown to produce functional impairment (--------->meta-anecdotal)
in normal daily activities. Caffeine intoxication may include symptoms of (---------->para-hemodialysis)
nausea and vomijing, as well as impairment of normal activities. Significant disruptions in (--------->ortho-strep)
normal daily activities may occur during caffeine abstinence. (---------->meta-confide)
Differential Diagnosis (---------->meta-civi)
Nonproblematic use of caffeine. The distinction between nonproblematic use of caffeine (---------->paraheritability)
and caffeine use disorder can be difficult to make because social, behavioral, or psychological (--------->ortho-telekinesis)
problems may be difficult to attribute to the substance, especially in the context of (---------->metamethamphetamine)
use of other substances. Regular, heavy caffeine use that can result in tolerance and withdrawal (--------->meta-necessitating)
is relatively common, which by itself should not be sufficient for making a diagnosis. (---------->orthostotland)
Other stimulant use disorder. Problems related to use of other stimulant medications (---------->metasubtypes)
or substances may approximate the features of caffeine use disorder. (---------->ortho-disinhibmon)
Anxiety disorders. Chronic heavy caffeine use may mimic generalized anxiety disorder, (---------->paraestrange)
and acute caffeine consumption may produce and mimic panic attacks. (---------->meta-discrepancy)
Comorbidity (---------->meta-deiirium)
There may be comorbidity between caffeine use disorder and daily cigarette smoking, a (--------->ortho-infeasible)
family or personal history of alcohol use disorder. Features of caffeine use disorder (e.g., (--------->para-exhausting)
tolerance, caffeine withdrawal) may be positively associated with several diagnoses: major (--------->ortho-carelessness)
depression, generalized anxiety disorder, panic disorder, adult antisocial personality (---------->metaiulild)
disorder, and alcohol, cannabis, and cocaine use disorders. (---------->meta-posttraumatic)
Internet Gaming Disorder (---------->meta-kimlee)
Proposed Criteria (---------->ortho-tinnitus)
Persistent and recurrent use of the Internet to engage in games, often with other players, (--------->meta-prostatitis)
leading to clinically significant impairment or distress as indicated by five (or more) of the (--------->ortho-impuise)
following in a 12-month period: (---------->meta-dilemmas)
1. Preoccupation with Internet games. (The individual thinks about previous gaming (---------->paramaples)
activity or anticipates playing the next game; Internet gaming becomes the dominant (---------->orthoafterward)
activity in daily life). (---------->para-bowley)
Note: This disorder is distinct from Internet gambling, which is included under gambling (---------->paranonsexuai)
disorder. (---------->meta-unidimensional)
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2. Withdrawal symptoms when Internet gaming is taken away. (These symptoms are typically (--------->para-domineering)
described as irritability, anxiety, or sadness, but there are no physical signs of (---------->meta-paralikar)
pharmacological withdrawal.) (---------->meta-ventral)
3. Tolerance—the need to spend increasing amounts of time engaged in Internet games. (--------->meta-selfderogatory)
4. Unsuccessful attempts to control the participation in Internet games. (---------->para-modality)
5. Loss of interests in previous hobbies and entertainment as a result of, and with the exception (--------->ortho-interepisode)
of, Internet games. (---------->ortho-sarmukaddam)
6. Continued excessive use of Internet games despite knowledge of psychosocial problems. (--------->ortho-cathryn)
7. Has deceived family members, therapists, or others regarding the amount of Internet (---------->orthononpsychiatric)
gaming. (---------->para-baldness)
8. Use of Internet games to escape or relieve a negative mood (e.g., feelings of helplessness, (--------->ortho-exerting)
guilt, anxiety). (---------->meta-multidimensional)
9. Has jeopardized or lost a significant relationship, job, or educational or career opportunity (--------->ortho-aneita)
because of participation in Internet games. (---------->ortho-defecation)
Note: Only nongambling Internet games are included in this disorder. Use of the Internet (--------->ortho-remissions)
for required activities in a business or profession is not included; nor is the disorder intended (--------->meta-greben)
to include other recreational or social Internet use. Similarly, sexual Internet sites are (---------->orthounfilled)
excluded. (---------->para-bochtler)
Specify current severity: (---------->ortho-overgeneralize)
Internet gaming disorder can be mild, moderate, or severe depending on the degree (---------->orthocaregiver)
of disruption of normal activities. Individuals with less severe Internet gaming disorder (---------->orthoencephalopathies)
may exhibit fewer symptoms and less disruption of their lives. Those with severe Internet (--------->meta-paulette)
gaming disorder will have more hours spent on the computer and more severe loss (---------->ortholaypersons)
of relationships or career or school opportunities. (---------->ortho-seeman)
Subtypes (---------->para-peteet)
There are no well-researched subtypes for Internet gaming disorder to date. Internet gaming (--------->ortho-sufficientiy)
disorder most often involves specific Internet games, but it could involve non-Intemet (---------->orthounconsciousness)
computerized games as well, although these have been less researched. It is likely that preferred (--------->ortho-maxillary)
games will vary over time as new games are developed and popularized, and it is (---------->paraimpuise)
unclear if behaviors and consequence associated with Internet gaming disorder vary by (---------->paradiscrepant)
game type. (---------->ortho-hypoxemic)
Diagnostic Features (---------->meta-discontinuation)
Gambling disorder is currently the only non-substance-related disorder proposed for inclusion (--------->ortho-stanek)
with DSM-5 substance-related and addictive disorders. However, there are other (---------->metaisoniazid)
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behavioral disorders that show some similarities to substance use disorders and gambling (--------->ortho-joyner)
disorder for which the word addiction is commonly used in nonmedical settings, and the (---------->metacures)
one condition with a considerable literature is the compulsive playing of Internet games. (---------->metacoello)
Internet gaming has been reportedly defined as an "addiction" by the Chinese government, (--------->para-popularized)
and a treatment system has been set up. Reports of treatment of this condition have (---------->metadryness)
appeared in medical journals, mostly from Asian countries and some in the United States. (--------->meta-immunological)
The DSM-5 work group reviewed more than 240 articles and found some behavioral (---------->metaaccelerates)
similarities of Internet gaming to gambling disorder and to substance use disorders. The (--------->meta-sachdev)
literature suffers, however, from lack of a standard definition from which to derive prevalence (--------->ortho-sequentially)
data. An understanding of the natural histories of cases, with or without treatment, (---------->metaamelioration)
is also missing. The literature does describe many underlying similarities to substance addictions, (--------->para-ejaculations)
including aspects of tolerance, withdrawal, repeated unsuccessful attempts to cut (---------->orthoanalvzinfi)
back or quit, and impairment in normal functioning. Further, the seemingly high prevalence (--------->meta-bronchitis)
rates, both in Asian countries and, to a lesser extent, in the West, justified inclusion of (---------->metaherckner)
this disorder in Section III of DSM-5. (---------->meta-imipramine)
Internet gaming disorder has significant public health importance, and additional research (--------->meta-sarcoidosis)
may eventually lead to evidence that Internet gaming disorder (also commonly referred (---------->metamapt)
to as Internet use disorder, Internet addiction, or gaming addiction) has merit as an (---------->paracorticobasal)
independent disorder. As with gambling disorder, there should be epidemiological studies (--------->meta-toddlerhood)
to determine prevalence, clinical course, possible genetic influence, and potential biological (--------->para-shakiness)
factors based on, for example, brain imaging data. (---------->meta-shim)
Internet gaming disorder is a pattern of excessive and prolonged Internet gaming that results (--------->para-nontolerant)
in a cluster of cognitive and behavioral symptoms, including progressive loss of control (---------->metaunderestimation)
over gaming, tolerance, and withdrawal symptoms, analogous to the symptoms of substance (--------->para-barbaree)
use disorders. As with substance-related disorders, individuals with Internet gaming (---------->orthomenon)
disorder continue to sit at a computer and engage in gaming activities despite neglect of (--------->meta-coinpiilsive)
other activities. They typically devote 8-10 hours or more per day to this activity and at least (--------->para-phosphorylated)
30 hours per week. If they are prevented from using a computer and returning to the game, (--------->para-quantifiable)
they become agitated and angry. They often go for long periods without food or sleep. Normal (--------->meta-imperfect)
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obligations, such as school or work, or family obligations are neglected. This condition is (--------->para-encompassing)
separate from gambling disorder involving the Internet because money is not at risk. (---------->orthohippocampus)
The essential feature of Internet gaming disorder is persistent and recurrent participation (--------->meta-koro)
in computer gaming, typically group games, for many hours. These games involve (---------->orthoinhaling)
competition between groups of players (often in different global regions, so that duration (--------->ortho-alleles)
of play is encouraged by the time-zone independence) participating in complex structured (--------->ortho-cutoff)
activities that include a significant aspect of social interactions during play. Team aspects (--------->meta-dereaiization)
appear to be a key motivation. Attempts to direct the individual toward schoolwork or interpersonal (--------->meta-shidies)
activities are strongly resisted. Thus personal, family, or vocational pursuits (---------->meta-prepubertal)
are neglected. When individuals are asked, the major reasons given for using the computer (--------->ortho-hallucination)
are more likely to be "avoiding boredom" rather than commimicating or searching (---------->metaevoke)
for information. (---------->meta-diagnosing)
The description of criteria related to this condition is adapted from a study in China. Until (--------->meta-healers)
the optimal criteria and threshold for diagnosis are determined empirically, conservative (---------->orthodistrust)
definitions ought to be used, such that diagnoses are considered for endorsement of (---------->orthoventricle)
five or more of nine criteria. (---------->ortho-avoidant)
Associated Features Supporting Diagnosis (---------->para-shenjing)
No consistent personality types associated with Internet gaming disorder have been identified. (--------->meta-gabapentin)
Some authors describe associated diagnoses, such as depressive disorders, attention- (---------->metamatney)
deficit/hyperactivity disorder (ADHD), or obsessive-compulsive disorder (OCD). (---------->metaescalating)
Individuals with compulsive Internet gaming have demonstrated brain activation in specific (--------->para-phenylketonuria)
regions triggered by exposure to the Internet game but not limited to reward system (---------->metaclinicians)
structures (---------->para-amenorrhea)
Prevalence (---------->ortho-flamboyant)
The prevalence of Internet gaming disorder is unclear because of the varying questionnaires, (--------->meta-configurai)
criteria and thresholds employed, but it seems to be highest in Asian countries and (---------->metadiscontinuities)
in male adolescents 12-20 years of age. There is an abundance of reports from Asian countries, (--------->para-occhiu)
especially China and South Korea, but fewer from Europe and North America, from (---------->orthoelated)
which prevalence estimates are highly variable. The point prevalence in adolescents (ages (--------->para-suk)
15-19 years) in one Asian study using a threshold of five criteria was 8.4% for males and (--------->meta-psychopathology)
4.5% for females. (---------->ortho-zvi)
R is k and Prognostic Factors (---------->meta-conductance)
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Environmental. Computer availability with Internet connection allows access to the (---------->orthocontrasts)
types of games with which Internet gaming disorder is most often associated. (---------->meta-hartmann)
Genetic and physiological. Adolescent males seem to be at greatest risk of developing (---------->metaeccentricities)
Internet gaming disorder, and it has been speculated that Asian environmental and/or genetic (--------->ortho-fulfills)
background is another risk factor, but this remains unclear. (---------->meta-irrational)
Functional Consequences of Internet Gaming Disorder (---------->meta-exhibiting)
Internet gaming disorder may lead to school failure, job loss, or marriage failure. The compulsive (--------->para-dominating)
gaming behavior tends to crowd out normal social, scholastic, and family activities. (---------->parascliool)
Students may show declining grades and eventually failure in school. Family responsibilities (--------->para-allyson)
may be neglected. (---------->ortho-foxpz)
Differential Diagnosis (---------->meta-patterning)
Excessive use of the Internet not involving playing of online games (e.g., excessive use of (--------->meta-sadomasochistic)
social media, such as Facebook; viewing pornography online) is not considered analogous (--------->para-foresight)
to Internet gaming disorder, and future research on other excessive uses of the Internet (---------->paraiviovement)
would need to follow similar guidelines as suggested herein. Excessive gambling online (---------->parabouts)
may qualify for a separate diagnosis of gambling disorder. (---------->meta-vestibular)
Comorbidity (---------->meta-leukoencephalopathy)
Health may be neglected due to compulsive gaming. Other diagnoses that may be associated (--------->meta-hydantoin)
with Internet gaming disorder include major depressive disorder, ADHD, and OCD. (---------->metafluently)
Neurobehavioral Disorder Associated (---------->para-stratified)
With Prenatal Alcohol Exposure (---------->ortho-lakshmanan)
Proposed Criteria (---------->para-disturb)
A. More than minimal exposure to alcohol during gestation, including prior to pregnancy (---------->metapeterman)
recognition. Confirmation of gestational exposure to alcohol may be obtained from maternal (--------->meta-tlustos)
self-report of alcohol use in pregnancy, medical or other records, or clinical observation. (--------->ortho-iimer)
B. Impaired neurocognitive functioning as manifested by one or more of the following: (---------->orthoacceptability)
1. Impairment in global intellectual performance (i.e., IQ of 70 or below, or a standard (---------->metabereavement)
score of 70 or below on a comprehensive developmental assessment). (---------->parasadomasochistic)
2. Impairment in executive functioning (e.g., poor planning and organization; inflexibility: (---------->parafecal)
difficulty with behavioral inhibition). (---------->meta-parietal)
3. Impairment in learning (e.g., lower academic achievement than expected for intellectual (--------->ortho-ineligibility)
level; specific learning disability). (---------->para-vishesh)
4. Memory impairment (e.g., problems remembering information learned recently; (---------->metafundamentalist)
repeatedly making the same mistakes; difficulty remembering lengthy verbal instructions). (--------->meta-osvchiatric)
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5. Impairment in visual-spatial reasoning (e.g., disorganized or poorly planned drawings (---------->metanonelinieal)
or constructions; problems differentiating left from right). (---------->meta-genderrelated)
C. Impaired self-regulation as manifested by one or more of the following: (---------->para-intranasal)
1. Impairment in mood or behavioral regulation (e.g., mood lability; negative affect or (---------->paradysreguiation)
irritability; frequent behavioral outbursts). (---------->ortho-dementing)
2. Attention deficit (e.g., difficulty shifting attention; difficulty sustaining mental effort). (---------->metaheino)
3. Impairment in impulse control (e.g., difficulty waiting turn; difficulty complying with (---------->orthoexcitation)
rules). (---------->para-graf)
D. Impairment in adaptive functioning as manifested by two or more of the following, one (--------->ortho-primiparous)
of which must be (1) or (2): (---------->ortho-stroup)
1. Communication deficit (e.g., delayed acquisition of language; difficulty understanding (---------->orthoencompass)
spoken language). (---------->meta-dabrick)
2. Impainnent in social communication and interaction (e.g., overly friendly with strangers; (--------->ortho-stabihty)
difficulty reading social cues; difficulty understanding social consequences). (---------->pararamifications)
3. Impairment in daily living skills (e.g., delayed toileting, feeding, or bathing; difficulty (---------->metahairpulling)
managing daily schedule). (---------->ortho-exacerbations)
4. Impairment in motor skills (e.g., poor fine motor development; delayed attainment (---------->orthosyndronne)
of gross motor milestones or ongoing deficits in gross motor function; deficits in coordination (--------->meta-adrenogenital)
and balance). (---------->ortho-ascertainable)
E. Onset of the disorder (symptoms in Criteria B, C, and D) occurs in childhood. (---------->paraundistorted)
F. The disturbance causes clinically significant distress or impairment in social, academic, (--------->ortho-masculinity)
occupational, or other important areas of functioning. (---------->para-opioids)
G. The disorder is not better explained by the direct physiological effects associated with (--------->para-hairs)
postnatal use of a substance (e.g., a medication, alcohol or other drugs), a general (---------->paranonuse)
medical condition (e.g., traumatic brain injury, delirium, dementia), another known teratogen (--------->para-misshapen)
(e.g., fetal hydantoin syndrome), a genetic condition (e.g., Williams syndrome, (---------->meta-vigilantly)
Down syndrome, Cornelia de Lange syndrome), or environmental neglect. (---------->ortho-ixtremeo)
Alcohol is a neurobehavioral teratogen, and prenatal alcohol exposure has teratogenic (---------->paravermetten)
effects oil central nervous system (CNS) development and subsequent fimction. Neurobehavioral (--------->meta-callicott)
disorder associated with prenatal alcohol exposure (ND-PAE) is a new clarifying term, (---------->pararolin)
intended to encompass the full range of developmental disabilities associated with exposure (--------->ortho-lebeau)
to alcohol in utero. The current diagnostic guidelines allow ND-PAE to be diagnosed (---------->parahoards)
both in the absence and in the presence of the physical effects of prenatal alcohol exposure (--------->ortho-grosscup)
(e.g., facial dysmorphology required for a diagnosis of fetal alcohol syndrome). (---------->meta-kanak)
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Diagnostic Features (---------->ortho-upsurge)
The essential features of ND-PAE are the manifestation of impairment in neurocognitive, (--------->ortho-cued)
behavioral, and adaptive functioning associated with prenatal alcohol exposure. Impairment (--------->para-prolapse)
can be documented based on past diagnostic evaluations (e.g., psychological or educational (--------->ortho-pco)
assessments) or medical records, reports by the individual or informants, and/ (---------->ortho-fabiani)
or observation by a clinician. (---------->para-distinctions)
A clinical diagnosis of fetal alcohol syndrome, including specific prenatal alcoholrelated (---------->metaretation)
facial dysmorphology and growth retardation, can be used as evidence of significant (---------->paraparenthetically)
levels of prenatal alcohol exposure. Although both animal and human studies have (---------->metadevoid)
documented adverse effects of lower levels of drinking, identifying how much prenatal (---------->paravalosin)
exposure is needed to significantly impact neurodevelopmental outcome remains challenging. (--------->ortho-greenstone)
Data suggest that a history of more than minimal gestational exposure (e.g., more (---------->metaizophren)
than light drinking) prior to pregnancy recognition and/or following pregnancy recognition (--------->para-caban)
may be required. Light drinking is defined as 1-13 drinks per month during pregnancy (---------->orthofarhan)
with no more than 2 of these drinks consumed on any 1 drinking occasion. Identifying (---------->metaselfbiting)
a minimal threshold of drinking during pregnancy will require consideration of a variety (---------->paramalati)
of factors known to affect exposure and/or interact to influence developmental outcomes, (--------->para-dissipated)
including stage of prenatal development, gestational smoking, maternal and fetal genetics, (--------->ortho-wliich)
and maternal physical status (i.e., age, health, and certain obstetric problems). (---------->metadystonie)
Symptoms of ND-PAE include marked impairment in global intellectual performance (---------->orthoragged)
(IQ) or neurocognitive impairments in any of the following areas: executive functioning, (---------->paraslurred)
learning, memory, and/or visual-spatial reasoning. Impairments in self-regulation are present (--------->ortho-laypersons)
and may include impairment in mood or behavioral regulation, attention deficit, or (---------->orthopolysomnograpy)
impairment in impulse control. Finally, impairments in adaptive functioning include communication (--------->para-blemish)
deficits and impairment in social communication and interaction. Impairment (---------->meta-stadler)
in daily living (self-help) skills and impairment in motor skills may be present. As it may be (--------->para-lethality)
difficult to obtain an accurate assessment of the neurocognitive abilities of very young children, (--------->para-dazed)
it is appropriate to defer a diagnosis for children 3 years of age and younger. (---------->para-drescher)
Associated Features Supporting Diagnosis (---------->meta-phencychdine)
Associated features vary depending on age, degree of alcohol exposure, and the individual's (--------->meta-gaebel)
environment. An individual can be diagnosed with this disorder regardless of socioeconomic (--------->meta-conmion)
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or cultural background. However, ongoing parental alcohol/substance misuse, (---------->para-pallor)
parental mental illness, exposure to domestic or community violence, neglect or abuse, (---------->metainsensitive)
disrupted caregiving relationships, multiple out-of-home placements, and lack of continuity (--------->para-binge)
in medical or mental health care are often present. (---------->meta-nonelinieal)
Prevalence (---------->para-adenotonsillar)
The prevalence rates of ND-PAE are unknown. However, estimated prevalence rates of clinical (--------->para-sarcastic)
conditions associated with prenatal alcohol exposure are 2%-5% in the United States. (---------->orthocutpoint)
Development and Course (---------->ortho-hagman)
Among individuals with prenatal alcohol exposure, evidence of CNS dysfunction varies (---------->paraobtundation)
according to developmental stage. Although about one-half of young children prenatally (---------->parahine)
exposed to alcohol show marked developmental delay in the first 3 years of life, other children (--------->meta-assaults)
affected by prenatal alcohol exposure may not exhibit signs of CNS dysfunction until (---------->metaniness)
they are preschool- or school-age. Additionally, impairments in higher order cognitive (---------->metaunderachievement)
processes (i.e., executive functioning), which are often associated with prenatal alcohol exposure, (--------->ortho-interstitial)
may be more easily assessed in older children. When children reach school age, (---------->parasjmnptoms)
learning difficulties, impairment in executive function, and problems with integrative language (--------->ortho-sunzeri)
functions usually emerge more clearly, and both social skills deficits and challenging (---------->orthomadan)
behavior may become more evident. In particular, as school and other requirements (---------->paradystrophies)
become more complex, greater deficits are noted. Because of this, the school years represent (--------->meta-involuntarily)
the ages at which a diagnosis of ND-PAE would be most likely. (---------->ortho-stylistic)
Suicide Risic (---------->para-tuberculin)
Suicide is a high-risk outcome, with rates increasing significantly in late adolescence and (--------->meta-indoleamines)
early adulthood. (---------->ortho-gonadal)
Functional Consequences of Neurobehavioral Disorder (---------->meta-underlie)
Associated With Prenatal Alcohol Exposure (---------->meta-bickford)
The CNS dysfunction seen in individuals with ND-PAE often leads to decrements in adaptive (--------->meta-causality)
behavior and to maladaptive behavior with lifelong consequences. Individuals (---------->ortho-avila)
affected by prenatal alcohol exposure have a higher prevalence of disrupted school experiences, (--------->para-inhaled)
poor employment records, trouble with the law, confinement (legal or psychiatric), (---------->paranocturnus)
and dependent living conditions. (---------->meta-obsessive)
Differential Diagnosis (---------->ortho-bereaved)
Disorders that are attributable to the physiological effects associated with postnatal use (---------->paraexacerbated)
of a substance, another medical condition, or environmental neglect. Other considerations (--------->meta-manifestations)
include the physiological effects of postnatal substance use, such as a medication, (---------->metakirkland)
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alcohol, or other substances; disorders due to another medical condition, such as traumatic (--------->meta-misapplied)
brain injury or other neurocognitive disorders (e.g., delirium, major neurocognitive disorder (--------->ortho-contradict)
[dementia]); or environmental neglect. (---------->meta-witiidrawal)
Genetic and teratogenic conditions. Genetic conditions such as Williams syndrome. (---------->ortholocomotor)
Down syndrome, or Cornelia de Lange syndrome and other teratogenic conditions such as (--------->meta-thrombocytopenia)
fetal hydantoin syndrome and maternal phenylketonuria may have similar physical and (---------->paraexacerbations)
behavioral characteristics. A careful review of prenatal exposure history is needed to clarify (--------->meta-domanico)
the teratogenic agent, and an evaluation by a clinical geneticist may be needed to distinguish (--------->para-stutes)
physical characteristics associated with these and other genetic conditions. (---------->paranonconsenting)
Comorbidity (---------->para-nasopharynx)
Mental health problems have been identified in more than 90% of individuals with histories (--------->meta-succinct)
of significant prenatal alcohol exposure. The most common co-occurring diagnosis is (---------->orthohyperactive)
attention-deficit/hyperactivity disorder, but research has shown that individuals with (---------->metaeraser)
ND-PAE differ in neuropsychological characteristics and in their responsiveness to pharmacological (--------->meta-chisholm)
interventions. Other high- probability co-occurring disorders include oppositional (---------->parafeldman)
defiant disorder and conduct disorder, but the appropriateness of these diagnoses (---------->metawess)
should be weighed in the context of the significant impairments in general intellectual and (--------->meta-laam)
executive functioning that are often associated with prenatal alcohol exposure. Mood (---------->orthosynucleinopathies)
symptoms, including symptoms of bipolar disorder and depressive disorders, have been (--------->ortho-durations)
described. History of prenatal alcohol exposure is associated with an increased risk for (---------->parabodyfocused)
later tobacco, alcohol, and other substance use disorders. (---------->ortho-adrenogenital)
Suicidal Behavior Disorder (---------->para-paraneoplastic)
Proposed Criteria (---------->meta-ethnicities)
A. Within the last 24 months, the individual has made a suicide attempt. (---------->para-perinasal)
Note: A suicide attempt is a self-initiated sequence of behaviors by an individual who, (---------->metahyperthermia)
at the time of initiation, expected that the set of actions would lead to his or her own (---------->orthomustafa)
death. The “time of initiation” is the time when a behavior took place that involved applying (--------->para-unreliable)
the method.) (---------->meta-observational)
B. The act does not meet criteria for nonsuicidal self-injury—that is, it does not involve (---------->metaschilling)
self-injury directed to the surface of the body undertaken to induce relief from a negative (--------->ortho-contemporaneously)
feeling/cognitive state or to achieve a positive mood state. (---------->meta-hypoadrenocorticism)
C. The diagnosis is not applied to suicidal ideation or to preparatory acts. (---------->para-hoard)
D. The act was not initiated during a state of delirium or confusion. (---------->para-psychoticism)
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E. The act was not undertaken solely for a political or religious objective. (---------->ortho-selfdoubts)
Specify if: (---------->para-breakup)
Current: Not more than 12 months since the last attempt. (---------->meta-erotomanie)
In early remission: 12-24 months since the last attempt. (---------->ortho-craving)
Specifiers (---------->ortho-overconcem)
Suicidal behavior is often categorized in terms of violence of the method. Generally, overdoses (--------->meta-sensitivities)
with legal or illegal substances are considered nonviolent in method, whereas jumping, (---------->metapunctuality)
gunshot wounds, and other methods are considered violent. Another dimension for (---------->orthoobstetric)
classification is medical consequences of the behavior, with high-lethality attempts being (--------->para-wulsin)
defined as those requiring medical hospitalization beyond a visit to an emergency department. (--------->para-disrupt)
An additional dimension considered includes the degree of planning versus impulsiveness (--------->para-mariarme)
of the attempt, a characteristic that might have consequences for the medical (---------->meta-flav)
outcome of a suicide attempt. (---------->para-scalco)
If the suicidal behavior occurred 12-24 months prior to evaluation, the condition is (---------->paralulultiple)
considered to be in early remission. Individuals remain at higher risk for further suicide attempts (--------->ortho-masochistic)
and death in the 24 months after a suicide attempt, and the period 12-24 months after (---------->orthoseriousness)
the behavior took place is specified as "early remission." (---------->ortho-punishing)
Diagnostic Features (---------->meta-nonfluent)
The essential manifestation of suicidal behavior disorder is a suicide attempt. A suicide attempt (--------->ortho-prognostic)
is a behavior that the individual has undertaken with at least some intent to die. The (---------->paraswedo)
behavior might or might not lead to injury or serious medical consequences. Several factors (--------->meta-truancy)
can influence the medical consequences of the suicide attempt, including poor planning, (--------->meta-oast)
lack of knowledge about the lethality of the method chosen, low intentionality or (---------->parainhalantinduced)
ambivalence, or chance intervention by others after the behavior has been initiated. These (--------->para-nulliparous)
should not be considered in assigning the diagnosis. (---------->ortho-vindictiveness)
Determining the degree of intent can be challenging. Individuals might not acknowledge (--------->ortho-paddling)
intent, especially in situations where doing so could result in hospitalization or cause (---------->paracondescension)
distress to loved ones. Markers of risk include degree of planning, including selection of a (--------->ortho-errands)
time and place to minimize rescue or interruption; the individual's mental state at the time (--------->para-widge)
of the behavior, with acute agitation being especially concerning; recent discharge from (---------->orthomuted)
inpatient care; or recent discontinuation of a mood stabilizer such as lithium or an antipsychotic (--------->ortho-malaise)
such as clozapine in the case of schizophrenia. Examples of environmental ''triggers" (---------->metapseudoephedrine)
include recently learning of a potentially fatal medical diagnosis such as cancer, (---------->metalysergic)

DSM-UPAX

1225

experiencing the sudden and unexpected loss of a close relative or partner, loss of employment, (--------->meta-diffidence)
or displacement from housing. Conversely, features such as talking to others about (---------->orthoaccommodated)
future events or preparedness to sign a contract for safety are less reliable indicators. (---------->orthoexstrophy)
In order for the criteria to be met, the individual must have made at least one suicide attempt. (--------->meta-zaghloul)
Suicide attempts can include behaviors in which, after initiating the suicide attempt, (---------->orthonaloxone)
the individual changed his or her mind or someone intervened. For example, an individual (--------->ortho-kari)
might intend to ingest a given amount of medication or poison, but either stop or be stopped (--------->para-meprobamate)
by another before ingesting the full amount. If the individual is dissuaded by another or (---------->orthoenright)
changes his or her mind before initiating the behavior, the diagnosis should not be made. (--------->ortho-coughing)
The act must not meet criteria for nonsuicidal self-injury—that is, it should not involve repeated (--------->meta-callousness)
(at least five times within the past 12 months) self-injurious episodes undertaken to (---------->paracatecholamines)
induce relief from a negative feeling/cognitive state or to achieve a positive mood state. The (--------->meta-talkative)
act should not have been initiated during a state of delirium or confusion. If the individual (--------->meta-disappearance)
deliberately became intoxicated before initiating the behavior, to reduce anticipatory anxiety (--------->para-clenching)
and to minimize interference with the intended behavior, the diagnosis should be made. (---------->pararestraining)
Development and Course (---------->meta-strep)
Suicidal behavior can occur at any time in the lifespan but is rarely seen in children under (--------->para-caregiving)
the age of 5. In prepubertal children, the behavior will often consist of a behavior (e.g., sitting (--------->para-posttransttion)
on a ledge) that a parent has forbidden because of the risk of accident. Approximately (---------->orthosubgroups)
25%-30% of persons who attempt suicide will go on to make more attempts.There is significant (--------->meta-sedation)
variability in terms of frequency, method, and lethality of attempts. However, this (---------->paramugged)
is not different from what is observed in other illnesses, such as major depressive disorder, (--------->meta-consequent)
in which frequency of episode, subtype of episode, and impairment for a given episode can (--------->ortho-harbors)
vary significantly. (---------->meta-navin)
Culture-Related Diagnostic issues (---------->ortho-symbolically)
Suicidal behavior varies in frequency and form across cultures. Cultural differences might (--------->meta-antihypertensive)
be due to method availability (e.g., poisoning with pesticides in developing countries; (---------->orthogastrostomy)
gunshot wounds in the southwestern United States) or the presence of culturally specific (--------->ortho-lisping)
syndromes (e.g., ataques de nervios, which in some Latino groups might lead to behaviors (--------->meta-vaginismus)
that closely resemble suicide attempts or might facilitate suicide attempts). (---------->meta-alya)
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Diagnostic IVIarkers (---------->ortho-westermeyer)
Laboratory abnormalities consequent to the suicidal attempt are often evident. Suicidal (---------->metahomogeneity)
behavior that leads to blood loss can be accompanied by anemia, hypotension, or shock. (--------->para-noninjurious)
Overdoses might lead to coma or obtundation and associated laboratory abnormalities (---------->metasymptomatically)
such as electrolyte imbalances. (---------->para-deference)
Functional Consequences of Suicidal Behavior Disorder (---------->meta-acuity)
Medical conditions (e.g., lacerations or skeletal trauma, cardiopulmonary instability, inhalation (--------->ortho-ercoli)
of vomit and suffocation, hepatic failure consequent to use of paracetamol) can (---------->paradistinctions)
occur as a consequence of suicidal behavior. (---------->ortho-resemblance)
Comorbidity (---------->para-genitalia)
Suicidal behavior is seen in the context of a variety of mental disorders, most commonly bipolar (--------->meta-jeopardize)
disorder, major depressive disorder, schizophrenia, schizoaffective disorder, anxiety disorders (--------->meta-sabotage)
(in particular, panic disorders associated with catastrophic content and PTSD (---------->para-epilepsies)
flashbacks), substance use disorders (especially alcohol use disorders), borderline personality (--------->para-predating)
disorder, antisocial personality disorder, eating disorders, and adjustment disorders. It is (--------->meta-heighten)
rarely manifested by individuals with no discernible pathology, unless it is undertaken because (--------->para-binik)
of a painful medical condition with the intention of drawing attention to martyrdom for (---------->orthohaphazard)
political or religious reasons, or in partners in a suicide pact, both of which are excluded from (--------->ortho-coinpiilsive)
this diagnosis, or when third-party informants wish to conceal the nature of the behavior. (--------->para-malhotra)
Nonsuicidal Self-lnjuiy (---------->para-fragmented)
Proposed Criteria (---------->meta-iip)
A. In the last year, the individual has, on 5 or more days, engaged in intentional self-inflicted (--------->meta-disrobing)
damage to the surface of his or her body of a sort likely to induce bleeding, bruising, or pain (--------->ortho-pituitary)
(e.g., cutting, buming, stabbing, hitting, excessive rubbing), with the expectation that the (--------->meta-hypoalbuminemia)
injury will lead to only minor or moderate physical harm (i.e., there is no suicidal intent). (---------->orthomodestly)
Note: The absence of suicidal intent has either been stated by the individual or can be (---------->metafibrillation)
inferred by the individual’s repeated engagement in a behavior that the individual (---------->metatrimethobenzamide)
knows, or has learned, is not likely to result in death. (---------->meta-worthington)
B. The individual engages in the self-injurious behavior with one or more of the following (--------->meta-kothare)
expectations: (---------->para-mckitty)
1. To obtain relief from a negative feeling or cognitive state. (---------->ortho-gastroparesis)
2. To resolve an interpersonal difficulty. (---------->meta-laraque)
3. To induce a positive feeling state. (---------->para-bursch)
Note: The desired relief or response is experienced during or shortly after the selfinjury, (---------->parapggdiriq)
and the individual may display patterns of behavior suggesting a dependence (---------->para-anmesias)
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on repeatedly engaging in it. (---------->para-micka)
C. The intentional self-injury is associated with at least one of the following: (---------->para-unfocused)
1. Interpersonal difficulties or negative feelings or thoughts, such as depression, anxiety, (--------->meta-ounter)
tension, anger, generalized distress, or self-criticism, occurring in the period (---------->meta-punishing)
immediately prior to the self-injurious act. (---------->meta-weintraub)
2. Prior to engaging in the act, a period of preoccupation with the intended behavior (---------->orthoweill)
that is difficult to control. (---------->meta-petechial)
3. Thinking about self-injury that occurs frequently, even when it is not acted upon. (---------->orthojulianne)
D. The behavior is not socially sanctioned (e.g., body piercing, tattooing, part of a religious (--------->meta-intmsive)
or cultural ritual) and is not restricted to picking a scab or nail biting. (---------->para-rotomanie)
E. The behavior or its consequences cause clinically significant distress or interference in (--------->meta-ture)
interpersonal, academic, or other important areas of functioning. (---------->para-funerals)
F. The behavior does not occur exclusively during psychotic episodes, delirium, substance (--------->para-rasmussen)
intoxication, or substance withdrawal. In individuals with a neurodevelopmental (---------->meta-burnout)
disorder, the behavior is not part of a pattern of repetitive stereotypies. The behavior (---------->metafragmented)
is not better explained by another mental disorder or medical condition (e.g., psychotic (---------->paraentrainment)
disorder, autism spectrum disorder, intellectual disability, Lesch-Nyhan syndrome, stereotypic (--------->para-trichobezoars)
movement disorder with self-injury, trichotillomania [hair-pulling disorder], excoriation (---------->metasartorius)
[skin-picking] disorder). (---------->para-ritualized)
Diagnostic Features (---------->ortho-rialon)
The essential feature of nonsuicidal self-injury is that the individual repeatedly inflicts (---------->metasmokeless)
shallow, yet painful injuries to the surface of his or her body. Most commonly, the purpose (--------->meta-alvarado)
is to reduce negative emotions, such as tension, anxiety, and self-reproach, and/or to resolve (--------->meta-germs)
an interpersonal difficulty. In some cases, the injury is conceived of as a deserved (---------->paranondependent)
self-punishment. The individual will often report an immediate sensation of relief that occurs (--------->ortho-unnatural)
during the process. When the behavior occurs frequently, it might be associated with (---------->metauncontrolled)
a sense of urgency and craving, the resultant behavioral pattern resembling an addiction. (--------->para-wim)
The inflicted wounds can become deeper and more numerous. (---------->para-vcp)
The injury is most often inflicted with a knife, needle, razor, or other shaf object. Common (--------->ortho-daze)
areas for injury include the frontal area of the thighs and the dorsal side of the forearm. (---------->pararti)
A single session of injury might involve a series of superficial, parallel cuts—separated by (--------->meta-neurobehavioral)
1 or 2 centimeters—on a visible or accessible location. The resulting cuts will often bleed and (--------->meta-lamotrigine)
will eventually leave a characteristic pattern of scars. (---------->para-agitated)
Other methods used include stabbing an area, most often the upper arm, with a needle (---------->paramoaning)
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or sharp, pointed knife; inflicting a superficial bum with a lit cigarette end; or burning the (---------->metaandrophilic)
skin by repeated rubbing with an eraser. Engagement in nonsuicidal self-injury with multiple (--------->meta-sorel)
methods is associated with more severe psychopathology, including engagement in (---------->metapicky)
suicide attempts. (---------->meta-conmion)
The great majority of individuals who engage in nonsuicidal self-injury do not seek (---------->metaheideman)
clinical attention. It is not known if this reflects frequency of engagement in the disorder, (---------->metatemperament)
because accurate reporting is seen as stigmatizing, or because the behaviors are experienced (--------->ortho-acromegaly)
positively by the individual who engages in them, who is unmotivated to receive (---------->paraniculescu)
treatment. Young children might experiment with these behaviors but not experience relief. (--------->ortho-myoinositol)
In such cases, youths often report that the procedure is painful or distressing and (---------->metacoincidentally)
might then discontinue the practice. (---------->para-traumaand)
Development and Course (---------->meta-encapsulate)
Nonsuicidal self-injury most often starts in the early teen years and can continue for many (--------->meta-keane)
years. Admission to hospital for nonsuicidal self-injury reaches a peak at 20-29 years of (---------->metadetrick)
age and then declines. However, research that has examined age at hospitalization did not (--------->ortho-arching)
provide information on age at onset of the behavior, and prospective research is needed to (--------->meta-bassiri)
outline the natural history of nonsuicidal self-injury and the factors that promote or inhibit (--------->meta-irritabity)
its course. Individuals often leam of the behavior on the recommendation or observation (--------->meta-marta)
of another. Research has shown that when an individual who engages in nonsuicidal (---------->metagonadotropin)
self-injury is admitted to an inpatient unit, other individuals may begin to engage in the (---------->metaculp)
behavior. (---------->meta-valerio)
Risic and Prognostic Factors (---------->meta-polysonmography)
Male and female prevalence rates of nonsuicidal self-injury are closer to each other than in (--------->ortho-consonants)
suicidal behavior disorder, in which the female-to-male ratio is about 3:1 or 4:1. (---------->ortho-mckitty)
Two theories of psychopathology—^based on functional behavioral analyses—have been (--------->para-comotbid)
proposed: In the first, based on learning theory, either positive or negative reinforcement (--------->ortho-kyofu)
sustains the behavior. Positive reinforcement might result from punishing oneself in a way (--------->para-moodiness)
that the individual feels is deserved, with the behavior inducing a pleasant and relaxed state (--------->para-hansler)
or generating attention and help from a significant other, or as an expression of anger. Negative (--------->para-kimmel)
reinforcement results from affect regulation and the reduction of unpleasant emotions (---------->metaresection)
or avoiding distressing thoughts, including thinking about suicide. In the second theory, (---------->metaoutwardly)

DSM-UPAX

1229

nonsuicidal self-injury is thought to be a form of self-punishment, in which self-punitive actions (--------->meta-pseudocataplexy)
are engaged in to make up for acts that caused distress or harm to others. (---------->paraseductiveness)
Functional Consequences of Nonsuicidal Self-lnjuiy (---------->meta-ivliid)
The act of cutting\might be performed with shared implements, raisiiig the possibility of (---------->metaaffectwity)
blood-borne disease transmission. (---------->meta-dysphonia)
Differential Diagnosis (---------->para-hypervigilance)
Borderline personality disorder. As indicated, nonsuicidal self-injury has long been regarded (--------->para-laan)
as a "symptom" of borderline personality disorder, even though comprehensive (---------->meta-phq)
clinical evaluations have found that most individuals with nonsuicidal self-injury have (---------->metadeity)
symptoms that also meet criteria for other diagnoses, with eating disorders and substance (--------->para-hyperresponsibility)
use disorders being especially common. Historically, nonsuicidal self-injury was regarded (--------->para-subcultural)
as pathognomonic of borderline personality disorder. Both conditions are associated with (--------->meta-borderiine)
several other diagnoses. Although frequently associated, borderline personality disorder (---------->parajustine)
is not invariably found in individuals with nonsuicidal self-injury. The two conditions differ (--------->meta-reiationsliip)
in several ways. Individuals with borderline personality disorder often manifest disturbed (--------->meta-vj)
aggressive and hostile behaviors, whereas nonsuicidal self-injury is more often (---------->paravaginoplasty)
associated with phases of closeness, collaborative behaviors, and positive relationships. At (--------->meta-isackila)
a more fundamental level, there are differences in the involvement of different neurotransmitter (--------->para-anoxia)
systems, but these will not be apparent on clinical examination. (---------->ortho-imoderate)
Suicidal behavior disorder. The differentiation between nonsuicidal self-injury and suicidal (--------->ortho-trimethobenzamide)
behavior disorder is based either on the stated goal of the behavior being a wish to (---------->metaskewed)
die (suicidal behavior disorder) or, in nonsuicidal self-injury, to experience relief as described (--------->para-alistair)
in the criteria. Depending on the circumstances, individuals may provide reports (---------->orthocyclical)
of convenience, and several studies report high rates of false intent declaration. Individuals (--------->ortho-prematurely)
with a history of frequent nonsuicidal self-injury episodes have learned that a session (---------->paravisuoconstructional)
of cutting, while painful, is, in the short-term, largely benign. Because individuals with (---------->orthobhupinder)
nonsuicidal self-injury can and do attempt and commit suicide, it is important to check (---------->paratalcum)
past history of suicidal behavior and to obtain information from a third party concerning (---------->orthoentailed)
any recent change in stress exposure and mood. Likelihood of suicide intent has been associated (--------->ortho-recreated)
with the use of multiple previous methods of self-harm. (---------->ortho-anted)
In a follow-up study of cases of "self-harm" in males treated at one of several multiple (---------->paraying)
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emergency centers in the United Kingdom, individuals with nonsuicidal self-injury were (---------->parapostpolio)
significantly more likely to commit suicide than other teenage individuals drawn from the (---------->paradefecating)
same cohort. Studies that have examined the relationship between nonsuicidal self-injury (--------->meta-psrsphilic)
and suicidal behavior disorder are limited by being retrospective and failing to obtain verified (--------->meta-vasculature)
accounts of the method used during previous "attempts." A significant proportion of (---------->paraimprovise)
those who engage in nonsuicidal self-injury have responded positively when asked if they (--------->ortho-adjacencies)
have ever engaged in self-cutting (or their preferred means of self-injury) with an intention (--------->meta-erythematosus)
to die. It is reasonable to conclude that nonsuicidal self-injury, while not presenting a high (--------->meta-ssific)
risk for suicide when first manifested, is an especially dangerous form of self-injurious (---------->metabraininjured)
behavior. (---------->meta-shortchange)
This conclusion is also supported by a multisite study of depressed adolescents who had (--------->para-tripling)
previously failed to respond to antidepressant medication, which noted that those with previous (--------->ortho-wetherell)
nonsuicidal self-injury did not respond to cognitive-behavioral therapy, and by a study (---------->metaroblems)
that found that nonsuicidal self-injury is a predictor of substance use/misuse. (---------->para-nitrites)
Trichotillomania (hair-pulling disorder). Trichotillomania is an injurious behavior confined (--------->meta-monique)
to pulling out one's own hair, most commonly from the scalp, eyebrows, or eyelashes. (---------->orthocondon)
The behavior occurs in "sessions" that can last for hours. It is most likely to occur during a (--------->ortho-desipramine)
period of relaxation or distraction. (---------->para-refute)
Stereotypic self-injury. Stereotypic self-injury, which can include head banging, selfbiting, (--------->ortho-airway)
or self-hitting, is usually associated with intense concentration or under conditions (---------->paraunconventional)
of low external stimulation and might be associated with developmental delay. (---------->ortho-dumas)
Excoriation (skin-picking) disorder. Excoriation disorder occurs mainly in females and (---------->orthodegrading)
is usually directed to picking at an area of the skin that the individual feels is unsightly or (---------->paranarrowing)
a blemish, usually on the face or the scalp. As in nonsuicidal self-injury, the picking is often (--------->para-discouraged)
preceded by an urge and is experienced as pleasurable, even though the individual realizes (--------->para-hyperactiveimpulsive)
that he or she is harming himself or herself. It is not associated with the use of any implement. (--------->meta-encovmter)
Highlights of Changes From DSIVI-IV to DSIVI-5.................................... 809 (---------->meta-ivlajor)
Glossary of Technical Terms.................................................................. 817 (---------->para-ventral)
Glossary of Cultural Concepts of Distress............................................ 833 (---------->ortho-stiffness)
Alphabetical Listing of DSM-5 Diagnoses and Codes (---------->para-ihat)
(ICD-9-CM and ICD-10-CM)................................................................ 839 (---------->meta-grandparent)
Numerical Listing of DSM-5 Diagnoses and Codes (ICD-9-CM).......... 863 (---------->ortho-funnels)
Numerical Listing of DSM-5 Diagnoses and Codes (ICD-10-CM)........877 (---------->meta-neuropathy)
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DSM-5 Advisors and Other Contributors................................................ 897 (---------->metapromethazine)
Highlights of Changes FiNiii (---------->para-tuch)
DSiVi-IV to D Ü * i (---------->meta-gaf)
ChsngGS msdG to DSM’5 diagnostic criteria and texts are outlined in this chapter (---------->orthoopiates)
in the same order in which they appear in the DSM-5 classification. This abbreviated description (--------->para-cohesive)
is intended to orient readers to only the most significant changes in each disorder category. (--------->meta-intoxications)
An expanded description of nearly all changes (e.g., except minor text or wording (---------->paragregarious)
changes needed for clarity) is available online (www.psychiatry.org/dsm5). It should also be (--------->ortho-worsened)
noted that Section I contains a description of changes pertaining to the chapter organization (--------->ortho-parenteral)
in DSM-5, the multiaxial system, and the introduction of dimensional assessments. (---------->orthomultisyllable)
Neurodevelopmental Disorders (---------->ortho-maalobeeka)
The term mental retardation was used in DSM-IV. However, intellectual disability (intellectual (--------->para-titers)
developmental disorder) is the term that has come into common use over the past (---------->parasetter)
two decades among medical, educational, and other professionals, and by the lay public (--------->meta-intoxications)
and advocacy groups. Diagnostic criteria emphasize the need for an assessment of both (--------->para-neiman)
cognitive capacity (IQ) and adaptive functioning. Severity is determined by adaptive functioning (--------->para-crossculturally)
rather than IQ score. (---------->para-qll)
The communication disorders, which are newly named from DSM-IV phonological disorder (--------->para-articulatory)
and stuttering, respectively, include language disorder (which combines the previous (---------->orthonormative)
expressive and mixed receptive-expressive language disorders), speech sound disorder (previously (--------->para-dereallzation)
phonological disorder), and childhood-onset fluency disorder (previously stuttering). (---------->parasnatching)
Also included is social (pragmatic) commimication disorder, a new condition involving (---------->parayawning)
persistent difficulties in the social uses of verbal and nonverbal communication. (---------->para-tippey)
Autism spectrum disorder is a new DSM-5 disorder encompassing the previous DSMIV (---------->orthoedinger)
autistic disorder (autism), Asperger's disorder, childhood disintegrative disorder, (---------->orthoundesirable)
Rett's disorder, and pervasive developmental disorder not otherwise specified. It is characterized (--------->ortho-contrasted)
by deficits in two core domains: 1) deficits in social communication and social interaction (--------->ortho-wartime)
and 2) restricted repetitive patterns of behavior, interests, and activities. (---------->ortho-urophilia)
Several changes have been made to the diagnostic criteria for attention-deficit/hyperactivity (--------->meta-desists)
disorder (ADHD). Examples have been added to the criterion items to facilitate application (--------->para-sighted)
across the life span; the age at onset description has been changed (from "some hyperactiveimpulsive
(---------->meta-irresponsibly)
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or inattentive symptoms that caused impairment were present before age 7 years" (---------->orthoinhale)
to "Several inattentive or hyperactive-impulsive symptoms were present prior to age 12"); (--------->ortho-unending)
subtypes have been replaced with presentation specifiers that map directly to the prior subtypes; (--------->meta-rcxser)
a comorbid diagnosis with autism spectrum disorder is now allowed; and a symptom (---------->metaanxiolytic)
tlu-eshold change has been made for adults, to reflect the substantial evidence of clinically significant (--------->para-lnte)
ADHD impairment, with the cutoff for ADHD of five symptoms, instead of six required (---------->orthofaye)
for younger persons, both for inattention and for hyperactivity and impulsivity. (---------->ortho-antisocial)
Specific learning disorder combines the DSM-IV diagnoses of reading disorder, mathematics (--------->ortho-niranjan)
disorder, disorder of written expression, and learning disorder not otherwise (---------->para-saroyan)
specified. Learning deficits in the areas of reading, written expression, and mathematics (--------->ortho-ingesting)
are coded as separate specifiers. Acknowledgment is made in the text that specific types of (--------->ortho-cavanagh)
reading deficits are described internationally in various ways as dyslexia and specific types (--------->meta-cannabinoid)
of mathematics deficits as dyscalculia. (---------->meta-emfield)
The following motor disorders are included in DSM-5: developmental coordination disorder, (--------->meta-powerless)
stereotypic movement disorder, Tourette's disorder, persistent (chronic) motor or vocal (---------->orthotesticular)
tic disorder, provisional tic disorder, other specified tic disorder, and unspecified tic disorder. (--------->meta-wiuiam)
The tic criteria have been standardized across all of these disorders in this chapter. (---------->paraascribe)
Schizophrenia Spectrum and Other Psychotic Disorders (---------->para-unrealistic)
Two changes were made to Criterion A for schizophrenia: 1) the elimination of the special attribution (--------->meta-terrell)
of bizarre delusions and Schneiderian first-rank auditory hallucinations (e.g., two or (---------->paranonliving)
more voices conversing), leading to the requirement of at least two Criterion A symptoms for (--------->para-seriousness)
any diagnosis of schizophrenia, and 2) the addition of the requirement that at least one of the (--------->ortho-phox)
Criterion A symptoms must be delusions, hallucinations, or disorganized speech. The DSM-IV (--------->para-goodline)
subtypes of schizophrenia were eliminated due to their limited diagnostic stability, low reliability, (--------->ortho-andriy)
and poor validity. Instead, a dimensional approach to rating severity for the core symptoms (--------->meta-cyanosis)
of schizophrenia is included in DSM-5 Section ?? to capture the important heterogeneity (--------->meta-adulterants)
in symptom type and severity expressed across individuals with psychotic disorders. (---------->paradevaluation)
Schizoaffective disorder is reconceptualized as a longitudinal instead of a cross-sectional diagnosis—
(---------->ortho-lavid)
more comparable to schizophrenia, bipolar disorder, and major depressive disorder, (---------->metadijk)
which are bridged by this condition—and requires that a major mood episode be present for a (--------->ortho-connotation)
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majority of the total disorder's duration after Criterion A has been met. Criterion A for delusional (--------->ortho-allyson)
disorder no longer has the requirement that the delusions must be nonbizarre; a specifier (--------->meta-epidemiologic)
is now included for bizarre type delusions to provide continuity with DSM-IV. Criteria for (---------->paramalnutrition)
catatonia are described uniformly across DSM-5. Furthermore, catatonia may be diagnosed (--------->para-rested)
with a specifier (for depressive, bipolar, and psychotic disorders, including schizophrenia), in (--------->ortho-isaacs)
the context of a known medical condition, or as an other specified diagnosis. (---------->metaarylcyclohexylamines)
Bipolar and Related Disorders (---------->meta-precipitating)
Diagnostic criteria for bipolar disorders now include both changes in mood and changes in (--------->meta-vehicular)
activity or energy. The DSM-IV diagnosis of bipolar I disorder, mixed episodes—requiring (--------->ortho-boasting)
that the individual simultaneously meet full criteria for both mania and major depressive episode— (--------->ortho-lability)
is replaced with a new specifier "with mixed features." Particular conditions can (---------->ortho-abihty)
now be diagnosed under other specified bipolar and related disorder, including categorization (--------->para-byung)
for individuals with a past history of a major depressive disorder whose symptoms (---------->orthodisregarding)
meet all criteria for hypomania except the duration criterion is not met (i.e., the episode lasts (--------->para-tonya)
only 2 or 3 days instead of the required 4 consecutive days or more). A second condition constituting (--------->ortho-ills)
an other specified bipolar and related disorder variant is that too few symptoms of (---------->parahallucinating)
hypomania are present to meet criteria for the full bipolar II syndrome, although the duration, (--------->ortho-aphasie)
at least 4 consecutive days, is sufficient. Finally, in both this chapter and in the chapter (---------->paracolbom)
Depressive Disorders, an anxious distress specifier is delineated. (---------->para-impainnent)
Depressive Disorders (---------->meta-precipitate)
To address concerns about potential overdiagnosis and overtreatment of bipolar disorder in (--------->ortho-ventromedial)
children, a new diagnosis, disruptive mood dysregulation disorder, is included for children (--------->ortho-hypothalamic)
up to age 18 years who exhibit persistent irritability and frequent episodes of extreme behavioral (--------->meta-languor)
dyscontrol. Premenstrual dysphoric disorder is now promoted from Appendix B, "Criteria (--------->ortho-psen)
Sets and Axes Provided for Further Study," in DSM-IV to the main body of DSM-5. What (--------->para-whipple)
was referred to as dysthymia in DSM-IV now falls under the category of persistent depressive (--------->meta-behaviorial)
disorder, which includes both chronic major depressive disorder and the previous dysthymic (--------->para-discernible)
disorder. The coexistence within a major depressive episode of at least three manic symptoms (--------->meta-iviiid)
(insufficient to satisfy criteria for a manic episode) is now acknowledged by the specifier (---------->paraconwell)
with mixed features. In DSM-IV, there was an exclusion criterion for a major depressive episode (--------->para-cannavo)
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that was applied to depressive symptoms lasting less than 2 months following the death (--------->ortho-mckean)
of a loved one (i.e., the bereavement exclusion). This exclusion is omitted in DSM-5 for several (--------->meta-brightening)
reasons, including the recognition that bereavement is a severe psychosocial stressor that can (--------->ortho-subserving)
precipitate a major depressive episode in a vulnerable individual, generally beginning soon (--------->para-lohl)
after the loss, and can add an additional risk for suffering, feelings of worthlessness, suicidal (--------->para-sonmolence)
ideation, poorer medical health, and worse interpersonal and work functioning. It was critical (--------->meta-spironolactone)
to remove the implication that bereavement typically lasts only 2 months, when both physicians (--------->meta-possessionform)
and grief counselors recognize that the duration is more commonly 1-2 years. A detailed (--------->ortho-queried)
footnote has replaced the more simplistic DSM-IV exclusion to aid clinicians in making the (--------->ortho-conscientiousness)
critical distinction between the symptoms characteristic of bereavement and those of a major (--------->ortho-darnall)
depressive disorder. Finally, a new specifier to indicate the presence of mixed symptoms has (--------->para-neurogenetic)
been added across both the bipolar and the depressive disorders. (---------->ortho-nonconfirming)
Anxiety Disorders (---------->para-neuroleptic)
The chapter on anxiety disorders no longer includes obsessive-compulsive disorder (which (--------->ortho-ventricle)
is in the new chapter "Obsessive-Compulsive and Related Disorders") or posttraumatic (---------->orthothome)
stress disorder (PTSD) and acute stress disorder (which are in the new chapter "Traumaand (--------->ortho-ckle)
Stressor-Related Disorders"). Changes in criteria for specific phobia and social anxiety (---------->parasubsides)
disorder (social phobia) include deletion of the requirement that individuals over age 18 (---------->orthometaphorical)
years recognize that their anxiety is excessive or unreasonable. Instead, the anxiety must be (--------->ortho-encoxmter)
out of proportion to the actual danger or threat in the situation, after cultural contextual factors (--------->para-inflexibility)
are taken into account. In addition, the 6-month duration is now extended to all ages. (---------->orthoostracism)
Panic attacks can now be listed as a specifier that is applicable to all DSM-5 disorders. Panic (--------->para-lona)
disorder and agoraphobia are unlinked in DSM-5. Thus, the former DSM-IV diagnoses of (--------->para-ozonoff)
panic disorder with agoraphobia, panic disorder without agoraphobia, and agoraphobia (---------->orthobupropion)
without history of panic disorder are now replaced by two diagnoses, panic disorder and agoraphobia,
(---------->para-kidnapping)
each with separate criteria. The "generalized" specifier for social anxiety disorder (---------->meta-tracts)
has been deleted and replaced with a "performance only" specifier. Separation anxiety (---------->parahypomanic)
disorder and selective mutism are now classified as anxiety disorders. The wording of the (--------->ortho-tegmental)
criteria is modified to more adequately represent the expression of separation anxiety symptoms (--------->meta-alienating)
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in adulthood. Also, in contrast to DSM-IV, the diagnostic criteria no longer specify that (---------->orthopertains)
onset must be before age 18 years, and a duration statement—"typically lasting for 6 months (--------->ortho-astute)
or more"—has been added for adults to miiumize overdiagnosis of transient fears. (---------->metainauthentic)
Obsessive-Compulsive and Related Disorders (---------->ortho-pharmacological)
The chapter "Obsessive-Compulsive and Related Disorders" is new in DSM-5. New disorders (--------->meta-kola)
include hoarding disorder, excoriation (skin-picking) disorder, substance/medication- (---------->orthoconfronts)
induced obsessive-compulsive and related disorder, and obsessive-compulsive and (---------->paratojuana)
related disorder due to another medical condition. The DSM-IV diagnosis of trichotillomania (--------->meta-supplicant)
is now termed trichotillomania (hair-pulling disorder) and has been moved from a (---------->paracicatricial)
DSM-IV classification of impulse-control disorders not elsewhere classified to obsessivecompulsive (--------->para-orthostasis)
and related disorders in DSM-5. The DSM-IV "with poor insight" specifier for (---------->metamisrepresentation)
obsessive-compulsive disorder has been refined to allow a distinction between individuals (--------->para-piled)
with good or fair insight, poor insight, and "absent insight/delusional" obsessive-compulsive (--------->meta-substarice)
disorder beliefs (i.e., complete conviction that obsessive-compulsive disorder beliefs (---------->paraforcefulness)
are true). Analogous "insight" specifiers have been included for body dysmorphic disorder (--------->ortho-beidel)
and hoarding disorder. A "tic-related" specifier for obsessive-compulsive disorder has also (--------->meta-handwrite)
been added, because presence of a comorbid tic disorder may have important clinical implications. (--------->meta-ophthalmological)
A "muscle dysmofhia" specifier for body dysmorphic disorder is added to reflect (---------->ortho-strep)
a growing literature on the diagnostic validity and clinical utility of making this (---------->meta-aspartate)
distinction in individuals with body dysmorphic disorder. The delusional variant of body (---------->paraautoimmune)
dysmorphic disorder (which identifies individuals who are completely convinced that their (--------->meta-imable)
perceived defects or flaws are truly abnormal appearing) is no longer coded as both delusional (--------->meta-nontolerant)
disorder, somatic type, and body dysmorphic disorder; in DSM-5, this presentation is (---------->metaembodied)
designated only as body dysmofhic disorder with the absent insight/delusional specifier. (---------->metarapidity)
Individuals can also be diagnosed with other specified obsessive-compulsive and related (--------->ortho-pus)
disorder, which can include conditions such as body-focused repetitive behavior disorder (--------->para-paleness)
and obsessional jealousy, or unspecified obsessive-compulsive and related disorder. (---------->metadissuaded)
Trauma- and Stressor-Related Disorders (---------->para-granader)
For a diagnosis of acute stress disorder, qualifying traumatic events are now explicit as to (--------->meta-sedating)
whether they were experienced directly, witnessed, or experienced indirectly. Also, the (---------->metadropout)
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DSM-IV Criterion A2 regarding the subjective reaction to the traumatic event (e.g., experiencing (--------->para-alternation)
'"fear, helplessness, or horror") has been eliminated. Adjustment disorders are (---------->meta-taijin)
reconceptualized as a heterogeneous array of stress-response syndromes that occur after (--------->para-caban)
exposure to a distressing (traumatic or nontraumatic) event, rather than as a residual category (--------->meta-generalist)
for individuals who exhibit clinically significant distress but whose symptoms do (---------->meta-tsai)
not meet criteria for a more discrete disorder (as in DSM-IV). (---------->para-repress)
DSM-5 criteria for PTSD differ significantly from the DSM-IV criteria. The stressor criterion (--------->para-amoimts)
(Criterion A) is more explicit with regard to events that qualify as "traumatic" experiences. (--------->ortho-zes)
Also, DSM-IV Criterion A2 (subjective reaction) has been eliminated. Whereas (---------->orthoconversational)
there were three major symptom clusters in DSM-IV—reexperiencing, avoidance/numbing, (--------->ortho-nocturia)
and arousal—there are now four symptom clusters in DSM-5, because the avoidance/ (---------->metadecalvans)
numbing cluster is divided into two distinct clusters: avoidance and persistent negative alterations (--------->para-intrude)
in cognitions and mood. This latter category, which retains most of the DSM-IV (---------->para-daime)
numbing symptoms, also includes new or reconceptualized symptoms, such as persistent (--------->meta-engages)
negative emotional states. The final cluster—alterations in arousal and reactivity—retains (--------->meta-ite)
most of the DSM-IV arousal symptoms. It also includes irritable behavior or angry outbursts (--------->meta-syphilis)
and reckless or self-destructive behavior. PTSD is now developmentally sensitive in (---------->metaconvulsions)
that diagnostic thresholds have been lowered for children and adolescents. Furthermore, (--------->meta-thematically)
separate criteria have been added for children age 6 years or younger with this disorder. (--------->ortho-surreptitious)
The DSM-IV childhood diagnosis reactive attachment disorder had two subtypes: (---------->parasalvatore)
emotionally withdrawn/inhibited and indiscriminately social/disinhibited. In DSM-5, (---------->metaboman)
these subtypes are defined as distinct disorders: reactive attachment disorder and disinhibited (--------->para-overdosing)
social engagement disorder. (---------->para-nongenetic)
Dissociative Disorders (---------->meta-constriction)
Major changes in dissociative disorders in DSM-5 include the following: 1) derealization is (--------->meta-delaney)
included in the name and symptom structure of what previously was called depersonalization (--------->meta-boudreau)
disorder (depersonalization/derealization disorder); 2) dissociative fugue is now a (---------->paramustafa)
specifier of dissociative amnesia rather than a separate diagnosis, and 3) the criteria for (---------->parathrobbing)
dissociative identity disorder have been changed to indicate that symptoms of disruption (--------->ortho-categorize)
of identity may be reported as well as observed, and that gaps in the recall of events may (--------->meta-nicola)
occur for everyday and not just traumatic events. Also, experiences of pathological possession (--------->ortho-neurodegenerative)
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in some cultures are included in the description of identity disruption. (---------->ortho-overuse)
Somatic Symptom and Related Disorders (---------->meta-intimidates)
In DSM-5, somatoform disorders are now referred to as somatic symptom and related disorders. (--------->ortho-unscrupulous)
The DSM-5 classification reduces the number of these disorders and subcategories to (---------->paranecessitating)
avoid problematic overlap. Diagnoses of somatization disorder, hypochondriasis, pain disorder, (--------->meta-clumsy)
and undifferentiated somatoform disorder have been removed. Individuals previously (---------->parabhembe)
diagnosed with somatization disorder will usually have symptoms that meet DSM-5 (---------->orthocorroborate)
criteria for somatic symptom disorder, but only if they have the maladaptive thoughts, feelings, (--------->para-misarticulating)
and behaviors that define the disorder, in addition to their somatic symptoms. Because (---------->paraanxiolytic)
the distinction between somatization disorder and undifferentiated somatoform disorder (---------->orthoaspiration)
was arbitrary, they are merged in DSM-5 under somatic symptom disorder. Individuals previously (--------->ortho-mirrored)
diagnosed with hypochondriasis who have high health anxiety but no somatic symptoms (--------->para-macallister)
would receive a DSM-5 diagnosis of illness anxiety disorder (unless their health (---------->metastimulantinduced)
anxiety was better explained by a primary anxiety disorder, such as generalized anxiety disorder). (--------->ortho-armety)
Some individuals with chronic pain would be appropriately diagnosed as having somatic (---------->paradqb)
symptom disorder, with predominant pain. For otiiers, psychological factors affecting (---------->metareefers)
other medical conditions or an adjustment disorder would be more appropriate. (---------->paraconduction)
Psychological factors affecting other medical conditions is a new mental disorder in (---------->para-alya)
DSM-5, having formerly been listed in the DSM-IV chapter "Other Conditions That May (---------->orthoobsessional)
Be a Focus of Clinical Attention." This disorder and factitious disorder are placed among (--------->ortho-impulsecontrol)
the somatic symptom and related disorders because somatic symptoms are predominant (--------->para-tuberous)
in both disorders, and both are most often encountered in medical settings. The variants of (--------->para-fatness)
psychological factors affecting other medical conditions are removed in favor of the stem (--------->meta-thyrotoxicosis)
diagnosis. Criteria for conversion disorder (functional neurological symptom disorder) (---------->orthoying)
have been modified to emphasize the essential importance of the neurological examination, (--------->para-shona)
and in recognition that relevant psychological factors may not be demonstrable at the (---------->metaespy)
time of diagnosis. Other specified somatic symptom disorder, other specified illness anxiety (--------->meta-glib)
disorder, and pseudocyesis are now the only exemplars of the other specified somatic (---------->metaburglars)
symptom and related disorder classification. (---------->meta-nonamnestic)
Feeding and Eating Disorders (---------->meta-noncastrated)
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Because of the elimination of the DSM-IV-TR chapter "Disorders Usually First Diagnosed (--------->meta-nonspoken)
During Infancy, Childhood, or Adolescence," this chapter describes several disorders found in (--------->meta-multisite)
the DSM-IV section "Feeding and Eating Disorders of Infancy or Early Childhood," such as (--------->para-narrowed)
pica and rumination disorder. The DSM-IV category feeding disorder of infancy or early (---------->paracompulsions)
childhood has been renamed avoidant/restrictive food intake disorder, and the criteria are (--------->ortho-chirman)
significantly expanded. The core diagnostic criteria for anorexia nervosa are conceptually unchanged (--------->para-muppa)
from E)SM-rV with one exception: the requirement for amenorrhea is eliminated. As (---------->paradistressful)
in DSM-IV, individuals with this disorder are required by Criterion A to be at a significantly (--------->ortho-cortices)
low body weight for their developmental stage. The wording of the criterion is changed for (--------->ortho-lengthier)
clarification, and guidance regarding how to judge whether an individual is at or below a significantly (--------->meta-lahey)
low weight is provided in the text. In DSM-5, Criterion B is expanded to include not (---------->orthocaron)
only overtly expressed fear of weight gain but also persistent behavior that interferes with (--------->meta-excreted)
weight gain. The only change in the DSM-IV criteria for bulimia nervosa is a reduction in the (--------->ortho-oleson)
required minimum average frequency of binge eating and inappropriate compensatory behavior (--------->ortho-isoniazid)
frequency from twice to once weekly. The extensive research that followed the promulgation (--------->para-haircuts)
of preliminary criteria for binge-eating disorder in Appendix B of DSM-IV (---------->para-opisthotonus)
documented the clinical utility and validity of binge-eating disorder. The only significant difference (--------->ortho-egocentrism)
from the preliminary criteria is that the minimum average frequency of binge eating required (--------->meta-triglycerides)
for diagnosis is once weekly over the last 3 months, identical to the frequency criterion (---------->orthodube)
for bulimia nervosa (rather than at least 2 days a week for 6 months in DSM-IV). (---------->orthoelaborated)
Elimination Disorders (---------->para-tamoxifen)
There have been no significant changes in this diagnostic class from DSM-IV to DSM-5. (--------->meta-womack)
The disorders in this chapter were previously classified under disorders usually first diagnosed (--------->ortho-individuai)
in infancy, childhood, or adolescence in DSM-IV and exist now as an independent (---------->metaoverreport)
classification in DSM-5. (---------->ortho-nonsomatic)
Sleep-Wake Disorders (---------->para-blemish)
In DSM-5, the DSM-IV diagnoses named sleep disorder related to another mental disorder (--------->meta-stephane)
and sleep disorder related to another medical condition have been removed, and instead (--------->para-lotspeich)
greater specification of coexisting conditions is provided for each sleep-wake disorder. The (--------->ortho-neuropathology)
diagnosis of primary insomnia has been renamed insomnia disorder to avoid the differentiation (--------->meta-conventionally)
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between primary and secondary insomnia. DSM-5 also distinguishes narcolepsy— (---------->orthofarida)
now known to be associated with hypocretin deficiency—from other forms of hypersomnolence (--------->meta-ise)
(hypersomnolence disorder). Finally, throughout the DSM-5 classification of sleepwake (---------->orthoinformants)
disorders, pediatric and developmental criteria and text are integrated where existing (---------->metaprovoke)
science and considerations of clinical utility support such integration. Breathing-related (---------->paradiathesis)
sleep disorders are divided into three relatively distinct disorders: obstructive sleep apnea (--------->para-perceptible)
hypopnea, central sleep apnea, and sleep-related hypoventilation. The subtypes of circadian (--------->meta-uric)
rhythm sleep disorders are expanded to include advanced sleep phase type and irregular (--------->meta-murmuring)
sleep-wake type, whereas the jet lag type has been removed. The use of the former "not otherwise (--------->meta-httle)
specified" diagnoses in DSM-IV have been reduced by elevating rapid eye movement (---------->metaperioral)
sleep behavior disorder and restless legs syndrome to independent disorders. (---------->para-dormer)
Sexual Dysfunctions (---------->ortho-moming)
In DSM-5, some gender-specific sexual dysfunctions have been added, and, for females, (--------->meta-antisocial)
sexual desire and arousal disorders have been combined into one disorder: female sexual (--------->meta-gynephilic)
interest/arousal disorder. All of the sexual dysfunctions (except substance/medication-induced (--------->meta-hemorrhoids)
sexual dysfunction) now require a minimum duration of approximately 6 months and (---------->parabianca)
more precise severity criteria. Genito-pelvic pain/penetration disorder has been added to (--------->para-finiii)
DSM-5 and represents a merging of vaginismus and dyspareunia, which were highly comorbid (--------->para-tliey)
and difficult to distinguish. The diagnosis of sexual aversion disorder has been removed (---------->parainject)
due to rare use and lack of supporting research. (---------->para-butterfield)
There are now only two subtypes for sexual dysfunctions: lifelong versus acquired (---------->orthoharmonizing)
and generalized versus situational. To indicate the presence and degree of medical and (--------->ortho-supplicant)
other nonmedical correlates, the following associated features have been added to the text: (--------->para-witii)
partner factors, relationship factors, individual vulnerability factors, cultural or religious (---------->orthononanmestic)
factors, and medical factors. (---------->ortho-recurrently)
Gender Dysplioria (---------->para-ganglia)
Gender dysphoria is a new diagnostic class in DSM-5 and reflects a change in conceptualization (--------->ortho-phenylethylamine)
of the disorder's defining features by emphasizing the phenomenon of "gender incongruence" (--------->para-ideation)
rather than cross-gender identification per se, as was the case in DSM-IV gender (---------->orthoexertion)
identity disorder. Gender dysphoria includes separate sets of criteria: for children and for (--------->para-nandini)
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adults and adolescents. For the adolescents and adults criteria, the previous Criterion A (---------->parabso)
(cross-gender identification) and Criterion B (aversion toward one's gender) are merged. In (--------->ortho-insonmia)
the wording of the criteria, "the other sex" is replaced by "the other gender" (or "some alternative (--------->meta-stipulating)
gender")." Gender instead of sex is used systematically because the concept "sex" is inadequate (--------->meta-amputated)
when referring to individuals with a disorder of sex development. In the child (---------->ortho-solanto)
criteria, "strong desire to be of the other gender" replaces the previous "repeatedly stated desire (--------->para-sldlls)
to be...the other sex" to capture the situation of some children who, in a coercive environment, (--------->para-circumstantial)
may not verbalize the desire to be of another gender. For children. Criterion A1 ("a (---------->metacortices)
strong desire to be of the other gender or an insistence that he or she is the other gender...)" (--------->meta-proprioception)
is now necessary (but not sufficient), which makes the diagnosis more restrictive and conservative. (--------->para-selena)
The subtyping on the basis of sexual orientation is removed because the distinction is (---------->metamyasthenia)
no longer considered clinically useful. A posttransition specifier has been added to identify (--------->para-irritated)
individuals who have undergone at least one medical procedure or treatment to support the (--------->meta-enright)
new gender assignment (e.g., cross-sex hormone treatment). Although the concept of posttransition (--------->ortho-secretions)
is modeled on the concept of full or partial remission, the term remission has implications (--------->meta-amgricsn)
in terms of symptom reduction that do not apply directly to gender dysphoria. (---------->para-quicken)
Disruptive, Impulse-Control, and Conduct Disorders (---------->para-progessively)
The chapter "Disruptive, Impulse-Control, and Conduct Disorders" is new to DSM-5 and (--------->meta-disulfiram)
combines disorders that were previously included in the chapter "Disorders Usually First Diagnosed (--------->ortho-gariti)
in Infancy, Childhood, or Adolescence" (i.e., oppositional defiant disorder; conduct (---------->orthoscalco)
disorder; and disruptive behavior disorder not otherwise specified, now categorized as other (--------->meta-recede)
specified and unspecified disruptive, impulse-control, and conduct disorders) and the chapter (--------->ortho-underreport)
Impulse-Control Disorders Not Elsewhere Classified (i.e., intermittent explosive disorder, (--------->para-grn)
pyromania, and kleptomania). These disorders are all characterized by problems in (---------->metagarza)
emotional and behavioral self-control. Notably, ADHD is frequently comorbid with the disorders (--------->meta-granulin)
in this chapter but is listed with the neurodevelopmental disorders. Because of its (---------->paracellulitis)
close association with conduct disorder, antisocial personality disorder is listed both in this (--------->meta-subcutaneous)
chapter and in the chapter "Personality Disorders," where it is described in detail. (---------->metaspence)
The criteria for oppositional defiant disorder are now grouped into three types: angry/ (---------->orthoglasser)
irritable mood, argumentative/defiant behavior, and vindictiveness. Additionally, (---------->para-jamison)
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the exclusionary criterion for conduct disorder has been removed. The criteria for conduct (--------->ortho-mcleod)
disorder include a descriptive features specifier for individuals who meet full criteria for (---------->metaprotrusion)
the disorder but also present with limited prosocial emotions. The primary change in intermittent (--------->para-degraded)
explosive disorder is in the type of aggressive outbursts that should be considered: (---------->parahyperpyrexia)
DSM-IV required physical aggression, whereas in DSM-5 verbal aggression and (---------->paraaberrations)
nondestructive/noninjurious physical aggression also meet criteria. DSM-5 also provides (--------->meta-fimctioning)
more specific criteria defining frequency needed to meet the criteria and specifies that the (--------->meta-mescaline)
aggressive outbursts are impulsive and/or anger based in nature, and must cause marked (--------->meta-bancroft)
distress, cause impairment in occupational or interpersonal functioning, or be associated (--------->meta-dosages)
with negative financial or legal consequences. Furthermore, a minimum age of 6 years (or (--------->ortho-lachut)
equivalent developmental level) is now required. (---------->meta-overdiagnosed)
Substance-Related and Addictive Disorders (---------->para-opioids)
An important departure from past diagnostic manuals is that the chapter on substance-related (--------->para-suspensions)
disorders has been expanded to include gambling disorder. Another key change is that (---------->metamismatch)
DSM-5 does not separate the diagnoses of substance abuse and dependence as in DSM-IV. Rather (--------->ortho-nock)
criteria are provided for substance use disorder, accompanied by criteria for intoxication, (--------->meta-ator)
withdrawal, substance-induced disorders, and unspecified substance-related disorders, (---------->parapostabstinence)
where relevant. Within substance use disorders, the DSM-IV recurrent substance-related legal (--------->meta-hematocrit)
problems criterion has been deleted from DSM-5, and a new criterion—craving, or a strong desire (--------->para-lethality)
or urge to use a substance—^has been added. In addition, the threshold for substance use (--------->para-antagonism)
disorder diagnosis in DSM-5 is set at two or more criteria, in contrast to a threshold of one or (--------->ortho-picky)
more criteria for a diagnosis of DSM-IV substance abuse and three or more for DSM-IV dependence. (--------->meta-bronchitis)
Cannabis withdrawal and caffeine withdrawal are new disorders (the latter was in (---------->parametasyndrome)
DSM-IV Appendbc B, "Criteria Sets and Axes Provided for Further Study"). (---------->para-genevieve)
Severity of the DSM-5 substance use disorders is based on the number of criteria endorsed. (--------->meta-neurochemical)
The DSM-IV specifier for a physiological subtype is eliminated in DSM-5, as is the (---------->parasweating)
DSM-IV diagnosis of polysubstance dependence. Early remission from a DSM-5 substance (--------->para-dfgnitv)
use disorder is defined as at least 3 but less than 12 months without meeting substance use (--------->meta-orderliness)
disorder criteria (except craving), and sustained remission is defined as at least 12 months (--------->ortho-cruelly)
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without meeting criteria (except craving). Additional new DSM-5 specifiers include "in a (---------->paraiviay)
controlled environment" and "on maintenance therapy" as the situation warrants. (---------->parachewing)
Neurocognitive Disorders (---------->para-selfderogatory)
The DSM-IV diagnoses of dementia and amnestic disorder are subsumed under the newly (--------->meta-parikh)
named entity major neurocognitive disorder (NCD). The term dementia is not precluded from (--------->para-cerebrovascular)
use in the etiological subtypes where that term is standard. Furthermore, DSM-5 now recognizes (--------->para-analvzinfi)
a less severe level of cognitive impairment, mild NCD, which is a new disorder that permits (--------->ortho-ventricles)
the diagnosis of less disabling syndromes that may nonetheless be the focus of concern (--------->meta-gaxiola)
and treatment. Diagnostic criteria are provided for both of these disorders, followed by diagnostic (--------->ortho-inquires)
criteria for different etiological subtypes. In DSM-IV, individual diagnoses were designated (--------->meta-circuitries)
for dementia of the Alzheimer's type, vascular dementia, and substance-induced (---------->meta-grout)
dementia, whereas the other neurodegenerative disorders were classified as dementia due to (--------->ortho-sidetracked)
another medical condition, with HIV, head trauma, Parkinson's disease, Huntington's disease. (--------->ortho-horowitz)
Pick's disease, Creutzfeldt-Jakob disease, and other medical conditions specified. In DSM-5, (--------->para-seasonally)
major or mild NCD due to Alzheimer's disease and major or mild vascular NCD have been retained, (--------->ortho-noises)
while new separate criteria are now presented for major or mild frontotemporal NCD, (---------->metabums)
NCD with Lewy bodies, and NCDs due to traumatic brain injury, a substance/medication, (--------->meta-usages)
HIV infection, prion disease, Parkinson's disease, Huntington's disease, another medical condition, (--------->ortho-ischemic)
and multiple etiologies, respectively. Unspecified NCD is also included as a diagnosis. (---------->orthorhit)
Personality Disorders (---------->ortho-omen)
The criteria for personality disorders in Section II of DSM-5 have not changed from those in (--------->ortho-blushing)
DSM-IV. An alternative approach to the diagnosis of personality disorders was developed (--------->ortho-delineated)
for DSM-5 for further study and can be found in Section III (see "Alternative DSM-5 Model (--------->ortho-shubo)
for Personality Disorders"). For the general criteria for personality disorder, presented in (--------->ortho-sugary)
Section III, a revised personality functioning criterion (Criterion A) has been developed (---------->orthosystematized)
based on a literature review of reliable clinical measures of core impairments central to personality (--------->ortho-irritabihty)
pathology. A diagnosis of personality disorder—trait specified, based on moderate (---------->parainborn)
or greater impairment in personality functioning and the presence of pathological personality (--------->para-overweening)
traits, replaces personality disorder not otherwise specified and provides a much more informative (--------->ortho-funerary)
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diagnosis for individuals who are not optimally described as having a specific (---------->orthoimmunocompromise)
personality disorder. A greater emphasis on personality functioning and trait-based criteria (--------->meta-girly)
increases the stability and empirical bases of the disorders. Personality functioning and personality (--------->ortho-cotinine)
traits also can be assessed whether or not the individual has a personality disorder— (---------->paranormatively)
a feature that provides clinically useful information about all individuals. (---------->para-misarticulation)
Paraphilic Disorders (---------->para-othei)
An overarching change from DSM-IV is the addition of the course specifiers "in a controlled (--------->meta-rosso)
environment" and "in remission" to the diagnostic criteria sets for all the paraphilic disorders. (--------->para-dimsdale)
These specifiers are added to indicate important changes in an individual's status. In (---------->metaamenorrhea)
DSM-5, paraphilias are not ipso facto mental disorders. There is a distinction between paraphilias (--------->ortho-nesr)
and paraphilic disorders. A paraphilic disorder is a paraphilia that is currently causing distress (--------->para-dilip)
or impairment to the individual or a paraphilia whose satisfaction has entailed personal (---------->paranondisclosing)
harm, or risk of harm, to others. A paraphilia is a necessary but not a sufficient condition for (--------->meta-unconsenting)
having a paraphilic disorder, and a paraphilia by itself does not automatically justify or require (--------->para-nggi)
clinical intervention. The distinction between paraphilias and paraphilic disorders was implemented (--------->meta-hallucinogenic)
without making any changes to the basic structure of the diagnostic criteria as they (---------->metaextensor)
had existed since DSM-III-R. The change proposed for DSM-5 is that individuals who meet (--------->para-miriimize)
both Criterion A and Criterion B would now be diagnosed as having a paraphilic disorder. A (--------->para-mahowald)
diagnosis would not be given to individuals whose symptoms meet Criterion A but not Criterion (--------->ortho-narrowing)
B—that is, to individuals who have a paraphilia but not a paraphilic disorder. (---------->para-delinquent)
Glossa (---------->ortho-stimulantrelated)
Technical Terms (---------->ortho-snorting)
affect A pattern of observable behaviors that is the expression of a subjectively experienced (--------->para-hopelessness)
feeling state (emotion). Examples of affect include sadness, elation, and anger. In (---------->parakelsay)
contrast to mood, which refers to a pervasive and sustained emotional "climate," ajfect (---------->paraimmobility)
refers to more fluctuating changes in emotional "weather." What is considered the normal (--------->para-darcy)
range of the expression of affect varies considerably, both within and among different (---------->paraintimidation)
cultures. Disturbances in affect include (---------->ortho-gariti)
blunted Significant reduction in the intensity of emotional expression. (---------->ortho-reproducible)
flat Absence or near absence of any sign of affective expression. (---------->meta-volkow)
inappropriate Discordance between affective expression and the content of speech (---------->paraembezzlement)
or ideation. (---------->meta-griffiths)
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labile Abnormal variability in affect with repeated, rapid, and abrupt shifts in affective (---------->orthopostpartum)
expression. (---------->ortho-encoxmter)
restricted or constricted Mild reduction in the range and intensity of emotional expression. (--------->meta-classifying)
affective blunting See AFFECT. (---------->ortho-marrying)
agitation (psychomotor) See PSYCHOMOTOR AGITATION. (---------->ortho-stressrelated)
agnosia Loss of ability to recognize objects, persons, sounds, shapes, or smells that occurs (--------->meta-porfiri)
in the absence of either impairment of the specific sense or significant memory loss. (---------->orthofoiiowing)
alogia An impoverishment in thinking that is inferred from observing speech and language (--------->para-deteriorative)
behavior. There may be brief and concrete replies to questions and restriction in (---------->paraanxiousness)
the amount of spontaneous speech (termed poverty of speech). Sometimes the speech is (--------->ortho-bodv)
adequate in amoimt but conveys little information because it is overconcrete, overabstract, (--------->para-olincy)
repetitive, or stereotyped (termed poverty of content). (---------->para-whitehead)
amnesia An inability to recall important autobiographical information that is inconsistent (---------->parablurriness)
with ordinary forgetting. (---------->meta-nonsomatic)
anhedonia Lack of enjoyment from, engagement in, or energy for life's experiences; deficits (--------->para-baluyut)
in the capacity to feel pleasure and take interest in things. Anhedonia is a facet of (---------->orthosolaleh)
the broad personality trait domain DETACHMENT. (---------->ortho-kristian)
anosognosia A condition in which a person with an illness seems unaware of the existence (--------->para-larl)
of his or her illness. (---------->para-kircanski)
antagonism Behaviors that put an individual at odds with other people, such as an exaggerated (--------->para-ascertained)
sense of self-importance with a concomitant expectation of special treatment, (---------->parahematoma)
as well as a callous antipathy toward others, encompassing both unawareness of (---------->metashona)
others' needs and feelings, and a readiness to use others in the service of self-enhancement. (--------->para-xli)
Antagonism is one of the five broad PERSONALITY TRAIT DOMAINS defined in Section (--------->para-detoxification)
III "Alternative DSM-5 Model for Personality Disorders." (---------->meta-purposeless)
Small caps indicate term found elsewhere in this glossary. Glossary definitions were informed by (--------->ortho-cathinones)
DSM-5 Work Groups, publicly available Internet sources, and previously published glossaries for (--------->ortho-cinapter)
mental disorders (World Health Organization and American Psychiatric Association). (---------->metageda)
antidepressant discontinuation syndrome A set of symptoms that can occur after (---------->orthoacromegaly)
abrupt cessation, or marked reduction in dose, of an antidepressant medication that (---------->paraheckers)
had been taken continuously for at least 1 month. (---------->meta-reichmuth)
anxiety The apprehensive anticipation of future danger or misfortune accompanied by (---------->paraselfderogatory)
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a feeling of worry, distress, and/or somatic symptoms of tension. The focus of anticipated (--------->para-dimensionality)
danger may be internal or external. (---------->meta-lapses)
anxiousness Feelings of nervousness or tenseness in reaction to diverse situations; frequent (--------->ortho-audiovisual)
v^orry about the negative effects of past unpleasant experiences and future negative possibilities; (--------->ortho-chmp)
feeling fearful and apprehensive about uncertainty; expecting the worst to happen. (---------->parawetherby)
Anxiousness is a facet of the broad personality trait domain NEGATIVE AFFECnviTY. (---------->metahernia)
arousal The physiological and psychological state of being awake or reactive to stimuli. (---------->parabarch)
asociality A reduced initiative for interacting with other people. (---------->para-lobe)
attention The ability to focus in a sustained manner on a particular stimulus or activity. (---------->orthotuch)
A disturbance in attention may be manifested by easy DISTRACTIBILITY or difficulty in (---------->metacreeping)
finishing tasks or in concentrating on work. (---------->meta-retraumatization)
attention seeking Engaging in behavior designed to attract notice and to make oneself (---------->metaneuroticism)
the focus of others' attention and admiration. Attention seeking is a facet of the broad (---------->orthopossessing)
personality trait domain ANTAGONISM. (---------->meta-sporadic)
autogynephilia Sexual arousal of a natal male associated with the idea or image of being (--------->meta-lingual)
a woman. (---------->ortho-acquaintance)
avoidance The act of keeping away from stress-related circumstances; a tendency to circumvent (--------->ortho-magically)
cues, activities, and situations that remind the individual of a stressful event (---------->metadiagnosisspecific)
experienced. (---------->meta-nonpurposive)
avolition An inability to initiate and persist in goal-directed activities. When severe enough (--------->meta-foxpz)
to be considered pathological, avolition is pervasive and prevents the person from completing (--------->para-orienting)
many different types of activities (e.g., work, intellectual pursuits, self-care). (---------->para-reminiscent)
bereavement The state of having lost through death someone with whom one has had (---------->paramistrust)
a close relationship. This state includes a range of grief and mourning responses. (---------->metaencopresis)
biological rhythms See CIRCADIAN RHYTHMS. (---------->ortho-conible)
callousness Lack of concern for the feelings or problems of others; lack of guilt or remorse (--------->para-tonic)
about the negative or harmful effects of one's actions on others. Callousness is a (---------->metamultidimensional)
facet of the broad personality trait domain ANTAGONISM. (---------->meta-interviewer)
catalepsy Passive induction of a posture held against gravity. Compare with WAXY FLEXIBILITY. (--------->ortho-taghizadeh)
cataplexy Episodes of sudden bilateral loss of muscle tone resulting in the individual (---------->orthodampened)
collapsing, often occurring in association with intense emotions such as laughter, anger, (--------->meta-poisoned)
fear, or surprise. (---------->ortho-nida)
circadian rhythms Cyclical variations in physiological and biochemical function, level (---------->metahyperintensities)
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of sleep-wake activity, and emotional state. Circadian rhythms have a cycle of about 24 (---------->orthountreated)
hours, ultradian rhythms have a cycle that is shorter than 1 day, and infradian rhythms (---------->orthomultidimensional)
have a cycle that may last weeks or months. (---------->para-gels)
cognitive and perceptual dysregulation Odd or unusual thought processes and experiences, (--------->ortho-friendships)
including DEPERSONALIZA?ON, DEREALIZATON, and DISSOCIATON; mixed sleepwake (--------->para-motility)
state experiences; and thought-control experiences. Cognitive and perceptual (---------->ortho-wetherell)
dysregulation is a facet of the broad personality trait domain PSYCHOTICISM. (---------->meta-pco)
coma State of complete loss of consciousness. (---------->meta-cedilla)
compulsion Repetitive behaviors (e.g., hand washing, ordering, checking) or mental (---------->metasubsiding)
acts (e.g., praying, counting, repeating words silently) that the individual feels driven (---------->metacomorbid)
to perform in response to an obsession, or according to rules that must be applied rigidly. (--------->ortho-commonalities)
The behaviors or mental acts are aimed at preventing or reducing anxiety or distress, (---------->ortholeombruno)
or preventing some dreaded event or situation; however, these behaviors or (---------->metaerythrophobia)
mental acts are not connected in a realistic way with what they are designed to neutralize (--------->meta-muggers)
or prevent or are clearly excessive. (---------->para-subtype)
conversion symptom A loss of, or alteration in, voluntary motor or sensory functioning, (---------->metadiscerned)
with or without apparent impairment of consciousness. The symptom is not fully explained (--------->ortho-caretakers)
by a neurological or another medical condition or the direct effects of a substance (---------->paranonsomatic)
and is not intentionally produced or feigned. (---------->para-triiodothyronine)
deceitfulness Dishonesty and fraudulence; misrepresentation of self; embellishment or (---------->metaexclusionary)
fabrication when relating events. Deceitfulness is a facet of the broad personality trait (---------->orthoencoimtered)
domain ANTAGONISM. (---------->para-encephalitis)
defense mechanism Mechanisms that mediate the individual's reaction to emotional (---------->metaprovokes)
conflicts and to external stressors. Some defense mechanisms (e.g., projection, splitting, (--------->meta-civi)
acting out) are almost invariably maladaptive. Others (e.g., suppression, denial) may (---------->parakda)
be either maladaptive or adaptive, depending on their severity, their inflexibility, and (---------->paracircumvent)
the context in which they occur. (---------->ortho-pggdiriq)
delusion A false belief based on incorrect inference about external reality that is firmly (---------->metaabruptly)
held despite what almost everyone else believes and despite what constitutes incontrovertible (--------->meta-undifferentiated)
and obvious proof or evidence to the contrary. The belief is not ordinarily accepted (---------->meta-tfie)
by other members of the person's culture or subculture (i.e., it is not an article of (---------->metasubsiding)
religious faith). When a false belief involves a value judgment, it is regarded as a delusion (--------->meta-antiparkinsonian)
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only when the judgment is so extreme as to defy credibility. Delusional conviction can (---------->parahypocapneic)
sometimes be inferred from an overvalued idea (in which case the individual has an unreasonable (--------->meta-perpetuation)
belief or idea but does not hold it as firmly as is the case with a delusion). Delusions (---------->parahypoactive)
are subdivided according to their content. Common types are listed below: (---------->para-ranvinder)
bizarre A delusion that involves a phenomenon that the person's culture would regard (---------->paraaggregated)
as physically impossible. (---------->meta-delineation)
delusional jealousy A delusion that one's sexual partner is unfaithful. (---------->ortho-katja)
érotomanie A delusion that another person, usually of higher status, is in love with (---------->metalethality)
the individual. (---------->para-crauciuc)
grandiose A delusion of inflated worth, power, knowledge, identity, or special relationship (--------->para-infested)
to a deity or famous person. (---------->meta-nondamaging)
mixed type Delusions of more than one type (e.g., EROTOMANIC, GRANDIOSE, PERSECUTORY, (--------->meta-alyssa)
SOMATIC) in which no one theme predominates. (---------->para-aberration)
mood-congruent See MOOD-CONGRUENT PSYCHOTIC FEATURES. (---------->ortho-shortcomings)
mood-incongruent See MOOD-INCONGRUENT PSYCHO?C FEATURES. (---------->para-farifare)
of being controlled A delusion in which feelings, impulses, thoughts, or actions (---------->metanonhormonal)
are experienced as being under the control of some external force rather than being (---------->orthooperationalized)
under one's own control. (---------->para-terrence)
of reference A delusion in which events, objects, or other persons in one's immediate (---------->parareentering)
environment are seen as having a particular and unusual significance. These (---------->metadesaturations)
delusions are usually of a negative or pejorative nature but also may be grandiose (---------->metarecur)
in content. A delusion of reference differs from an idea of reference, in which the (---------->parakashyap)
false belief is not as firmly held nor as fully organized into a true belief. (---------->meta-aubrie)
persecutory A delusion in which the central theme is that one (or someone to whom (---------->metahypophosphatemia)
one is close) is being attacked, harassed, cheated, persecuted, or conspired against. (---------->orthopositional)
somatic A delusion whose main content pertains to the appearance or functioning (---------->parasociability)
of one's body. (---------->ortho-creighton)
thought broadcasting A delusion that one's thoughts are being broadcast out loud (---------->orthohonorfinancial)
so that they can be perceived by others. (---------->para-knovm)
thought insertion A delusion that certain of one's thoughts are not one's own, but (---------->orthoprovocation)
rather are inserted into one's mind. (---------->ortho-jankord)
depersonalization The experience of feeling detached from, and as if one is an outside (---------->orthoattei)
observer of, one's mental processes, body, or actions (e.g., feeling like one is in a dream; (--------->meta-eraser)
a sense of unreality of self, perceptual alterations; emotional and/or physical numbing; (---------->parainauthentic)
temporal distortions; sense of unreality). (---------->meta-pathologized)
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depressivity Feelings of being intensely sad, miserable, and/or hopeless. Some patients (--------->ortho-snacking)
describe an absence of feelings and/or dysphoria; difficulty recovering from such (---------->parafossum)
moods; pessimism about the future; pervasive shame and/or guilt; feelings of inferior (---------->parafeinstein)
self-worth; and thoughts of suicide and suicidal behavior. Depressivity is a facet of the (---------->metahaggard)
broad personality trait domain DETACHMENT. (---------->meta-uninformative)
derealization The experience of feeling detached from, and as if one is an outside observer (--------->para-dauro)
of, one's surroundings (e.g., individuals or objects are experienced as unreal, (---------->para-falsifying)
dreamlike, foggy, lifeless, or visually distorted). (---------->para-waning)
detachment Avoidance of socioemotional experience, including both WITHDRAWAL from (--------->meta-attenuated)
interpersonal interactions (ranging from casual, daily interactions to friendships and intimate (--------->ortho-heddle)
relationships [i.e., INTIMACY AVOIDANCE]) and RESTRICTED AFFECTWITY, particularly (--------->meta-substancerelated)
limited hedonic capacity. Detachment is one of the five pathological PERSONALITY TRAIT (--------->ortho-arthralgias)
DOMAINS defined in Section ?? "Alternative DSM-5 Model for Personality Disorders." (---------->metafoci)
disinhibition Orientation toward immediate gratification, leading to impulsive behavior (---------->paraovervaluatipn)
driven by current thoughts, feelings, and external stimuli, without regard for past (---------->metaesophagoscopy)
learning or consideration of future consequences. RIGID PERFECTIONISM, the opposite (--------->meta-modulating)
pole of this domain, reflects excessive constraint of impulses, risk avoidance, hyperresponsibility, (--------->ortho-grau)
hyperperfectionism, and rigid, rule-governed behavior. Disinhibition (---------->para-parenthetically)
is one of the five pathological PERSONALITY TRAIT DOMAINS defined in Section III "Alternative (--------->meta-attributions)
DSM-5 Model for Personality Disorders." (---------->ortho-horrific)
disorder of sex development Condition of significant inborn somatic deviations of the (---------->metaridicule)
reproductive tract from the norm and/or of discrepancies among the biological indicators (---------->parashakiness)
of male and female. (---------->meta-golding)
disorientation Confusion about the time of day, date, or season (time); where one is (---------->paratamara)
(place); or who one is (person). (---------->meta-frail)
dissociation The splitting off of clusters of mental contents from conscious awareness. (---------->metaencountering)
Dissociation is a mechanism central to dissociative disorders. The term is also used to (---------->parahighdose)
describe the separation of an idea from its emotional significance and affect, as seen in (---------->metahwa)
the inappropriate affect in schizophrenia. Often a result of psychic trauma, dissociation (---------->metawasteful)
may allow the individual to maintain allegiance to two contradictory truths while remaining (--------->meta-edginess)
unconscious of the contradiction. An extreme manifestation of dissociation is (---------->ortho-tliis)
dissociative identity disorder, in which a person may exhibit several independent personalities, (--------->ortho-jos)
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each unaware of the others. (---------->ortho-postoperative)
distractibility Difficulty concentrating and focusing on tasks; attention is easily diverted (---------->orthoepperson)
by extraneous stimuli; difficulty maintaining goal-focused behavior, including both (---------->metaflicking)
planning and completing tasks. Distractibility is a facet of the broad personality trait (---------->orthoinequities)
domain DiSlNHlBmON. (---------->meta-intimidation)
dysarthria A disorder of speech sound production due to structural or motor impairment (---------->metautero)
affecting the articulatory apparatus. Such disorders include cleft palate, muscle (---------->metasecretions)
disorders, cranial nerve disorders, and cerebral palsy affecting bulbar structures (i.e., (---------->paramckeith)
lower and upper motor neuron disorders). (---------->ortho-inferences)
dyskinesia Distortion of voluntary movements with involuntary muscle activity. (---------->para-carlino)
dysphoria (dysphoric mood) A condition in which a person experiences intense feelings (---------->parablurred)
of depression, discontent, and in some cases indifference to the world around them. (---------->orthostylistic)
dyssomnias Primary disorders of sleep or wakefulness characterized by INSOMNIA or (---------->paradifferentiy)
HYPERSOMNIA as the major presenting symptom. Dyssomnias are disorders of the (---------->metastratigos)
amount, quality, or timing of sleep. Compare with PARASOMNIAS. (---------->para-tliis)
dysthymia Presence, while depressed, of two or more of the following: 1) poor appetite (---------->orthocarney)
or overeating, 2) insomnia or hypersonnnia, 3) low energy or fatigue, 4) low self-esteem, (--------->meta-troemel)
5) poor concentration or difficulty making decisions, or 6) feelings of hopelessness. (---------->orthointrauterine)
dystonia Disordered tonicity of muscles. (---------->ortho-unrealistic)
eccentricity Odd, unusual, or bizarre behavior, appearance, and/or speech having (---------->metaschaper)
strange and unpredictable thoughts; saying unusual or inappropriate things. Eccentricity (--------->meta-hawton)
is a facet of the broad personality trait domain PSYCHOTICISM. (---------->ortho-sleeptalking)
echolalia The pathological, parrotlike, and apparently senseless repetition (echoing) of (---------->paratrisomy)
a word or phrase just spoken by another person. (---------->meta-characterizes)
echopraxia Mimicking the movements of another. (---------->ortho-stereotypy)
emotional lability Instability of emotional experiences and mood; emotions that are (---------->metaevokes)
easily aroused, intense, and/or out of proportion to events and circumstances. Emotional (--------->meta-predating)
lability is a facet of the broad personality trait domain NEGATIVE AFFECTIVITY. (---------->orthosomnolence)
empathy Comprehension and appreciation of others' experiences and motivations; tolerance (--------->para-normed)
of differing perspectives; understanding the effects of own behavior on others. (---------->paracrescendo)
episode (episodic) A specified duration of time during which the patient has developed or (--------->para-roula)
experienced symptoms that meet the diagnostic criteria for a given mental disorder. Depending (--------->para-eracusis)
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on the type of mental disorder, episode may denote a certain number of symptoms (---------->paraweintraub)
or a specified severity or frequency of symptoms. Episodes may be further differentiated (---------->paravuhierability)
as a single (first) episode or a recurrence or relapse of multiple episodes if appropriate. (---------->metasudah)
euphoria A mental and emotional condition in which a person experiences intense feelings (--------->para-qhristine)
of well-being, elation, happiness, excitement, and joy. (---------->ortho-coldness)
fatigability Tendency to become easily fatigued. See also FATIGUE. (---------->para-hypertelorism)
fatigue A state (also called exhaustion, tiredness, lethargy, languidness, languor, lassitude, (--------->ortho-masculine)
and listlessness) usually associated with a weakening or depletion of one's physical (---------->pararegurgitation)
and/or mental resources, ranging from a general state of lethargy to a specific, (---------->meta-byung)
work-induced burning sensation within one's muscles. Physical fatigue leads to an inability (--------->ortho-lieberman)
to continue functioning at one's normal level of activity. Although widespread (---------->meta-intrudes)
in everyday life, this state usually becomes particularly noticeable during heavy exercise. (--------->meta-plantar)
Mental fatigue, by contrast, most often manifests as SOMNOLENCE (sleepiness). (---------->orthoembodies)
fear An emotional response to perceived imminent threat or danger associated with (---------->orthodelaney)
urges to flee or fight. (---------->ortho-burglars)
flashback A dissociative state during which aspects of a traumatic event are reexperienced (--------->para-drescher)
as though they were occurring at that moment. (---------->ortho-inflection)
flight of ideas A nearly continuous flow of accelerated speech with abrupt changes (---------->metalacrimation)
from topic to topic that are usually based on understandable associations, distracting (---------->parabridged)
stimuli, or plays on words. When the condition is severe, speech may be disorganized (---------->orthoblunting)
and incoherent. (---------->para-mononucleosis)
gender The public (and usually legally recognized) lived role as boy or girl, man or (---------->orthotroublesome)
woman. Biological factors are seen as contributing in interaction with social and psychological (--------->para-dizziness)
factors to gender development. (---------->ortho-intrusions)
gender assignment The initial assignment as male or female, which usually occurs at (---------->orthoacknowledging)
birth and is subsequently referred to as the "natal gender." (---------->para-gonadotropin)
gender dysphoria Distress that accompanies the incongruence between one's experienced (--------->ortho-ponder)
and expressed gender and one's assigned or natal gender. (---------->ortho-unrealistically)
gender experience The unique and personal ways in which individuals experience their (---------->orthoheterogeneity)
gender in the context of the gender roles provided by their societies. (---------->ortho-toxin)
gender expression The specific ways in which individuals enact gender roles provided (---------->orthocorbett)
in their societies. (---------->meta-emoting)
gender identity A category of social identity that refers to an individual's identification (---------->orthorlunggi)
as male, female or, occasionally, some category other than male or female. (---------->meta-odors)
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gender reassignment A change of gender that can be either medical (hormones, surgery) (--------->meta-feign)
or legal (government recognition), or both. In case of medical interventions, often (---------->parainfidelity)
referred to as sex reassignment. (---------->para-preponderance)
geometric hallucination See HALLUCINATION. (---------->meta-dalder)
grandiosity Believing that one is superior to others and deserves special treatment; selfcenteredness; (--------->meta-palilalia)
feelings of entitlement; condescension toward others. Grandiosity is a (---------->para-blemish)
facet of the broad personality trait domain ANTAGONISM. (---------->para-ffm)
grimace (grimacing) Odd and inappropriate facial expressions unrelated to situation (---------->paraintoxicating)
(as seen in individuals with CATATONIA). (---------->para-prefrontal)
hallucination A perception-like experience with the clarity and impact of a true perception (--------->meta-pejorative)
but without the external stimulation of the relevant sensory organ. Hallucinations (---------->orthoalopecia)
should be distinguished from ILLUSIONS, in which an actual external stimulus is (---------->metasolanto)
misperceived or misintefreted. The person may or may not have insight into the nonveridical (--------->ortho-racketeers)
nature of the hallucination. One hallucinating person may recognize the false (---------->orthononproblematic)
sensory experience, whereas another may be convinced that the experience is grounded (--------->para-afterimages)
in reality. The term hallucination is not ordinarily applied to the false perceptions that (---------->paraemaciation)
occur during dreaming, while falling asleep (hypnagogic), or upon awakening (hypnopompic). (--------->meta-aggravation)
Transient hallucinatory experiences may occur without a mental disorder. (---------->meta-cramps)
auditory A hallucination involving the perception of sound, most commonly of (---------->meta-marlon)
voice. (---------->para-neuropathy)
geometric Visual hallucinations involving geometric shapes such as tunnels and (---------->meta-iviay)
funnels, spirals, lattices, or cobwebs. (---------->para-psych)
gustatory A hallucination involving the perception of taste (usually unpleasant). (---------->ortho-elwell)
mood-congruent See MOOD-CONGRUENT PSYCHOTIC FEATURES. (---------->ortho-anmesias)
mood-incongruent See MOOD-INCONGRUENT PSYCHOTIC FEATURES. (---------->para-cip)
olfactory A hallucination involving the perception of odor, such as of burning rubber (---------->metataper)
or decaying fish. (---------->meta-directionless)
somatic A hallucination involving the perception of physical experience localized (---------->parahypocapnia)
within the body (e.g., a feeling of electricity). A somatic hallucination is to be distinguished (--------->para-intolerances)
from physical sensations arising from an as-yet-undiagnosed general (---------->meta-epperson)
medical condition, from hypochondriacal preoccupation with normal physical (---------->orthopremenstruum)
sensations, or from a tactile hallucination. (---------->meta-priapism)
tactile A hallucination involving the perception of being touched or of something (---------->ortho-facet)
being under one's skin. The most common tactile hallucinations are the sensation (---------->para-toxin)
of electric shocks and formication (the sensation of something creeping or crawling (---------->metacluff)
on pr under the skin). (---------->ortho-moming)
visual A hallucination involving sight, which may consist of formed images, such as of (---------->orthodope)
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people, or of unformed images, such as flashes of light. Visual hallucinations should (---------->orthorefractory)
be distinguished from ILLUSIONS, which are misperceptions of real external stimuli. (---------->parasacrifices)
hostility Persistent or frequent angry feelings; anger or irritability in response to minor (---------->parajacobo)
slights and insults; mean, nasty, or vengeful behavior. Hostility is a facet of the broad (---------->orthousuauy)
personality trait domain ANTAGONISM. (---------->meta-kales)
hyperacusis Increased auditory perception. (---------->meta-pessimistic)
hyperorality A condition in which inappropriate objects are placed in the mouth. (---------->parasmothering)
hypersexuality A stronger than usual urge to have sexual activity. (---------->para-ascertainment)
hypersomnia Excessive sleepiness, as evidenced by prolonged nocturnal sleep, difficulty (--------->para-perseverant)
maintaining an alert awake state during the day, or undesired daytime sleep episodes. (---------->orthouring)
See also SOMNOLENCE. (---------->para-terrors)
hypervigilance An enhanced state of sensory sensitivity accompanied by an exaggerated (--------->para-phosphatase)
intensity of behaviors whose purpose is to detect threats. Hypervigilance is also accompanied (--------->para-yong)
by a state of increased anxiety which can cause exhaustion. Other symptoms include (---------->orthosectionally)
abnormally increased arousal, a high responsiveness to stimuli, and a continual scanning (--------->para-categorical)
of the environment for threats. In hypervigilance, there is a perpetual scanning of the environment (--------->meta-dissipated)
to search for sights, sounds, people, behaviors, smells, or anything else that is reminiscent (--------->meta-aloofness)
of threat or trauma. The individual is placed on high alert in order to be certain (---------->parashortening)
danger is not near. Hypervigilance can lead to a variety of obsessive behavior patterns, as (--------->meta-ardolf)
well as producing difficulties with social interaction and relationships. (---------->ortho-nonpsychotic)
hypomania An abnormality of mood resembling mania but of lesser intensity. See also (---------->parademyelinating)
MANIA. (---------->meta-perminder)
hypopnea Episodes of overly shallow breathing or an abnormally low respiratory rate. (---------->paraconstriction)
ideas of reference The feeling that causal incidents and external events have a particular (--------->ortho-pertains)
and unusual meaning that is specific to the person. An idea of reference is to be distinguished (--------->ortho-hypoactive)
from a DELUSION OF REFERENCE, in which there is a belief that is held with (---------->para-mcdunn)
delusional conviction. (---------->para-paroxysm)
identity Experience of oneself as unique, with clear boundaries between self and others; (---------->parakellie)
stability of self-esteem and accuracy of self-appraisal; capacity for, and ability to regulate, (--------->para-bitten)
a range of emotional experience. (---------->para-wim)
illusion A misperception or misinterpretation of a real external stimulus, such as hearing (---------->metatesticular)
the rustling of leaves as the sound of voices. See also HALLUCINATION. (---------->ortho-uncontrolled)
impulsivity Acting on the spur of the moment in response to immediate stimuli; acting (---------->orthograu)
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on a momentary basis without a plan or consideration of outcomes; difficulty establishing (--------->meta-isu)
and following plans; a sense of urgency and self-harming behavior under emotional (---------->metaobjectively)
distress. Impulsivity is a facet of the broad personality trait domain DiSlNHlBmON. (---------->orthokwame)
incoherence Speech or thinking that is essentially incomprehensible to others because (---------->paradecalvans)
word or phrases are joined together without a logical or meaningful connection. This (---------->metarapidcycling)
disturbance occurs within clauses, in contrast to derailment, in which the disturbance (---------->paraexcruciatingly)
is between clauses. This has sometimes been referred to a "word salad" to convey the (---------->orthotraumatizing)
degree of linguistic disorganization. Mildly ungrammatical constructions or idiomatic (---------->paranmda)
usages characteristic of a particular regional or cultural backgrounds, lack of education, (---------->metamohlman)
or low intelligence should not be considered incoherence. The term is generally (---------->ortho-atrial)
not applied when there is evidence that the disturbance in speech is due to an aphasia. (---------->parafearfulness)
insomnia A subjective complaint of difficulty falling or staying asleep or poor sleep quality. (--------->para-myopathies)
intersex condition A condition in which individuals have conflicting or ambiguous biological (--------->meta-emel)
indicators of sex. (---------->para-osiol)
intimacy Depth and duration of connection with others; desire and capacity for closeness; (--------->para-trinucleotide)
mutuality of regard reflected in interpersonal behavior. (---------->meta-fused)
intimacy avoidance Avoidance of close or romantic relationships, interpersonal attachments, (--------->meta-pathologizing)
and intimate sexual relationships. Intimacy avoidance is a facet of the broad (---------->para-reframing)
personality trait domain DETACHMENT. (---------->para-jsi)
irresponsibility Disregard for—and failure to honor—financial and other obligations or (---------->parapsych)
commitments; lack of respect for—and lack of follow-through on—agreements and (---------->orthohomocystinuria)
promises; carelessness with others' property. Irresponsibility is a facet of the broad personality (--------->ortho-pelvic)
trait domain DiSINHIBmON. (---------->para-acculturation)
language pragmatics The understanding and use of language in a given context. For (---------->parapostnatal)
example, the warning "Watch your hands" when issued to a child who is dirty is intended (--------->para-intal)
not only to prompt the child to look at his or her hands but also to communicate (---------->orthodisomer)
the admonition "Don't get anything dirty." (---------->meta-selfinduced)
lethargy A state of decreased mental activity, characterized by sluggishness, drowsiness, (--------->para-risperidone)
inactivity, and reduced alertness. (---------->para-ipecac)
macropsia The visual perception that objects are larger than they actually are. Compare (---------->paraimmunodeficiency)
with MICROPSIA. (---------->ortho-smartest)
magical thinking The erroneous belief that one's thoughts, words, or actions will cause (---------->metasubgroups)
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or prevent a specific outcome in some way that defies commonly understood laws of (---------->metatial)
cause and effect. Magical thinking may be a part of normal child development. (---------->meta-penal)
mania A mental state of elevated, expansive, or irritable mood and persistently increased (--------->meta-adriana)
level of activity or energy. See also HYPOMANIA. (---------->para-fourfold)
manipulativeness Use of subterfuge to influence or control others; use of seduction, (---------->metaadolescence)
charm, glibness, or ingratiation to achieve one's ends. Manipulativeness is a facet of the (--------->meta-attuned)
broad personality trait domain ANTAGONISM. (---------->ortho-nao)
mannerism A peculiar and characteristic individual style of movement, action, thought, (---------->orthocomprehend)
or speech. (---------->meta-plethysmography)
melancholia (melancholic) A mental state characterized by very severe depression. (---------->metaoblivious)
micropsia The visual perception that objects are smaller than they actually are. Compare (--------->ortho-hyman)
with MACROPSIA. (---------->meta-lapses)
mixed symptoms The specifier "with mixed features" is applied to mood episodes during (--------->ortho-cryptococcus)
which subthreshold symptoms from the opposing pole are present. Whereas these concurrent (--------->para-discernible)
mixed symptoms are relatively simultaneous, they may also occur closely (---------->meta-mcglashan)
juxtaposed in time as a waxing and waning of individual symptoms of the opposite (---------->orthoparaphernalia)
pole (i.e., depressive symptoms during hypomanie or manic episodes, and vice versa). (---------->metaesophagus)
mood A pervasive and sustained emotion that colors the perception of the world. Common (--------->ortho-fragmentary)
examples of mood include depression, elation, anger, and anxiety. In contrast to (---------->para-thyra)
affect, which refers to more fluctuating changes in emotional "weather," mood refers to (---------->metalenient)
a pervasive and sustained emotional "climate." Types of mood include (---------->metaelectroencephalogram)
dysphoric An unpleasant mood, such as sadness, anxiety, or irritability. (---------->para-comprehending)
elevated An exaggerated feeling of well-being, or euphoria or elation. A person (---------->paracomorbid)
with elevated mood may describe feeling "high," "ecstatic," "on top of the world," (---------->metasomatic)
or "up in the clouds." (---------->ortho-alkalosis)
euthymie Mood in the "normal" range, which implies the absence of depressed or (---------->paradosher)
elevated mood. (---------->ortho-gwenn)
expansive Lack of restraint in expressing one's feelings, frequently with an overvaluatipn (--------->meta-preexisting)
of one's significance or importance. (---------->para-stipec)
irritable Easily annoyed and provoked to anger. (---------->ortho-sacrifices)
mood-congruent psychotic features Delusions or hallucinations whose content is entirely (--------->para-reardon)
consistent with the typical themes of a depressed or manic mood. If the mood is (---------->orthocontemporaneously)
depressed, the content of the delusions or hallucinations would involve themes of personal (--------->meta-ingestion)
inadequacy, guilt, disease, death, nihilism, or deserved punishment. The content (---------->meta-kaki)
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of the delusion may include themes of persecution if these are based on self-derogatory (--------->ortho-mentation)
concepts such as deserved punishment. If the mood is manic, the content of the delusions (--------->meta-characterizes)
or hallucinations would involve themes of inflated worth, power, knowledge, or identity, (---------->orthodeleene)
or a special relationship to a deity or a famous person. The content of the delusion (---------->orthohysterical)
may include themes of persecution if these are based on concepts such as inflated (---------->paraunderachievement)
worth or deserved punishment. (---------->ortho-electromyography)
mood-incongruent psychotic features Delusions or hallucinations whose content is not (---------->paraantidepressants)
consistent with the typical themes of a depressed or manic mood. In the case of depression, (--------->ortho-picl)
the delusions or hallucinations would not involve themes of personal inadequacy, (---------->metaemotionaliv)
guilt, disease, death, nihilism, or deserved punishment. In the case of mania, the delusions (--------->para-preexisting)
or hallucinations would not involve themes of inflated worth, power, knowledge, (---------->orthodystonia)
or identity, or a special relationship to a deity or a famous person. (---------->meta-neuroleptic)
multiple sleep latency test Polysomnographie assessment of the sleep-onset period, (---------->metakwame)
with several short sleep-wake cycles assessed during a single session. The test repeatedly (--------->meta-febrile)
measures the time to daytime sleep onset ("sleep latency") and occurrence of and (---------->ortholattices)
time to onset of the rapid eye movement sleep phase. (---------->ortho-idiom)
mutism No, or very little, verbal response (in the absence of known aphasia). (---------->orthodelaurentis)
narcolepsy Sleep disorder characterized by periods of extreme drowsiness and frequent (---------->parapetrova)
daytime lapses into sleep (sleep attacks). These must have been occurring at least three (--------->ortho-voegels)
times per week over the last 3 months (in the absence of treatment). (---------->ortho-dikmen)
negative affectivity Frequent and intense experiences of high levels of a wide range of (---------->paratejal)
negative emotions (e.g., anxiety, depression, guilt/shame, worry, anger), and their behavioral (--------->meta-sweating)
(e.g., self-harm) and interpersonal (e.g., dependency) manifestations. Negative (---------->ortho-aubrie)
Affectivity is one of the five pathological PERSONALITY TRAIT DOMAINS defined in (---------->orthoobscenities)
Section III "Alternative DSM-5 Model for Personality Disorders." (---------->ortho-involimtary)
negativism Opposition to suggestion or advice; behavior opposite to that appropriate to (---------->orthousages)
a specific situation or against the wishes of others, including direct resistance to efforts (---------->paraastute)
to be moved. (---------->para-boyhood)
night eating syndrome Recurrent episodes of night eating, as manifested by eating after (--------->ortho-consenting)
awakening from sleep or excessive food consumption after the evening meal. There is (---------->orthoheino)
awareness and recall of the eating. The night eating is not better accounted for by external (--------->meta-compromises)
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influences such as changes in the individual's sleep-wake cycle or by local social (---------->orthofoiiowing)
norms. (---------->para-elated)
nightmare disorder Repeated occurrences of extended, extremely dysphoric, and wellremembered (--------->ortho-wetherby)
dreams that usually involve efforts to avoid threats to survival, security (---------->ortho-holcomb)
or physical integrity and that generally occur during the second half of the major sleep (---------->metasastry)
episode. On awakening from the dysphoric dreams, the individual rapidly becomes (---------->metaalkalosis)
oriented and alert. (---------->meta-necessitate)
nonsubstance addiction(s) Behavioral disorder (also called behavioral addiction) not related (--------->meta-elise)
to any substance of abuse that shares some features with substance-induced (---------->para-laposa)
addiction. (---------->meta-diuresis)
obsession Recurrent and persistent thoughts, urges, or images that are experienced, at (---------->paragrandparent)
some time during the disturbance, as intrusive and unwanted and that in most individuals (--------->ortho-causality)
cause marked anxiety or distress. The individual attempts to ignore or suppress (---------->para-wegner)
such thoughts, urges, or images, or to neutralize them with some other thought or action (--------->ortho-tillery)
(i.e., by performing a compulsion). (---------->meta-selfcare)
overeating Eating too much food too quickly. (---------->meta-eshold)
overvalued idea An unreasonable and sustained belief that is maintained with less than (---------->metaperfectionist)
delusional intensity (i.e., the person is able to acknowledge the possibility that the belief (---------->paramellisha)
may not be true). The belief is not one that is ordinarily accepted by other members (---------->orthotardive)
of the person's culture or subculture. (---------->meta-nnin)
panic attacks Discrete periods of sudden onset of intense fear or terror, often associated (--------->meta-foci)
with feelings of impending doom. During these attacks there are symptoms such as (---------->parameningitis)
shortness of breath or smothering sensations; palpitations, pounding heart, or accelerated (--------->ortho-painfully)
heart rate; chest pain or discomfort; choking; and fear of going crazy or losing control. (---------->paraunderachievement)
Panic attacks may be unexpected, in which the onset of the attack is not associated (---------->paratirumalasetty)
with an obvious trigger and instead occurs "out of the blue," or expected, in which the (---------->pararuminations)
panic attack is associated with an obvious trigger, either internal or external. (---------->metaorientations)
paranoid ideation Ideation, of less than delusional proportions, involving suspiciousness (---------->paraelise)
or the belief that one is being harassed, persecuted, or unfairly treated. (---------->para-fullsymptom)
parasomnias Disorders of sleep involving abnormal behaviors or physiological events (---------->metaneuroanatomical)
occurring during sleep or sleep-wake transitions. Compare with DYSSOMNIAS. (---------->metacausally)
perseveration Persistence at tasks or in particular way of doing things long after the behavior (--------->meta-debility)
has ceased to be functional or effective; continuance of the same behavior despite (---------->ortho-cleft)
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repeated failures or clear reasons for stopping. Perseveration is a facet of the (---------->metamisinterpreted)
broad personality trait domain NEGATIVE Affectivity. (---------->meta-humke)
personality Enduring patterns of perceiving, relating to, and thinking about the environment (--------->meta-neuron)
and oneself. PERSONALITY TRAITS are prominent aspects of personality that are (---------->orthoselfassigned)
exhibited in relatively consistent ways across time and across situations. Personality (---------->metafeedings)
traits influence self and interpersonal functioning. Depending on their severity, impairments (--------->ortho-ersomnolence)
in personality functioning and personality trait expression may reflect the (---------->ortho-hystericus)
presence of a personality disorder. (---------->meta-vermin)
personality disorder—trait specified In Section III "Alternative DSM-5 Model for Personality (--------->para-mistrust)
Disorders," a proposed diagnostic category for use when a personality disorder (---------->meta-startle)
is considered present but the criteria for a specific disorder are not met. Personality (---------->orthowidowed)
disorder—trait specified (PD-TS) is defined by significant impairment in personality (---------->orthopromethazine)
functioning, as measured by the Level of Personality Functioning Scale and one or (---------->metaisackila)
more pathological PERSONALITY TRAIT DOMAINS or PERSONALITY TRAIT FACETS. PD-TS is (--------->para-deformity)
proposed in DSM-5 Section III for further study as a possible future replacement for (---------->paramasochists)
other specified personality disorder and unspecified personality disorder. (---------->para-discernible)
personality functioning Cognitive models of self and others that shape patterns of emotional (--------->ortho-travails)
and affiliative engagement. (---------->ortho-eccentric)
personality trait A tendency to behave, feel, perceive, and think in relatively consistent (---------->metafads)
ways across time and across situations in which the trait may be manifest. (---------->ortho-intrauterine)
personality trait facets Specific personality components that make up the five broad personality (--------->ortho-tantrums)
trait domains in the dimensional taxonomy of Section III "Alternative DSM-5 (---------->para-floridly)
Model for Personality Disorders." For example, the broad domain antagonism has the (---------->orthorett)
following component facets: MANIPULA?VENESS, DECEITFULNESS, GRANDIOSITY, ATTEN- (--------->para-internment)
??? SEEKING, CALLOUSNESS, and HOSTILITY. (---------->para-operationalized)
personality trait domains In the dimensional taxonomy of Section III ''Alternative DSM- (---------->paraboxshaped)
5 Model for Personality Disorders," personality traits are organized into five broad domains: (--------->meta-fv)
Negative Affectivity, Detachment, Antagonism, DisiNHiBmoN, and Psy- (---------->ortho-compulsion)
CHOTICISM. Within these five broad trait domains are 25 specific personality trait facets (--------->para-filipa)
(e.g., IMPULSIVITY, RIGID PERFECTIONISM). (---------->ortho-choline)
phobia A persistent fear of a specific object, activity, or situation (i.e., the phobic stimulus) (--------->meta-ssion)
out of proportion to the actual danger posed by the specific object or situation that (---------->parahypocapneic)
results in a compelling desire to avoid it. If it cannot be avoided, the phobic stimulus is (---------->orthomurmurs)
endured with marked distress. (---------->meta-ounter)
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pica Persistent eating of nonnutritive nonfood substances over a period of at least 1 month. (--------->para-eartha)
The eating of nonnutritive nonfood substances is inappropriate to the developmental (---------->parastreptococcal)
level of the individual (a minimum age of 2 years is suggested for diagnosis). The eating (---------->parailhiess)
behavior is not part of a culturally supported or socially normative practice. (---------->meta-pessin)
polysomnography Polysomnography (PSG), also known as a sleep study, is a multiparametric (--------->para-neurobiological)
test used in the study of sleep and as a diagnostic tool in sleep medicine. The (---------->ortho-darci)
test result is called a polysomnogram, also abbreviated PSG. PSG monitors many body (---------->paraastonished)
functions, including brain (electroencephalography), eye movements (electro-oculography), (--------->ortho-torrisi)
muscle activity or skeletal muscle activation (electromyography), and heart (---------->metaundernourished)
rhythm (electrocardiography). (---------->ortho-senseless)
posturing Spontaneous and active maintenance of a posture against gravity (as seen in (---------->orthohypoadrenocorticism)
catatonia). Abnormal posturing may also be a sign of certain injuries to the brain or (---------->orthosleeponset)
spinal cord, including the following: (---------->ortho-toxocariasis)
decerebrate posture The arms and legs are out straight and rigid, the toes point (---------->orthounexpectedly)
downward, and the head is arched backward. (---------->meta-nonadherence)
decorticate posture The body is rigid, the arms are stiff and bent, the fists are tight, (---------->metacoexists)
and the legs are straight out. (---------->para-beidel)
opisthotonus The back is rigid and arching, and the head is thrown backward. (---------->para-recov)
An affected person may alternate between different postures as the condition changes. (---------->orthountrustworthy)
pressured speech Speech that is increased in amount, accelerated, and difficult or impossible (--------->ortho-inflicts)
to interrupt. Usually it is also loud and emphatic. Frequently the person talks without (---------->parareciprocally)
any social stimulation and may continue to talk even though no one is listening. (---------->metahomocysteine)
prodrome An early or premonitory sign or symptom of a disorder. (---------->ortho-coinciding)
pseudocyesis A false belief of being pregnant that is associated with objective signs and (--------->para-negativity)
reported symptoms of pregnancy. (---------->meta-stressor)
psychological distress A range of symptoms and experiences of a person's internal life (---------->orthomalignancies)
that are commonly held to be troubling, confusing, or out of the ordinary. (---------->meta-downy)
psychometric measures Standardized instruments such as scales, questionnaires, tests, (--------->ortho-asymptomatic)
and assessments that are designed to measure human knowledge, abilities, attitudes, (---------->orthogrogginess)
or personality traits. (---------->ortho-depressions)
psychomotor agitation Excessive motor activity associated with a feeling of inner tension. (--------->para-malinda)
The activity is usuaUy nonproductive and repetitious and consists of behaviors such as pacing, (--------->para-hyperparathyroidism)
fidgeting, wringing of the hands, pulling of clothes, and inability to sit still. (---------->ortho-schneiderian)
psychomotor retardation Visible generalized slowing of movements and speech. (---------->parawrinkles)
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psychotic features Features characterized by delusions, hallucinations, and formal thought (--------->para-reted)
disorder. (---------->para-clinicopathological)
psychoticism Exhibiting a wide range of culturally incongruent odd, eccentric, or unusual (--------->ortho-neurotrophic)
behaviors and cognitions, including both process (e.g., perception, dissociation) (---------->orthoruminate)
and content (e.g., beliefs). Psychoticism is one of the five broad PERSONALITY TRAIT DOMAINS (--------->para-contaly)
defined in Section III "Alternative DSM-5 Model for Personality Disorders." (---------->ortho-echoing)
purging disorder Eating disorder characterized by recurrent purging behavior to influence (--------->ortho-plms)
weight or shape, such as self-induced vomiting, misuse of laxatives, diuretics, or (---------->metacrawling)
other medications, in the absence of binge eating. (---------->para-cognitions)
racing thoughts A state in which the mind uncontrollably brings up random thoughts (---------->metapharmacodynamics)
and memories and switches between them very quickly. Sometimes the thoughts are (---------->orthobehaviorial)
related, with one thought leading to another; other times they are completely random. (---------->orthomgclic)
A person experiencing an episode of racing thoughts has no control over them and is (---------->pararaquel)
unable to focus on a single topic or to sleep. (---------->para-psychoiogicai)
rapid cycling Term referring to bipolar disorder characterized by the presence of at least (--------->ortho-hypoemotionality)
four mood episodes in the previous 12 months that meet the criteria for a manic, hypomanic, (--------->ortho-almashat)
or major depressive episode. Episodes are demarcated either by partial or full (---------->paraoverprotective)
remissions of at least 2 months or by a switch to an episode of the opposite polarity (---------->parapathogenic)
(e.g., major depressive episode to manic episode). The rapid cycling specifier can be applied (--------->meta-sleepless)
to bipolar I or bipolar II disorder. (---------->ortho-stigmatize)
rapid eye movement (REM) A behavioral sign of the phase of sleep during which the (---------->orthoarma)
sleeper is likely to be experiencing dreamlike mental activity. (---------->para-katharina)
repetitive speech Morphologically heterogeneous iterations of speech. (---------->parapheochromocytoma)
residual phase Period after an episode of schizophrenia that has partly or completed remitted (--------->para-othena)
but in which some symptoms may remain, and symptoms such as listlessness, (---------->ortho-abrupt)
problems with concentrating, and withdrawal from social activities may predominate. (---------->parasalvia)
restless legs syndrome An urge to move the legs, usually accompanied or caused by (---------->metasjonptoms)
uncomfortable and unpleasant sensations in the legs (for pediatric restless legs syndrome, (--------->para-sagduyu)
the description of these symptoms should be in the child's own words). The (---------->ortho-leukopenia)
symptoms begin or worsen during periods of rest or inactivity. Symptoms are partially (---------->orthokola)
or totally relieved by movement. Symptoms are worse in the evening or at night than (---------->paramenopausal)
during the day or occur only in the night/evening. (---------->ortho-connotation)
restricted affectivity Little reaction to emotionally arousing situations; constricted (---------->para-pickles)
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emotional experience and expression; indifference and aloofness in normatively engaging (--------->para-reordering)
situations. Restricted affectivity is a facet of the broad personality trait domain DETACHMENT. (--------->para-yael)
rigid perfectionism Rigid insistence on everything being flawless, perfect, and without (---------->orthoersomnolence)
errors or faults, including one's own and others' performance; sacrificing of timeliness (---------->metabermant)
to ensure correctness in every detail; believing that there is only one right way to do (---------->orthoillintent)
things; difficulty changing ideas and/or viewpoint; preoccupation with details, organization, (--------->ortho-ramaswamy)
and order. Lack of rigid perfectionism is a facet of the broad personality trait (---------->para-caroff)
domain DisiNHiBmON. (---------->ortho-shamanism)
risk taking Engagement in dangerous, risky, and potentially self-damaging activities, unnecessarily (--------->ortho-orgasmic)
and without regard to consequences; lack of concern for one's limitations and (---------->meta-structive)
denial of the reality of personal danger; reckless pursuit of goals regardless of the level of (--------->para-inertia)
risk involved. Risk taking is a facet of the broad personality trait domain DiSlNHlBmON. (---------->metanoncontact)
rumination (rumination disorders) Repeated regurgitation of food over a period of at (---------->orthomustafa)
least 1 month. Regurgitated food may be re-chewed, re-swallowed, or spit out. In (---------->para-reflux)
rumination disorders, there is no evidence that an associated gastrointestinal or another (--------->ortho-hypersomnia)
medical condition (e.g., gastroesophageal reflux) is sufficient to account for the (---------->orthohypomanie)
repeated regurgitation. (---------->ortho-varices)
seasonal pattern A pattern of the occurrence of a specific mental disorder in selected (---------->orthotuberculin)
seasons of thç year. (---------->meta-predisposed)
self-directedness, self-direction Pursuit of coherent and meaningful short-term and life (---------->paraurgently)
goals; utilization of constructive and prosocial internal standards of behavior; ability to (---------->parawaldinger)
self-reflect productively. (---------->meta-discriminating)
separation insecurity Fears of being alone due to rejection by and/or separation from (---------->metadiscontent)
significant others, based in a lack of confidence in one's ability to care for oneself, both (---------->paraocular)
physically and emotionally. Separation insecurity is a facet of the broad personality (---------->paraherzog)
trait domain NEGATIVE Affectivity. (---------->meta-polygenic)
sex Biological indication of male and female (understood in the context of reproductive (---------->metapersonaiity)
capacity), such as sex chromosomes, gonads, sex hormones, and nonambiguous internal (--------->meta-parasomnia)
and external genitalia. (---------->ortho-pseudocyesis)
sign An objective manifestation of a pathological condition. Signs are observed by the (---------->orthoculmination)
examiner rather than reported by the affected individual. Compare with SYMPTOM. (---------->orthoineptitude)
sleep-onset REM Occurrence of the rapid eye movement (REM) phase of sleep within (---------->orthohypersomnoience)
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minutes after falling asleep. Usually assessed by a polysomnographic MULTIPLE SLEEP (--------->para-considerakjle)
LATENCY TEST. (---------->ortho-disordei)
sleep terrors Recurrent episodes of abrupt terror arousals from sleep, usually occurring (---------->paraasociality)
during the first third of the major sleep episode and beginning with a panicky scream. (---------->parasentimental)
There is intense fear and signs of autonomic arousal, such as mydriasis, tachycardia, (---------->metahypertelorism)
rapid breathing, and sweating, during each episode. (---------->meta-overtly)
sleepwalking Repeated episodes of rising from bed during sleep and walking about, (---------->metamonothetic)
usually occurring during the first third of the major sleep episode. While sleepwalking, (---------->metaethnocultural)
the person has a blank, staring face, is relatively unresponsive to the efforts of others to (--------->ortho-nen)
communicate with him or her, and can be awakened only with great difficulty. (---------->meta-ina)
somnolence (or "drowsiness") A state of near-sleep, a strong desire for sleep, or sleeping (--------->para-mentalizing)
for unusually long periods. It has two distinct meanings, referring both to the usual (---------->orthosuffocation)
state preceding falling asleep and to the chronic condition that involves being in that (---------->metacontributory)
state independent of a circadian rhythm. Compare with HYPERSOMNIA. (---------->ortho-purposeful)
specific food cravings Irresistible desire for special types of food. (---------->para-bahl)
startle response (or "startle reaction") An involuntary (reflexive) reaction to a sudden (---------->parainterprets)
unexpected stimulus, such as a loud noise or sharp movement. (---------->meta-emanates)
stereotypies, stereotyped behaviors/movements Repetitive, abnormally frequent, nongoal- (--------->meta-assures)
directed movements, seemingly driven, and nonfunctional motor behavior (e.g., (---------->metairrelevancies)
hand shaking or waving, body rocking, head banging, self-biting). (---------->ortho-wirebaugh)
stress The pattern of specific and nonspecific responses a person makes to stimulus (---------->orthoabstinence)
events that disturb his or her equilibrium and tax or exceed his or her ability to cope. (---------->metapainfully)
stressor Any emotional, physical, social, economic, or other factor that disrupts the normal (--------->para-traum)
physiological, cognitive, emotional, or behavioral balance of an individual. (---------->orthophotoplethysmography)
stressor, psychological Any life event or life change that may be associated temporally (---------->paradeformity)
(and perhaps causally) with the onset, occurrence, or exacerbation of a mental disorder. (---------->paraerythrophobia)
stupor Lack of psychomotor activity, which may range from not actively relating to the (---------->paradisbelief)
environment to complete immobility. (---------->para-apphcations)
submissiveness Adaptation of one's behavior to the actual or perceived interests and (---------->metacreutzfeldt)
desires of others even when doing so is antithetical to one's own interests, needs, or (---------->paraalphabetic)
desires. Submissiveness is a facet of the broad personality trait domain NEGATIVE Affectivity. (--------->meta-thilly)
subsyndromal Below a specified level or threshold required to qualify for a particular (---------->paralatitudes)
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condition. Subsyndromal conditions (formes frustes) are medical conditions that do not (---------->metainsecticide)
meet full criteria for a diagnosis—for example, because the symptoms are fewer or less (---------->metaimpulsivity)
severe than a defined syndrome—but that nevertheless can be identified and related to (---------->paragrimacing)
the "'full-blown" syndrome. (---------->meta-masterson)
suicidal ideas (suicidal ideation) Thoughts about self-harm, with deliberate consideration (--------->para-lisping)
or planning of possible techniques of causing one's own death. (---------->para-maples)
suicide The act of intentionally causing one's own death. (---------->ortho-neurotransmitter)
suicide attempt An attempt to end one's own life, which may lead to one's death. (---------->paradiscord)
suspiciousness Expectations of—and sensitivity to—signs of interpersonal ill intent or (---------->paramoralistic)
harm; doubts about loyalty and fidelity of others; feelings of being mistreated, used, (---------->metarosebush)
and/or persecuted by others. Suspiciousness is a facet of the broad personality trait domain (--------->para-sureyya)
Detachment. (---------->ortho-postsecondary)
symptom A subjective manifestation of a pathological condition. Symptoms are reported (---------->parasidiropoulos)
by the affected individual rather than observed by the examiner. Compare with SIGN. (---------->metaredcap)
syndrome A grouping of signs and symptoms, based on their frequent co-occurrence (---------->orthoreacting)
that may suggest a common underlying pathogenesis, course, familial pattern, or treatment (--------->para-prolongations)
selection. (---------->para-selfmutilation)
synesthesias A condition in which stimulation of one sensory or cognitive pathway (---------->metanonconformity)
leads to automatic, involuntary experiences in a second sensory or cognitive pathway. (---------->metannin)
temper outburst An emotional outburst (also called a "tantrum"), usually associated (---------->paraoverarching)
with children or those in emotional distress, and typically characterized by stubbornness, (--------->ortho-appalachia)
crying, screaming, defiance, angry ranting, a resistance to attempts at pacification, (---------->orthoretable)
and in some cases hitting. Physical control may be lost, the person may be unable (---------->metaiviental)
to remain still, and even if the "goal" of the person is met, he or she may not be calmed. (---------->metacompiex)
thought-action fusion The tendency to treat thoughts and actions as equivalent. (---------->orthoatherosclerosis)
tic An involuntary, sudden, rapid, recurrent, nonrhythmic motor movement or vocalization. (--------->para-enevm)
tolerance A situation that occurs with continued use of a drug in which an individual (---------->metadistrust)
requires greater dosages to achieve the same effect. (---------->para-sadomasochistic)
transgender The broad spectrum of individuals who transiently or permanently identify (---------->metachronicity)
with a gender different from their natal gender. (---------->ortho-reflexive)
transsexual An individual who seeks, or has undergone, a social transition from male to (---------->metaholaway)
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female or female to male, which in many, but not all cases may also involve a somatic (---------->metafraudulence)
transition by cross-sex hormone treatment and genital surgery ("sex reassignment (---------->orthowastebasket)
surgery"). (---------->para-polysomnograpy)
traumatic stressor Any event (or events) that may cause or threaten death, serious injury, (--------->para-longitudinally)
or sexual violence to an individual, a close family member, or a close friend. (---------->ortho-mechai)
unusual beliefs and experiences Belief that one has unusual abilities, such as mind (---------->metamiddleage)
reading, telekinesis, or THOUGHT-ACTION FUSION; unusual experiences of reality, including (--------->ortho-hypersomnias)
hallucinatory experiences. In general, the unusual beliefs are not held at the (---------->meta-paraphilic)
same level of conviction as DELUSIONS. Unusual beliefs and experiences are a facet of (--------->para-chores)
the personality trait domain PSYCHOTICISM. (---------->ortho-sateia)
waxy flexibility Slight, even resistance to positioning by examiner. Compare with CATALEPSY. (--------->meta-valosin)
withdrawal, social Preference for being alone to being with others; reticence in social (---------->orthofrewen)
situations; AVpiDANCE of social contacts and activity; lack of initiation of social contact. (--------->ortho-preponderance)
Social withdrawal is a facet of the broad personality trait domain DETACHMENT. (---------->orthocontributory)
worry Unpleasant or uncomfortable thoughts that cannot be consciously controlled by (---------->paraunintentional)
trying to turn the attention to other subjects. The worrying is often persistent, repetitive, (---------->orthotorrey)
and out of proportion to the topic worried about (it can even be about a triviality). (---------->ortho-dhat)
Glossary of Culltai^l (---------->meta-ostracism)
Concepts of Distréii (---------->meta-haphazard)
Ataque de nervios (---------->meta-rarity)
Ataque de nervios ("attack of nerves") is a syndrome among individuals of Latino descent, (--------->para-lll)
characterized by symptoms of intense emotional upset, including acute anxiety, anger, or (--------->para-kyofu)
grief; screaming and shouting uncontrollably; attach of crying; trembling; heat in the chest (--------->meta-caucasians)
rising into the head; and becoming verbally and physically aggressive. Dissociative experiences (--------->para-carney)
(e.g., depersonalization, derealization, amnesia), seizure-like or fainting episodes, and (---------->parasmothering)
suicidal gestures are prominent in some ataques but absent in others. A general feature of an (--------->ortho-electroencephalogram)
ataque de nervios is a sense of being out of control. Attacks frequently occur as a direct result (--------->ortho-haunt)
of a stressful event relating to the family, such as news of the death of a close relative, conflicts (--------->para-ineptitude)
with a spouse or children, or witnessing an accident involving a family member. For a (---------->orthodiscouraged)
minority of individuals, no particular social event triggers their ataques; instead, their vulnerability (--------->meta-stabilize)
to losing control comes from the accumulated experience of suffering. (---------->meta-nunes)
No one-to-one relationship has been found between ataque and any specific psychiatric disorder, (--------->para-anorexia)
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although several disorders, including panic disorder, other specified or unspecified dissociative (--------->para-empathize)
disorder, and conversion disorder, have symptomatic overlap with ataque. (---------->ortho-infarct)
In community samples, ataque is associated with suicidal ideation, disability, and outpatient (--------->ortho-mitigating)
psychiatric utilization, after adjustment for psychiatric diagnoses, traumatic exposure, (---------->orthoangiopathy)
and other covariates. However, some ataques represent normative expressions of (---------->paraseasonality)
acute distress (e.g., at a funeral) without clinical sequelae. The term ataque de nervios may (--------->para-whyte)
also refer to an idiom of distress that includes any "fit"-like paroxysm of emotionality (e.g., (--------->para-aminotransferase)
hysterical laughing) and may be used to indicate an episode of loss of control in response (--------->para-dharmesh)
to an intense stressor. (---------->meta-phenocopy)
Related conditions in other cultural contexts: Indisposition in Haiti, blacking out in (---------->orthocassandra)
the Southern United States, and falling out in the West Indies. (---------->para-intergenerational)
Related conditions in DSM-5: Panic attack, panic disorder, other specified or unspecified (--------->meta-uninformative)
dissociative disorder, conversion (functional neurologic symptom) disorder, intermittent (---------->metavocalizing)
explosive disorder, other specified or unspecified anxiety disorder, other specified (---------->metaoverrepresented)
or unspecified trauma and stressor-related disorder. (---------->para-obsgssivg)
Dhat syndrome (---------->para-defecation)
Dhat syndrome is a term that was coined in South Asia little more than half a century ago to (--------->para-bazzi)
account for common clinical presentations of young male patients who attributed their (---------->metadorsal)
various symptoms to semen loss. Despite the name, it is not a discrete syndrome but rather (--------->para-ventral)
a cultural explanation of distress for patients who refer to diverse symptoms, such as anxiety, (--------->ortho-emanates)
fatigue, weakness, weight loss, impotence, other multiple somatic complaints, and (---------->orthomeperidine)
depressive mood. The cardinal feature is anxiety and distress about the loss of dhat in the (--------->ortho-pathoiogicai)
absence of any identifiable physiological dysfunction. Dhat was identified by patients as (---------->paraasperger)
a white discharge that was noted on defecation or urination. Ideas about this substance (---------->parascalco)
are related to the concept of dhatu (semen) described in the Hindu system of medicine, (---------->orthovindictiveness)
Ayurveda, as one of seven essential bodily fluids whose balance is necessary to maintain (--------->ortho-vasoactive)
health. (---------->ortho-schizotypal)
Although dhat syndrome was formulated as a cultural guide to local clinical practice, related (--------->meta-defies)
ideas about the harmful effects of semen loss have been shown to be widespread in the general (--------->para-idiosyncratic)
population, suggesting a cultural disposition for explaining health problems and symptoms (--------->para-unsuspecting)
with reference to dhat syndrome. Research in health care settings has yielded diverse estimates (--------->para-selfinduced)
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of the syndrome's prevalence (e.g., 64% of men attending psychiatric clinics in India for sexual (--------->para-bibeau)
complaints; 30% of men attending general medical clinics in Pakistan). Although dhat syndrome (--------->para-comeal)
is most commonly identified with young men from lower socioeconomic backgrounds, middle- (--------->meta-reinforces)
aged men may also be affected. Comparable concerns about white vaginal discharge (leukorrhea) (--------->ortho-llness)
have been associated with a variant of the concept for women. (---------->para-teic)
Related conditions in other cultural contexts: koro in Southeast Asia, particularly Singapore (--------->ortho-plethysmography)
and shen-k'uei ("kidney deficiency") in China. (---------->para-discards)
Related conditions in DSM-5: Major depressive disorder, persistent depressive disorder (---------->metamaliciously)
(dysthymia), generalized anxiety disorder, somatic symptom disorder, illness anxiety (---------->paraexstrophy)
disorder, erectile disorder, early (premature) ejaculation, other specified or unspecified (---------->orthobaldness)
sexual dysfunction, academic problem. (---------->ortho-etiologically)
Khyâl cap (---------->meta-manifestations)
Khyal attacks (khyâl cap), or "wind attacks," is a syndrome found among Cambodians in (--------->meta-lias)
the United States and Cambodia. Common symptoms include those of panic attacks, such (--------->meta-osteoarthritis)
as dizziness, palpitations, shortness of breath, and cold extremities, as well as other symptoms (--------->para-unilateral)
of anxiety and autonomic arousal (e.g., tinnitus and neck soreness). Khyâl attacks include (--------->ortho-paradoxically)
catastrophic cognitions centered on the concern that khyâl (a windlike substance) (---------->orthostigmatization)
may rise in the body—along with blood—and cause a range of serious effects (e.g., compressing (--------->ortho-dysfunctional)
the lungs to cause shortness of breath and asphyxia; entering the cranium to (---------->ortho-purview)
cause tinnitus, dizziness, blurry vision, and a fatal syncope). Khyâl attacks may occur without (--------->meta-narratives)
warning, but are frequently brought about by triggers such as worrisome thoughts, (---------->metaincapacitating)
standing up (i.e., orthostasis), specific odors with negative associations, and agoraphobictype (--------->ortho-hairpulling)
cues like going to crowded spaces or riding in a car. Khyâl attacks usually meet panic (---------->parafalsification)
attack criteria and may shape the experience of other anxiety and trauma- and stressorrelated (--------->para-gizzi)
disorders. Khyâl attacks may be associated with considerable disability. (---------->para-ashaktapanna)
Related conditions in other cultural contexts: Laos (pen lom), Tibet (srog rlunggi nad), (---------->paracmr)
Sri Lanka (vata), and Korea (hwa byung). (---------->meta-soqal)
Related conditions in DSM-5: Panic attack, panic disorder, generalized anxiety disorder, (---------->paraadulterants)
agoraphobia, posttraumatic stress disorder, illness anxiety disorder. (---------->meta-normocapneic)
Kufungisisa (---------->meta-diuretic)
Kufungisisa ("thinking too much" in Shona) is an idiom of distress and a cultural explanation (--------->ortho-hyperphagia)
among the Shona of Zimbabwe. As an explanation, it is considered to be causative of (---------->orthogrimaces)

DSM-UPAX

1266

anxiety, depression, and somatic problems (e.g., "my heart is painful because I think too (--------->meta-endogenous)
much"). As an idiom of psychosocial distress, it is indicative of interpersonal and social (---------->orthoruminating)
difficulties (e.g., marital problems, having no money to take care of children). Kufungisisa (--------->meta-distrust)
involves ruminating on upsetting thoughts, particularly worries. (---------->para-arson)
Kufungisisa is associated with a range of psychopathology, including anxiety symptoms, (--------->ortho-disorganized)
excessive worry, panic attacks, depressive symptoms, and irritability. In a study of a (---------->orthoprodromal)
random community sample, two-thirds of the cases identified by a general psychopathology (--------->ortho-zo)
measure were of this complaint. (---------->meta-neill)
In many cultures, "thinking too much" is considered to be damaging to the mind and (---------->orthoharassing)
body and to cause specific symptoms like headache and dizziness. "Thinking too much" (--------->ortho-tearfulness)
may also be a key component of cultural syndromes such as "brain fag" in Nigeria. In the (--------->meta-boxshaped)
case of brain fag, "thinking too much" is primarily attributed to excessive study, which is (---------->metadisillusionment)
considered to damage the brain in particular, with symptoms including feelings of heat or (--------->meta-phenotypically)
crawling sensations in the head. (---------->ortho-slump)
Related conditions in other cultural contexts: "'Thinking too much" is a common idiom (---------->metamachuda)
of distress ^nd cultural explanation across many countries and ethnic groups. It has (---------->metaspared)
been described in Africa, the Caribbean and Latin America, and among East Asian and (---------->orthophencyclidine)
Native American groups. (---------->ortho-cip)
Related conditions in DSM-5: Major depressive disorder, persistent depressive disorder (---------->orthohypermetabolic)
(dysthymia), generalized anxiety disorder, posttraumatic stress disorder, obsessive-compulsive (--------->para-deceived)
disorder, persistent complex bereavement disorder (see "Conditions for Further Study"). (--------->meta-sandhya)
Maladi moun (---------->para-plethysmography)
Maladi moun (literally "humanly caused illness," also referred to as "sent sickness") is a (---------->parathome)
cultural explanation in Haitian communities for diverse medical and psychiatric disorders. (--------->para-lavretsky)
In this explanatory model, interpersonal envy and malice cause people to harm their (---------->paramgclic)
enemies by sending illnesses such as psychosis, depression, social or academic failure, and (--------->ortho-apotemnophilia)
inability to perform activities of daily living. The etiological model assumes that illness (---------->metarownak)
may be caused by others' envy and hatred, provoked by the victim's economic success as (--------->meta-talkativeness)
evidenced by a new job or expensive purchase. One person's gain is assumed to produce (--------->ortho-sorel)
another person's loss, so visible success makes one vulnerable to attack. Assigning the label (--------->ortho-risking)
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of sent sickness depends on mode of onset and social status more than presenting (---------->paraoccasioning)
symptoms. The acute onset of new symptoms or an abrupt behavioral change raises suspicions (--------->meta-phosphokinase)
of a spiritual attack. Someone who is attractive, intelligent, or wealthy is perceived (---------->metaardolf)
as especially vulnerable, and even young healthy children are at risk. (---------->ortho-rhinorrhea)
Related conditions in other cultural contexts: Concerns about illness (typically, physical (---------->orthococcaro)
illness) caused by envy or social conflict are common across cultures and often expressed (--------->meta-hypercarotenemia)
in the form of "evil eye" (e.g. in Spanish, mal de ojo, in Italian, mal'occhiu). (---------->para-inversion)
Related conditions in DSM-5: Delusional disorder, persecutory type; schizophrenia (---------->paraprediagnostic)
with paranoid features. (---------->ortho-undetected)
Nervios (---------->ortho-baici)
Nervios ("nerves") is a common idiom of distress among Latinos in the United States and (--------->meta-christa)
Latin America. Nervios refers to a general state of vulnerability to stressful life experiences (--------->para-nmda)
and to difficult life circumstances. The term nervios includes a wide range of symptoms of (--------->meta-postponement)
emotional distress, somatic disturbance, and inability to function. The most common (---------->metarechallenged)
symptoms attributed to nervios include headaches and "brain aches" (occipital neck tension), (--------->para-promiscuity)
irritability, stomach disturbances, sleep difficulties, nervousness, easy tearfulness, (---------->para-enc)
inability to concentrate, trembling, tingling sensations, and mareos (dizziness with occasional (--------->ortho-baskin)
vertigo-like exacerbations). Nervios is a broad idiom of distress that spans the range (---------->paraorbitofrontal)
of severity from cases with no mental disorder to presentations resembling adjustment, (---------->metaobstructing)
anxiety, depressive, dissociative, somatic symptom, or psychotic disorders. "Being nervous (--------->ortho-spasm)
since childhood" appears to be more of a trait and may precede social anxiety disorder, (---------->ortholeukopenia)
while "being ill with nerves" is more related than other forms of nervios to psychiatric (---------->parastressfui)
problems, especially dissociation and depression. (---------->ortho-quantifiably)
Related conditions in other cultural contexts: Nevra among Greeks in North America, (---------->metasanctioned)
nierbi among Sicilians in North America, and nerves among whites in Appalachia and (---------->metacoercing)
Newfoundland. (---------->ortho-leneigh)
Related conditions in DSM-5: Major depressive disorder, peristent depressive disorder (---------->paraimptuse)
(dysthymia), generalized anxiety disorder, social anxiety disorder, other specified or (---------->metasubsumed)
unspecified dissociative disorder, somatic symptom disorder, schizophrenia. (---------->meta-verg)
Shenjing shuairuo (---------->ortho-psychoactive)
Shenjing shuairuo ("weakness of the nervous system" in Mandarin Chinese) is a cultural (--------->ortho-oligodendrocyte)
syndrome that integrates conceptual categories of traditional Chinese medicine with the (--------->ortho-almeida)
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Western diagnosis of neurasthenia. In the second, revised edition of the Chinese Classification (--------->ortho-elwell)
of Mental Disorders (CCMD-2-R), shenjing shuairuo is defined as a syndrome composed (--------->para-milliseconds)
of three out of five nonhierarchical symptom clusters: weakness (e.g., mental fatigue), (---------->parapredatory)
emotions (e.g., feeling vexed), excitement (e.g., increased recollections), nervous pain (e.g., (--------->para-tliere)
headache), and sleep (e.g., insomnia). Fan nao (feeling vexed) is a form of irritability mixed (--------->ortho-delineated)
with worry and distress over conflicting thoughts and unfulfilled desires. The third edition (---------->paraorthopnea)
of the CCMD retains shenjing shuairuo as a somatoform diagnosis of exclusion. Salient (---------->paraiwild)
précipitants of shenjing shuairuo include work- or family-related stressors, loss of face (---------->parafieid)
{mianzi, lianzi), and an acute sense of failure (e.g., in academic performance). Shenjing shuairuo (--------->meta-carrizales)
is related to traditional concepts of weakness (xu) and health imbalances related to (---------->orthovincenzo)
deficiencies of a vital essence (e.g., the depletion of qi [vital energy] following overstraining (--------->para-lakshmi)
or stagnation of qi due to excessive worry). In the traditional interpretation, shenjing (---------->metadistr)
shuairuo results when bodily channels (jing) conveying vital forces (shen) become dysregulated (--------->para-selfreport)
as a result of various social and interpersonal stressors, such as the inability to (---------->orthounsuspecting)
change a chronically frustrating and distressing situation. Various psychiatric disorders (---------->pararadiculopathy)
are associated with shenjing shuairuo, notably mood, anxiety, and somatic symptom disorders. (--------->ortho-avenger)
In medical clinics in China, however, up to 45% of patients with shenjing shuairuo do (---------->paracerebrospinal)
not meet criteria for any DSM-IV disorder. (---------->para-behaving)
Related conditions in other cultural contexts: Neurasthenia-spectrum idioms and (---------->metabollinger)
syndromes are present in India (ashaktapanna) and Japan (shinkei-suijaku), among other settings. (--------->meta-latinos)
Other conditions, such as brain fag syndrome, burnout syndrome, and chronic fatigue (---------->paraaguilar)
syndrome, are also closely related. (---------->meta-linearly)
Related conditions in DSM-5: Major depressive disorder, persistent depressive disorder (---------->paraplms)
(dysthymia), generalized anxiety disorder, somatic symptom disorder, social anxiety (---------->metablithely)
disorder, specific phobia, posttraumatic stress disorder. (---------->meta-suppressant)
Susto (---------->meta-homozygous)
Susto ("fright") is a cultural explanation for distress and misfortune prevalent among (---------->orthocallousness)
some Latinos in the United States and among people in Mexico, Central America, and (---------->orthotabletops)
South America. It is not recognized as an illness category among Latinos from the Caribbean. (--------->ortho-shamanism)
Susto is an illness attributed to a frightening event that causes the soul to leave the (---------->orthoblurry)
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body and results in unhappiness and sickness, as well as difficulties functioning in key (---------->metafullsymptom)
social roles. Symptoms may appear any time from days to years after the fright is experienced. (--------->para-cyclothymic)
In extreme cases, susto may result in death. There are no specific defining symptoms (---------->orthotrisomy)
for susto; however, symptoms that are often reported by people with susto include (---------->orthoantonacci)
appetite disturbances, inadequate or excessive sleep, troubled sleep or dreams, feelings of (--------->para-maximizes)
sadness, low self-worth or dirtiness, interpersonal sensitivity, and lack of motivation to do (--------->meta-arciniegas)
anything. Somatic symptoms accompanying susto may include muscle aches and pains, (--------->para-loci)
cold in the extremities, pallor, headache, stomachache, and diarrhea. Precipitating events (--------->ortho-atypicality)
are diverse, and include natural phenomena, animals, interpersonal situations, and supernatural (--------->meta-nystagmus)
agents, among others. (---------->para-koehler)
Three syndromic types of susto (referred to as cibih in the local Zapotec language) have (---------->paraoutnumber)
been identified, each having different relationships with psychiatric diagnoses. An interpersonal (--------->para-eilniefgmg)
susto characterized by feelings of loss, abandonment, and not being loved by family, (---------->paradetrick)
with accompanying symptoms of sadness, poor self-image, and suicidal ideation, seemed to (--------->para-devin)
be closely related to major depressive disorder. When susto resulted from a traumatic event (--------->para-ivlovement)
that played a major role in shaping symptoms and in emotional processing of the experience, (--------->ortho-inactivity)
the diagnosis of posttraumatic stress disorder appeared more appropriate. Susto characterized (--------->para-misjudge)
by various recurrent somatic symptoms—for which the person sought health care from (---------->metastressfui)
several practitioners—was thought to resemble a somatic symptom disorder. (---------->ortho-atter)
Related conditions in other cultural contexts: Similar etiological concepts and symptom (---------->paraagitation)
configurations are found globally. In the Andean region, susto is referred to as espanto. (---------->metadementing)
Related conditions in DSM-5: Major depressive disorder, posttraumatic stress disorder, (---------->paralsd)
other specified or unspecified trauma and stressor-related disorder, somatic symptom (---------->paradiazgranados)
disorders. (---------->ortho-tgcl)
Taijin kyofusho (---------->para-infer)
Taijin kyofusho ("interpersonal fear disorder" in Japanese) is a cultural syndrome characterized (--------->para-biases)
by anxiety about and avoidance of interpersonal situations due to the thought, feeling, (---------->orthoarching)
or conviction that one's appearance and actions in social interactions are inadequate (---------->metacrowley)
or offensive to others. In the United States, the variant involves having an offensive body (--------->ortho-rephrasing)
odor and is termed olfactory reference syndrome. Individuals with taijin kyofusho tend to focus (--------->para-evoke)
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on the impact of their symptoms and behaviors on others. Variants include major concerns (--------->ortho-unequivocal)
about facial blushing (erythrophobia), having an offensive body odor (olfactory reference (--------->para-tlu)
syndrome), inappropriate gaze (too much or too little eye contact), stiff or awkward facial (--------->meta-fag)
expression or bodily movements (e.g., stiffening, trembling), or body deformity. (---------->para-deprives)
Taijin kyofusho is a broader construct than social anxiety disorder in DSM-5. In addition (---------->paraundesirability)
to performance anxiety, taijin kyofusho includes two culture-related forms: a "sensitive type," (--------->ortho-acuteness)
with extreme social sensitivity and anxiety about interpersonal interactions, and an "offensive (--------->meta-preadolescents)
type," in which the major concern is offending others. As a category, taijin kyofusho (---------->paraporphyria)
thus includes syndromes with features of body dysmorphic disorder as well as delusional (--------->meta-espanto)
disorder. Concerns may have a delusional quality, responding poorly to simple reassurance (--------->para-underscoring)
or counterexample. (---------->para-godbole)
The distinctive symptoms of taijin kyofusho occur in specific cultural contexts and, to (---------->orthomcgirr)
some extent, with more severe social anxiety across cultures. Similar syndromes are found (--------->ortho-roblems)
in Korea and other societies that place a strong emphasis on the self-conscious maintenance (--------->meta-blurred)
of appropriate social behavior in hierarchical interpersonal relationships. Taijin kyofushoAike (--------->meta-altshuler)
symptoms have also been described in other cultural contexts, including the (---------->ortho-estrange)
United States, Australia, and New Zealand. (---------->ortho-kieine)
Related conditions in other cultural contexts: Taein kong po in Korea. (---------->ortho-dhatu)
Related conditions in DSM-5: Social anxiety disorder, body dysmorphic disorder, delusional (--------->ortho-infeasible)
disorder, obsessive-compulsive disorder, olfactory reference syndrome (a type of (---------->para-odors)
other specified obsessive-compulsive and related disorder). Olfactory reference syndrome (--------->para-parrotlike)
is related specifically to the jikoshu-kyofu variant of taijin kyofusho, whose core symptom is (--------->para-outburst)
the concern that the person emits an offensive body odor. This presentation is seen in various (--------->para-convulsions)
cultures outside Japan. (---------->ortho-flurazepam)
Alphabetical Listing of (---------->meta-negativity)
DSIM-5 Diagnoses and Codes (---------->meta-trisha)
(iCD-9-CIVi and iCD-IO-CIM) (---------->meta-synuclein)
ICD-9-CM codes are to be used for coding purposes in the United States through (---------->orthophospho)
September 30, 2014. ICD-IO-CM codes are to be used starting October 1,2014. (---------->para-carlino)
ICD-9-CM ICD-10-CM Disorder, condition, or problem (---------->para-zucker)
V62.3 Z55.9 Academic or educational problem (---------->meta-neurochemical)
V62.4 Z60.3 Acculturation difficulty (---------->meta-javier)
308.3 F43.0 Acute stress disorder (---------->para-monosyllabic)
Adjustment disorders (---------->meta-disproportionate)
309.24 F43.22 With anxiety (---------->para-dsivi)
309.0 F43.21 With depressed mood (---------->ortho-reinstituted)
309.3 F43.24 With disturbance of conduct (---------->meta-disinfiibition)
309.28 F43.23 With mixed anxiety and depressed mood (---------->ortho-manic)
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309.4 F43.25 With mixed disturbance of emotions and conduct (---------->para-encopresis)
309.9 F43.20 Unspecified (---------->para-radov)
V71.01 Z72.811 Adult antisocial behavior (---------->para-promulgation)
307.0 F98.5 Adult-onset fluency disorder (---------->ortho-deformed)
Adult physical abuse by nonspouse or nonpartner. Confirmed (---------->ortho-reddy)
995.81 T74.11XA Initial encounter (---------->ortho-transurethral)
995.81 T74.11XD Subsequent encounter (---------->meta-erythematosus)
Adult physical abuse by nonspouse or nonpartner. Suspected (---------->meta-rowland)
995.81 T76.11XA Initial encounter (---------->para-hospitalizations)
995.81 T76.11XD Subsequent encounter (---------->ortho-combativeness)
Adult psychological abuse by nonspouse or nonpartner. (---------->para-epidemiologic)
Confirmed (---------->para-forgetting)
995.82 T74.31XA Initial encounter (---------->ortho-pathologized)
995.82 T74.31XD Subsequent encounter (---------->ortho-bridged)
Adult psychological abuse by nonspouse or nonpartner. Suspected (---------->meta-veldic)
995.82 T76.31XA Initial encounter (---------->para-precipitously)
995.82 T76.31XD Subsequent encounter (---------->meta-compulsion)
Adult sexual abuse by nonspouse or nonpartner. Confirmed (---------->ortho-rheumatic)
995.83 T74.21XA Initial encounter (---------->ortho-mamah)
995.83 T74.21XD Subsequent encounter (---------->ortho-sboo)
Adult sexual abuse by nonspouse or nonpartner, Suspected (---------->ortho-hemodialysis)
995.83 T76.21XA Initial encounter (---------->para-sexualized)
995.83 T76.21XD Subsequent encounter (---------->meta-cannotdo)
300.22 (---------->meta-selfdiscipline)
291.89 (---------->para-meticulous)
291.89 (---------->para-neuromotor)
291.89 (---------->para-aspiration)
291.1 (---------->ortho-nen)
291.2 (---------->meta-prelingual)
291.89 (---------->para-dysphagia)
291.9 (---------->meta-maleto)
291.89 (---------->meta-teic)
291.82 (---------->ortho-maturing)
303 (---------->para-hucker)
F40.00 (---------->meta-areata)
F10.180 (---------->para-lurie)
F10.280 (---------->ortho-neophobia)
F10.980 (---------->para-sheree)
F10.14 (---------->para-tiredness)
F10.24 (---------->ortho-joachim)
F10.94 (---------->ortho-exhibitionism)
F10.14 (---------->ortho-bigham)
F10.24 (---------->meta-apolipoprotein)
F10.94 (---------->meta-intolerances)
F10.26 (---------->meta-hatsukami)
F10.96 (---------->para-prigatano)
F10.27 (---------->ortho-dystonia)
F10.97 (---------->meta-articulators)
F10.288 (---------->ortho-worsen)
F10.988 (---------->ortho-oland)
F10.159 (---------->ortho-zakarchenco)
F10.259 (---------->para-unfamiliarity)
F10.959 (---------->para-cassandra)
F10.181 (---------->para-undetectable)
F10.281 (---------->para-distressful)
F10.981 (---------->ortho-cathi)
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F10.182 (---------->meta-meeks)
F10.282 (---------->ortho-unde)
F10.982 (---------->para-blurred)
F10.129 (---------->ortho-awakened)
F10.229 (---------->para-pruett)
F10.929 (---------->meta-iificantly)
F10.121 (---------->meta-aggravation)
F10.221 (---------->ortho-poking)
F10.921 (---------->ortho-uncommonly)
Agoraphobia (---------->para-femininity)
Alcohol-induced anxiety disorder (---------->ortho-aversive)
With mild use disorder (---------->para-darken)
With moderate or severe use disorder (---------->para-stotland)
Without use disorder (---------->meta-demeanor)
Alcohol-induced bipolar and related disorder (---------->ortho-depress)
With mild use disorder (---------->meta-interns)
With moderate or severe use disorder (---------->meta-volkow)
Without use disorder (---------->para-sniff)
Alcohol-induced depressive disorder (---------->para-bedbound)
With mild use disorder (---------->para-liaisons)
With moderate or severe use disorder (---------->ortho-castellanos)
Without use disorder (---------->para-ecchymoses)
Alcohol-induced major neurocognitive disorder. Amnestic (---------->meta-suboptimal)
confabulatory type (---------->ortho-hairstyle)
With moderate or severe use disorder (---------->ortho-ascertainment)
Without use disorder (---------->para-commensurate)
Alcohol-induced major neurocognitive disorder, Nonamnestic (---------->para-unreceptive)
confabulatory type (---------->para-erythrophobia)
With moderate or severe use disorder (---------->meta-disregarding)
Without use disorder (---------->meta-jacquelyn)
Alcohol-induced mild neurocognitive disorder (---------->para-engender)
With moderate or severe use disorder (---------->para-culltai)
Without use disorder (---------->meta-janey)
Alcohol-induced psychotic disorder (---------->para-pennington)
With mild use disorder (---------->ortho-abruptly)
With moderate or severe use disorder (---------->para-jacquelyn)
Without use disorder (---------->para-consumes)
Alcohol-induced sexual dysfunction (---------->para-forearms)
With mild use disorder (---------->para-microhemorrhages)
With moderate or severe use disorder (---------->para-racketeers)
Without use disorder (---------->para-neurochemical)
Alcohol-induced sleep disorder (---------->ortho-oculography)
With mild use disorder (---------->ortho-walce)
With moderate or severe use disorder (---------->meta-darting)
Without use disorder (---------->meta-appeasement)
Alcohol intoxication (---------->ortho-agnosia)
With mild use disorder (---------->para-neurotic)
With moderate or severe use disorder (---------->meta-neuro)
Without use disorder (---------->ortho-overt)
Alcohol intoxication delirium (---------->para-hypersomjiolence)
With mild use disorder (---------->para-ayahuasca)
With moderate or severe use disorder (---------->meta-epileptogenic)
Without use disorder (---------->ortho-intimacy)
Alcohol use disorder (---------->ortho-likhodi)
305.00 FIO.IO Mild (---------->meta-encephalopathies)
303.90 F10.20 Moderate (---------->ortho-degeneration)
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303.90 F10.20 Severe (---------->meta-greenspan)
291.81 Alcohol withdrawal (---------->meta-infrequency)
F10.232 With perceptual disturbances (---------->ortho-diagnosable)
F10.239 Without perceptual disturbances (---------->meta-surreptitiously)
291.0 F10.231 Alcohol withdrawal delirium (---------->meta-azimipour)
292.89 Amphetamine (or other stimulant)-induced anxiety disorder (---------->para-syncope)
F15.180 With mild use disorder (---------->meta-gastritis)
F15.280 With moderate or severe use disorder (---------->meta-choline)
F15.980 Without use disorder (---------->ortho-gynecological)
292.84 Amphetamine (or other stimulant)-induced bipolar and related (---------->meta-thomton)
disorder (---------->ortho-gabrielle)
F15.14 With mild use disorder (---------->para-hypokalemia)
F15.24 With moderate or severe use disorder (---------->para-flirtatiousness)
F15.94 Without use disorder (---------->meta-hariton)
F15.921 Amphetamine (or other stimulant)-induced delirium (---------->meta-hinman)
292.84 Amphetamine (or other stimulant)-induced depressive disorder (---------->meta-postnatal)
F15.14 With mild use disorder (---------->para-antiretroviral)
F15.24 With moderate or severe use disorder (---------->ortho-dopaminergics)
F15.94 Without use disorder (---------->para-heritability)
292.89 Amphetamine (or other stimulant)-induced obsessive-compulsive (---------->ortho-conflicted)
and related disorder (---------->para-exaggerates)
F15.188 With mild use disorder (---------->meta-isoproterenol)
F15.288 With moderate or severe use disorder (---------->para-predicaments)
F15.988 Without use disorder (---------->ortho-choreic)
292.9 Amphetamine (or other stimulant)-induced psychotic disorder (---------->meta-substancespecific)
F15.159 With mild use disorder (---------->ortho-powerless)
F15.259 With moderate or severe use disorder (---------->para-obtundation)
F15.959 Without use disorder (---------->para-gayle)
292.89 Amphetamine (or other stimulant)-induced sexual dysfunction (---------->para-balkozar)
F15.181 With mild use disorder (---------->meta-gunderson)
F15.281 With moderate or severe use disorder (---------->para-minnete)
F15.981 Without use disorder (---------->para-disproportionate)
292.85 Amphetamine (or other stimulant)-induced sleep disorder (---------->meta-tearful)
F15.182 With mild use disorder (---------->para-nondelusional)
F15.282 With moderate or severe use disorder (---------->meta-kolb)
F15.982 Without use disorder (---------->para-bradykinesia)
292.89 Amphetamine or other stimulant intoxication (---------->meta-unknowingly)
Amphetamine or other stimulant intoxication. With perceptual (---------->meta-psyctiological)
disturbances (---------->meta-efavirenz)
F15.122 With mild use disorder (---------->para-fattening)
FI5.222 With moderate or severe use disorder (---------->ortho-mutilating)
F15.922 Without use disorder (---------->para-urination)
ICD-9-CM ICD-10-CM Disorder, condition, or problem (---------->ortho-nonmonosymptomatic)
F15.129 (---------->ortho-subtyping)
Amphetamine or other stimulant intoxication. Without perceptual (---------->meta-sieep)
disturbances (---------->para-spontaneity)
With mild use disorder (---------->ortho-subsets)
F15.229 With moderate or severe use disorder (---------->meta-resection)
F15.929 Without use disorder (---------->meta-myopathies)
292.81 Amphetamine (or other stimulant) intoxication delirium (---------->meta-hollander)
F15.121 With mild use disorder (---------->ortho-hamper)
F15.221 With moderate or severe use disorder (---------->ortho-mabel)
F15.921 Without use disorder (---------->meta-tebbs)
292.0 F15.23 Amphetamine or other stimulant withdrawal (---------->meta-implying)
305.70 F15.10 (---------->para-unitary)
Amphetamine-type substance use disorder (---------->para-tobaccorelated)
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Mild (---------->para-luthra)
304.40 F15.20 Moderate (---------->para-impuise)
304.40 F15.20 Severe (---------->ortho-nonadherence)
307.1 Anorexia nervosa (---------->ortho-semen)
F50.02 Binge-eating/purging type (---------->para-fixated)
F50.01 Restricting type (---------->ortho-dulemba)
995.29 T43.205A (---------->para-nonsteroidal)
Antidepressant discontinuation syndrome (---------->meta-ypersomnolence)
Initial encounter (---------->ortho-radov)
995.29 T43.205S Sequelae (---------->para-behaves)
995.29 T43.205D Subsequent encounter (---------->ortho-divinorum)
301.7 F60.2 Antisocial personality disorder (---------->ortho-cuitural)
293.84 F06.4 Anxiety disorder due to another medical condition (---------->meta-careless)
314.01 F90.2 (---------->meta-disinfiibition)
Attention-deficit/ hyperactivity disorder (---------->ortho-pieper)
Combined presentation (---------->para-conspired)
314.01 F90.1 Predominantly hyperactive/impulsive presentation (---------->meta-elia)
314.00 F90.0 Predominantly inattentive presentation (---------->ortho-tardbp)
299.00 F84.0 Autism spectrum disorder (---------->para-prelingual)
301.82 F60.6 Avoidant personality disorder (---------->meta-sadomasochistic)
307.59 F50.8 Avoidant/restrictive food intake disorder (---------->para-brooding)
307.51 F50.8 Binge-eating disorder (---------->meta-moun)
296.56 F31.76 (---------->ortho-homemaker)
Bipolar I disorder. Current or most recent episode depressed (---------->meta-incipient)
In full remission (---------->ortho-inhalant)
296.55 F31.75 In partial remission (---------->para-saharan)
296.51 F31.31 Mild (---------->ortho-chmp)
296.52 F31.32 Moderate (---------->ortho-fetishistic)
296.53 F31.4 Severe (---------->para-periand)
296.54 F31.5 With psychotic features (---------->meta-neurophysiological)
296.50 F31.9 Unspecified (---------->para-ganguli)
296.40 F31.0 Bipolar I disorder. Current or most recent episode hypomanie (---------->orthocorroborate)
296.46 F31.74 In full remission (---------->ortho-whipple)
296.45 F31.73 In partial remission (---------->meta-subtype)
296.40 F31.9 Unspecified (---------->meta-cystitis)
ICD-9-CM ICD-10-CM Disorder, condition, or problem (---------->meta-ineffectual)
296.46 F31.74 (---------->para-petechiae)
Bipolar I disorder. Current or most recent episode manic (---------->ortho-vomit)
In full remission (---------->para-kun)
296.45 F31.73 In partial remission (---------->meta-ail)
296.41 F31.il Mild (---------->para-paradoxically)
296.42 F31.12 Moderate (---------->para-leukoencephalopathy)
296.43 F31.13 Severe (---------->para-lessens)
296.44 F31.2 With psychotic features (---------->meta-groping)
296.40 F31.9 Unspecified (---------->ortho-factually)
296.7 F31.9 Bipolar I disorder. Current or most recent episode unspecified (---------->orthomesocephalic)
296.89 F31.81 Bipolar II disorder (---------->ortho-spasm)
293.83 Bipolar and related disorder due to another medical condition (---------->ortho-irt)
F06.33 With manic features (---------->para-triad)
F06.33 With manic- or hypomanic-like episodes (---------->meta-perinatal)
F06.34 With mixed features (---------->meta-thoman)
300.7 F45.22 Body dysmorphic disorder (---------->para-cheated)
V62.89 R41.83 Borderline intellectual functioning (---------->meta-terence)
301.83 F60.3 Borderline personality disorder (---------->ortho-bearlyn)
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298.8 F23 Brief psychotic disorder (---------->ortho-selfadministration)
307.51 F50.2 Bulimia nervosa (---------->para-gur)
292.89 Caffeine-induced anxiety disorder (---------->para-ayanna)
F15.180 With mild use disorder (---------->para-prolactin)
F15.280 With moderate or severe use disorder (---------->meta-ikram)
F15.980 Without use disorder (---------->para-radiograph)
292.85 Caffeine-induced sleep disorder (---------->ortho-nonhallucinatory)
F15.182 With mild use disorder (---------->ortho-moenssens)
F15.282 With moderate or severe use disorder (---------->para-hucker)
F15.982 Without use disorder (---------->meta-rer)
305.90 F15.929 Caffeine intoxication (---------->ortho-cavernosography)
292.0 F15.93 Caffeine withdrawal (---------->para-poking)
292.89 Cannabis-induced anxiety disorder (---------->ortho-quetiapine)
F12.180 With mild use disorder (---------->ortho-implying)
F12.280 With moderate or severe use disorder (---------->ortho-rebenstock)
F12.980 Without use disorder (---------->para-intaice)
292.9 Cannabis-induced psychotic disorder (---------->meta-hormonal)
F12.159 With mild use disorder (---------->ortho-mde)
F12.259 With moderate or severe use disorder (---------->para-cataplectic)
F12.959 Without use disorder (---------->meta-harms)
292.85 Cannabis-induced sleep disorder (---------->ortho-ckle)
F12.188 With mild use disorder (---------->ortho-malignancies)
F12.288 With moderate or severe use disorder (---------->meta-derogatory)
F12.988 Without use disorder (---------->meta-hellings)
ICD-9-CM ICD-10-CM Disorder, condition, or problem (---------->meta-quantifiably)
F12.122 (---------->meta-stic)
Cannabis intoxication. With perceptual disturbances (---------->para-sheree)
With mild use disorder (---------->para-spina)
F12.222 With moderate or severe use disorder (---------->ortho-comforting)
F12.922 Without use disorder (---------->meta-suggestive)
F12.129 (---------->meta-reted)
Carmabis intoxication. Without perceptual disturbances (---------->ortho-maglio)
With mild use disorder (---------->ortho-darryl)
F12.229 With moderate or severe use disorder (---------->meta-heritability)
F12.929 Without use disorder (---------->ortho-benzodiazepinelike)
292.81 Cannabis intoxication delirium (---------->meta-followthrough)
F12.121 With mild use disorder (---------->meta-analgesics)
F12.221 With moderate or severe use disorder (---------->para-sleepwalking)
F12.921 Without use disorder (---------->meta-ejected)
305.20 F12.10 (---------->para-ciinical)
Cannabis use disorder (---------->para-mcdonnell)
Mild (---------->para-waving)
304.30 F12.20 Moderate (---------->para-overinvolvement)
304.30 F12.20 Severe (---------->meta-bhembe)
292.0 F12.288 Cannabis withdrawal (---------->ortho-depvessive)
293.89 F06.1 Catatonia associated with another mental disorder (catatonia (---------->meta-carney)
293.89 F06.1 (---------->ortho-finkle)
specifier) (---------->ortho-coincide)
Catatonic disorder due to another medical condition (---------->meta-inversion)
780.57 G47.37 (---------->ortho-borges)
Central sleep apnea (---------->para-sparing)
Central sleep apnea comorbid with opioid use (---------->meta-thoughtless)
786.04 R06.3 Cheyne-Stokes breathing (---------->ortho-jacobo)
327.21 G47.31 Idiopathic central sleep apnea (---------->ortho-emanates)
V61.29 Z62.898 Child affected by parental relationship distress (---------->ortho-hales)
995.52 T74.02XA (---------->meta-leibenluft)
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Child neglect. Confirmed (---------->ortho-nonaccidental)
Initial encounter (---------->para-geyer)
995.52 T74.02XD Subsequent encounter (---------->para-vasopressin)
995.52 T76.02XA (---------->ortho-piven)
Child neglect. Suspected (---------->para-bullied)
Initial encounter (---------->ortho-irreversible)
995.52 T76.02XD Subsequent encounter (---------->meta-rheena)
V71.02 Z72.810 Child or adolescent antisocial behavior (---------->para-abueg)
995.54 T74.12XA (---------->meta-hoek)
Child physical abuse. Confirmed (---------->meta-garza)
Initial encounter (---------->ortho-overdiagnosis)
995.54 T74.12XD Subsequent encounter (---------->para-contrasts)
995.54 T76.12XA (---------->para-diethylamide)
Child physical abuse. Suspected (---------->ortho-brigitta)
Initial encounter (---------->meta-dimethoxy)
995.54 T76.12XD Subsequent encounter (---------->meta-sarmukaddam)
995.51 T74.32XA (---------->para-subthreshold)
Child psychological abuse. Confirmed (---------->para-pandas)
Initial encounter (---------->ortho-haloperidol)
995.51 T74.32XD Subsequent encounter (---------->para-unusable)
995.51 T76.32XA (---------->para-hartman)
Child psychological abuse. Suspected (---------->para-flamboyance)
Initial encounter (---------->ortho-entertained)
995.51 T76.32XD Subsequent encounter (---------->meta-kissell)
ICD-9-CM ICD-10-CM Disorder, condition, or problem (---------->para-constellation)
995.53 T74.22XA (---------->para-nonresponse)
Child sexual abuse. Confirmed (---------->ortho-disturb)
Initial encounter (---------->meta-diathesis)
995.53 T74.22XD Subsequent encounter (---------->meta-neurobiological)
995.53 T76.22XA (---------->ortho-upsets)
Child sexual abuse. Suspected (---------->para-sherri)
Initial encounter (---------->meta-domanico)
995.53 T76.22XD Subsequent encounter (---------->para-upsurge)
315.35 F80.81 Childhood-onset fluency disorder (stuttering) (---------->ortho-tandon)
307.45 G47.22 (---------->meta-mcglashan)
Circadian rhythm sleep-wake disorders (---------->ortho-vasudeo)
Advanced sleep phase type (---------->meta-speculative)
307.45 G47.21 Delayed sleep phase type (---------->para-favoring)
307.45 G47.23 Irregular sleep-wake type (---------->meta-selfderogatory)
307.45 G47.24 Non-24-hour sleep-wake type (---------->para-disdainful)
307.45 G47.26 Shift work type (---------->ortho-ramsay)
307.45 G47.20 Unspecified type (---------->meta-timetables)
292.89 Cocaine-induced anxiety disorder (---------->meta-curt)
F14.180 With mild use disorder (---------->ortho-mathematic)
F14.280 With moderate or severe use disorder (---------->para-conductance)
F14.980 Without use disorder (---------->ortho-marjorie)
292.84 Cocaine-induced bipolar and related disorder (---------->ortho-symptomatic)
F14.14 With mild use disorder (---------->ortho-kothare)
F14.24 With moderate or severe use disorder (---------->ortho-hawton)
F14.94 Without use disorder (---------->para-expelled)
292.84 Cocaine-induced depressive disorder (---------->meta-hansler)
F14.14 With mild use disorder (---------->para-dsms)
F14.24 With moderate or severe use disorder (---------->ortho-preschoolers)
F14.94 Without use disorder (---------->ortho-fourfold)
292.89 Cocaine-induced obsessive-compulsive and related disorder (---------->ortho-alistair)
F14.188 With mild use disorder (---------->para-stumbling)
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F14.288 With moderate or severe use disorder (---------->ortho-hawton)
F14.988 Without use disorder (---------->ortho-nonrhythmic)
292.9 Cocaine-induced psychotic disorder (---------->para-worthlessness)
F14.159 With mild use disorder (---------->para-discordance)
F14.259 With moderate or severe use disorder (---------->ortho-eben)
F14.959 Without use disorder (---------->ortho-hypersomnoience)
292.89 Cocaine-induced sexual dysfunction (---------->para-myoinositol)
F14.181 With mild use disorder (---------->para-shen)
F14.281 With moderate or severe use disorder (---------->para-punctuated)
F14.981 Without use disorder (---------->meta-heritability)
292.85 Cocaine-induced sleep disorder (---------->ortho-endocrinological)
F14.182 With mild use disorder (---------->meta-microhemorrhages)
F14.282 With moderate or severe use disorder (---------->ortho-funerary)
F14.982 Without use disorder (---------->para-tannock)
ICD-9-CM ICD-10-CM Disorder, condition, or problem (---------->meta-slowwave)
292.89 Cocaine intoxication (---------->para-stabilizing)
Cocaine intoxication. With perceptual disturbances (---------->meta-messina)
F14.122 With mild use disorder (---------->ortho-rested)
F14.222 With moderate or severe use disorder (---------->para-complexion)
F14.922 Without use disorder (---------->para-angold)
Cocaine intoxication. Without perceptual disturbances (---------->meta-fidgetiness)
F14.129 With mild use disorder (---------->ortho-disinhibiting)
F14.229 With moderate or severe use disorder (---------->ortho-inferences)
F14.929 Without use disorder (---------->para-developmentally)
292.81 Cocaine intoxication delirium (---------->ortho-witiidrawal)
F14.121 With mild use disorder (---------->para-forstein)
F14.221 With moderate or severe use disorder (---------->ortho-perpetrator)
F14.921 Without use disorder (---------->ortho-comprehensibility)
Cocaine use disorder (---------->para-humpreys)
305.60 F14.10 Mild (---------->para-toileting)
304.20 F14.20 Moderate (---------->para-generational)
304.20 F14.20 Severe (---------->ortho-aftereffects)
292.0 F14.23 Cocaine withdrawal (---------->ortho-wegner)
Conduct disorder (---------->ortho-ascribing)
312.32 F91.2 Adolescent-onset type (---------->ortho-qase)
312.81 F91.1 Childhood-onset type (---------->ortho-codable)
312.89 F91.9 Unspecified onset (---------->meta-worsens)
300.11 Conversion disorder (functional neurological symptom disorder) (---------->meta-uated)
F44.4 With abnormal movement (---------->para-cille)
F44.6 With anesthesia or sensory loss (---------->meta-ritualized)
F44.5 With attacks or seizures (---------->meta-selfinduced)
F44.7 With mixed symptoms (---------->para-wiih)
F44.6 With special sensory symptoms (---------->para-jeaious)
F44.4 With speech symptoms (---------->para-sidetracked)
F44.4 With swallowing symptoms (---------->meta-systematized)
F44.4 With weakness/paralysis (---------->para-echopraxia)
V62.5 Z65.0 Conviction in civil or criminal proceedings without imprisonment (---------->meta-confluent)
301.13 F34.0 Cyclothymic disorder (---------->ortho-diagnosable)
302.74 F52.32 Delayed ejaculation (---------->ortho-independentiy)
Delirium (---------->meta-malignancies)
293.0 F05 Delirium due to another medical condition (---------->para-unawareness)
293.0 F05 Delirium due to multiple etiologies (---------->meta-maliciously)
292.81 Medication-induced delirium (for ICD-IO-CM codes, see specific (---------->para-agitation)
substances) (---------->meta-hco)
Substance intoxication delirium (see specific substances for codes) (---------->ortho-shalini)
Substance withdrawal delirium (see specific substances for codes) (---------->para-sjonptoms)
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297.1 F22 Delusional disorder (---------->para-sentimental)
301.6 F60.7 Dependent personality disorder (---------->meta-roel)
ICD-9-CM ICD-10-CM (---------->para-withdrawai)
\ (---------->ortho-glorisa)
Disorder, condition, or problem (---------->meta-amitriptyline)
300.6 F48.1 Depersonalization/derealization disorder (---------->para-puncture)
293.83 Depressive disorder due to another medical condition (---------->meta-alphasynuclein)
F06.31 With depressive features (---------->ortho-kish)
F06.32 With major depressive-like episode (---------->para-ixtremeo)
F06.34 With mixed features (---------->ortho-unfocused)
315.4 F82 Developmental coordination disorder (---------->ortho-craniofacial)
V60.89 Z59.2 Discord with neighbor, lodger, or landlord (---------->meta-bigham)
V62.89 Z64.4 Discord with social service provider, including probation officer, (---------->para-delirium)
case manager, or social services worker (---------->meta-organophosphates)
313.89 F94.2 Disinhibited social engagement disorder (---------->para-barbiturates)
V61.03 Z63.5 Disruption of family by separation or divorce (---------->para-condescending)
296.99 F34.8 Disruptive mood dysregulation disorder (---------->ortho-liiin)
300.12 F44.0 Dissociative amnesia (---------->ortho-craddock)
300.13 F44.1 Dissociative amnesia, with dissociative fugue (---------->ortho-entails)
300.14 F44.81 Dissociative identity disorder (---------->ortho-dimethyltryptamine)
307.7 F98.1 Encopresis (---------->para-paradoxically)
307.6 F98.0 Enuresis (---------->para-intoxications)
302.72 F52.21 Erectile disorder (---------->para-parotid)
698.4 L98.1 Excoriation (skin-picking) disorder (---------->para-carrion)
302.4 F65.2 Exhibitionistic disorder (---------->meta-oses)
V62.22 Z65.5 Exposure to disaster, war, or other hostilities (---------->para-egregious)
V60.2 Z59.5 Extreme poverty (---------->meta-radiological)
300.19 F68.10 Factitious disorder (---------->meta-realizes)
302.73 F52.31 Female orgasmic disorder (---------->meta-phenylethylamine)
302.72 F52.22 Female sexual interest/arousal disorder (---------->para-shen)
302.81 F65.0 Fetishistic disorder (---------->para-playmates)
302.89 F65.81 Frotteuristic disorder (---------->ortho-simplex)
312.31 F63.0 Gambling disorder (---------->para-irresponsibility)
302.85 F64.1 Gender dysphoria in adolescents and adults (---------->meta-stigmatizing)
302.6 F64.2 Gender dysphoria in children (---------->ortho-extortion)
300.02 F41.1 Generalized anxiety disorder (---------->ortho-nonambiguous)
302.76 F52.6 Genito-pelvic pain/penetration disorder (---------->meta-kilpatrick)
315.8 F88 Global developmental delay (---------->meta-multifactorial)
292.89 F16.983 Hallucinogen persisting perception disorder (---------->ortho-unremitting)
V61.8 Z63.8 High expressed emotion level within family (---------->ortho-psycliiatry)
301.50 F60.4 Histrionic personality disorder (---------->ortho-carcinogenic)
300.3 F42 Hoarding disorder (---------->para-langstr)
V60.0 Z59.0 Homelessness (---------->para-hachinski)
780.54 G47.10 Hypersomnolence disorder (---------->para-balog)
300.7 F45.21 Illness anxiety disorder (---------->para-heuristic)
V62.5 Z65.1 Imprisonment or other incarceration (---------->meta-imbalance)
V60.1 Z59.1 Inadequate housing (---------->meta-skunk)
ICD-9-CM ICD-10-CM Disorder, condition, or problem (---------->meta-paulson)
292.89 Inhalant-induced anxiety disorder (---------->para-mildest)
F18.180 With mild use disorder (---------->ortho-inordinate)
F18.280 With moderate or severe use disorder (---------->meta-sheryl)
F18.980 Without use disorder (---------->para-cheered)
292.84 Inhalant-induced depressive disorder (---------->meta-shyness)
F18.14 With mild use disorder (---------->para-syndromes)
F18.24 With moderate or severe use disorder (---------->ortho-kaufmann)
F18.94 Without use disorder (---------->para-powderlike)
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292.82 Inhalant-induced major neurocognitive disorder (---------->meta-preteens)
F18.17 With mild use disorder (---------->para-debatable)
F18.27 With moderate or severe use disorder (---------->ortho-nowak)
F18.97 Without use disorder (---------->meta-countis)
292.89 Inhalant-induced mild neurocognitive disorder (---------->ortho-xo)
F18.188 With mild use disorder (---------->ortho-hypoparathyroidism)
F18.288 With moderate or severe use disorder (---------->ortho-malignancies)
F18.988 Without use disorder (---------->meta-nitrites)
292.9 Inhalant-induced psychotic disorder (---------->para-stereotyping)
F18.159 With mild use disorder (---------->ortho-appraise)
F18.259 With moderate or severe use disorder (---------->ortho-tiefer)
F18.959 Without use disorder (---------->meta-vasudeo)
292.89 Inhalant intoxication (---------->ortho-gitlin)
F18.129 With mild use disorder (---------->para-predicaments)
F18.229 With moderate or severe use disorder (---------->ortho-prodrome)
F18.929 Without use disorder (---------->meta-flashbacks)
292.81 Inhalant intoxication delirium (---------->ortho-pragmatics)
F18.121 With mild use disorder (---------->para-korsakoff)
F18.221 With moderate or severe use disorder (---------->para-whitehead)
F18.921 Without use disorder (---------->para-blotchy)
Inhalant use disorder (---------->meta-unexpectedness)
305.90 F18.10 Mild (---------->meta-ocd)
304.60 F18.20 Moderate (---------->ortho-hypothalamic)
304.60 F18.20 Severe (---------->meta-tasked)
780.52 G47.00 Insomnia disorder (---------->ortho-unintelligent)
V60.2 Z59.7 Insufficient social insurance or welfare support (---------->para-dysreguiation)
319 Intellectual disability (intellectual developmental disorder) (---------->meta-crossfield)
F70 Mild (---------->ortho-lingual)
F71 Moderate (---------->ortho-encompassing)
F73 Profound (---------->meta-hypopnea)
F72 Severe (---------->ortho-neurophysiological)
312.34 F63.81 Intermittent explosive disorder (---------->meta-duarte)
312.32 F63.3 Kleptomania (---------->para-funerary)
V60.2 Z59.4 Lack of adequate food or safe drinking water (---------->meta-arora)
315.39 F80.9 Language disorder (---------->para-syndromic)
V60.2 Z59.6 Low income (---------->para-ono)
ICD-9-CM ICD-10-CM (---------->meta-rewrites)
\ (---------->para-volitionally)
Disorder, condition, or problem (---------->para-supplicant)
296.36 F33.42 (---------->meta-grounding)
Major depressive disorder. Recurrent episode (---------->meta-subtler)
In full remission (---------->ortho-horowitz)
296.35 F33.41 In partial remission (---------->para-undgrst)
296.31 F33.0 Mild (---------->meta-storyhke)
296.32 F33.1 Moderate (---------->meta-ritualized)
296.33 F33.2 Severe (---------->meta-flammable)
296.34 F33.3 With psychotic features (---------->para-bickford)
296.30 F33.9 Unspecified (---------->ortho-overlie)
296.26 F32.5 (---------->ortho-underestimation)
Major depressive disorder. Single episode (---------->meta-lina)
In full remission (---------->para-opiates)
296.25 F32.4 In partial remission (---------->ortho-overactivity)
296.21 F32.0 Mild (---------->para-acidosis)
296.22 F32.1 Moderate (---------->ortho-majewski)
296.23 F32.2 Severe (---------->para-threefold)
296.24 F32.3 With psychotic features (---------->meta-snorting)
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296.20 F32.9 Unspecifed (---------->para-qhristine)
331.9 G31.9 Major frontotemporal neurocognitive disorder. Possible (---------->ortho-erectiie)
294.11 F02.81 (---------->ortho-misused)
Major frontotemporal neurocognitive disorder. Probable (code first (---------->ortho-cip)
331.19 [G31.09] frontotemporal disease) (---------->meta-seductiveness)
With behavioral disturbance (---------->meta-dysphoriq)
294.10 F02.80 Without behavioral disturbance (---------->para-valsalva)
331.9 G31.9 Major neurocognitive disorder due to Alzheimer's disease. Possible (---------->meta-tippey)
294.11 F02.81 (---------->meta-beeh)
Major neurocognitive disorder due to Alzheimer's disease. (---------->ortho-snorting)
Probable {code first 331.0 [G30.9] Alzheimer's disease) (---------->para-cemin)
With behavioral disturbance (---------->para-litfin)
294.10 F02.80 Without behavioral disturbance (---------->para-dextroamphetamine)
294.11 F02.81 (---------->para-nomenclature)
Major neurocognitive disorder due to another medical condition (---------->para-entailed)
With behavioral disturbance (---------->ortho-hairstyles)
294.10 F02.80 Without behavioral disturbance (---------->ortho-sboto)
294.11 F02.81 (---------->ortho-paraphernalia)
Major neurocognitive disorder due to HTV infection (code first 042 (---------->meta-reckless)
[B20] HIV infection) (---------->para-ithout)
With behavioral disturbance (---------->meta-gangopadhyay)
294.10 F02.80 Without behavioral disturbance (---------->para-wambolt)
294.11 F02.81 (---------->para-wendel)
Major neurocognitive disorder due to Huntington's disease (code (---------->para-marit)
first 333.4 [GIO] Huntington's disease) (---------->meta-blume)
With behavioral disturbance (---------->para-torrance)
294.10 F02.80 Without behavioral disturbance (---------->para-sanno)
331.9 G31.9 Major neurocognitive disorder with Lewy bodies. Possible (---------->orthothermoregulation)
294.11 F02.81 (---------->para-magenis)
Major neurocognitive disorder with Lewy bodies. Probable (code (---------->meta-kristian)
first 331.82 [G31.83] Lewy body disease) (---------->ortho-consonants)
With behavioral disturbance (---------->ortho-kyla)
294.10 F02.80 Without behavioral disturbance (---------->ortho-lubrication)
294.11 F02.81 (---------->para-talkable)
Major neurocognitive disorder due to multiple etiologies (---------->ortho-zippers)
With behavioral disturbance (---------->ortho-nonhierarchical)
294.10 F02.80 Without behavioral disturbance (---------->ortho-pggdiriq)
ICD-9-CM ICD-10-CM Disorder, condition, or problem (---------->ortho-stigmatizing)
331.9 G31.9 Major neurocognitive disorder due to Parkinson's disease. Possible (---------->para-farifteh)
Major neurocognitive disorder due to Parkinson's disease. (---------->meta-plantar)
Probable (code first 332.0 [G20] Parkinson's disease) (---------->ortho-censor)
294.11 F02.81 With behavioral disturbance (---------->ortho-manifestations)
294.10 F02.80 Without behavioral disturbance (---------->ortho-paroxysm)
Major neurocognitive disorder due to prion disease {code first (---------->meta-observances)
046.79 [A81.9] prion disease) (---------->para-postnatal)
294.11 F02.81 With behavioral disturbance (---------->para-djonlagic)
294.10 F02.80 Without behavioral disturbance (---------->ortho-rawson)
Major neurocognitive disorder due to traumatic brain injury {code (---------->ortho-brooding)
first 907.0 late effect of intracranial injury without skull fracture (---------->ortho-undermining)
[S06.2X9S diffuse traumatic brain injury with loss of consciousness (---------->meta-loci)
of unspecified duration, sequela]) (---------->ortho-imder)
294.11 F02.81 With behavioral disturbance (---------->ortho-persecutory)
294.10 F02.80 Without behavioral disturbance (---------->meta-nonpathological)
331.9 G31.9 Major vascular neurocognitive disorder. Possible (---------->ortho-portillo)
Major vascular neurocognitive disorder. Probable (---------->para-wescott)
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290.40 F01.51 With behavioral disturbance (---------->ortho-horowitz)
290.40 F01.50 Without behavioral disturbance (---------->meta-tjoa)
302.71 F52.0 Male hypoactive sexual desire disorder (---------->ortho-intergenerational)
V65.2 Z76.5 Malingering (---------->meta-vigilant)
333.99 G25.71 Medication-induced acute akathisia (---------->meta-gerson)
333.72 G24.02 Medication-induced acute dystonia (---------->para-highdose)
292.81 Medication-induced dehrium (for ICD-IO-CM codes, see specific (---------->meta-confers)
substances) (---------->para-kilometer)
333.1 G25.1 Medication-induced postural tremor (---------->ortho-kyofushoaike)
331.83 G31.84 Mild frontotemporal neurocognitive disorder (---------->para-egocentrism)
331.83 G31.84 Mild neurocognitive disorder due to Alzheimer's disease (---------->para-bewildered)
331.83 G31.84 Mild neurocognitive disorder due to another medical condition (---------->paramistreated)
331.83 G31.84 Mild neurocognitive disorder due to HIV infection (---------->ortho-idealize)
331.83 G31.84 Mild neurocognitive disorder due to Huntington's disease (---------->meta-betrayed)
331.83 G31.84 Mild neurocognitive disorder due to multiple etiologies (---------->meta-popping)
331.83 G31.84 Mild neurocognitive disorder due to Parkinson's disease (---------->ortho-shobha)
331.83 G31.84 Mild neurocognitive disorder due to prion disease (---------->meta-modestly)
331.83 G31.84 Mild neurocognitive disorder due to traumatic brain injury (---------->para-majewski)
331.83 G31.84 Mild neurocognitive disorder with Lewy bodies (---------->para-tsuang)
331.83 G31.84 Mild vascular neurocognitive disorder (---------->ortho-tio)
301.81 F60.81 Narcissistic personality disorder (---------->meta-sldlls)
Narcolepsy (---------->ortho-polysomnograpy)
347.00 G47.419 Autosomal dominant cerebellar ataxia, deafness, and (---------->para-redcap)
narcolepsy (---------->ortho-aubrie)
347.00 G47.419 Autosomal dominant narcolepsy, obesity, and type 2 diabetes (---------->orthodisappoint)
347.10 G47.429 Narcolepsy secondary to another medical condition (---------->ortho-reanalyzed)
347.01 G47.411 Narcolepsy with cataplexy but without hypocretin deficiency (---------->paraovercrowding)
347.00 G47.419 Narcolepsy without cataplexy but with hypocretin deficiency (---------->meta-ator)
332.1 G21.il Neuroleptic-induced parkinsonism (---------->para-oast)
ICD-9-CM ICD-\10-CM Disorder, condition, or problem (---------->para-nonuse)
333.92 G21.0 Neuroleptic malignant syndrome (---------->ortho-endocrinological)
307.47 F51.5 Nightmare disorder (---------->meta-inflated)
V15.81 Z91.19 Nonadherence to medical treatment (---------->ortho-invalidism)
Non-rapid eye movement sleep arousal disorders (---------->ortho-pseudoephedrine)
307.46 F51.4 Sleep terror type (---------->para-veracity)
307.46 F51.3 Sleepwalking type (---------->ortho-pinpoint)
300.3 F42 Obsessive-compulsive disorder (---------->ortho-ventilatory)
301.4 F60.5 Obsessive-compulsive personality disorder (---------->meta-peteet)
294.8 F06.8 Obsessive-compulsive and related disorder due to another (---------->meta-indulge)
medical condition (---------->meta-bodner)
327.23 G47.33 Obstructive sleep apnea hypopnea (---------->para-postmortem)
292.89 Opioid-induced anxiety disorder (---------->ortho-sooring)
F11.188 With mild use disorder (---------->para-grunt)
F11.288 With moderate or severe use disorder (---------->meta-gyrus)
F11.988 Without use disorder (---------->meta-impuisivity)
F11.921 Opioid-induced delirium (---------->ortho-ramifications)
292.84 Opioid-induced depressive disorder (---------->ortho-boldface)
F11.14 With mild use disorder (---------->para-collin)
F11.24 With moderate or severe use disorder (---------->para-bodv)
FI 1.94 Without use disorder (---------->ortho-ethnicities)
292.89 Opioid-induced sexual dysfunction (---------->meta-tonic)
F11.181 With mild use disorder (---------->meta-thyrotoxicosis)
FI 1.281 With moderate or severe use disorder (---------->ortho-rosario)
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F11.981 Without use disorder (---------->ortho-nonproblematically)
292.85 Opioid-induced sleep disorder (---------->meta-disapproving)
F11.182 With mild use disorder (---------->ortho-rigidly)
F11.282 With moderate or severe use disorder (---------->meta-gozal)
FI 1.982 Without use disorder (---------->ortho-conversational)
292.89 Opioid intoxication (---------->meta-freedman)
Opioid intoxication. With perceptual disturbances (---------->ortho-starvation)
F11.122 With mild use disorder (---------->ortho-heuristic)
FI 1.222 With moderate or severe use disorder (---------->para-minal)
F11.922 Without use disorder (---------->para-confer)
Opioid intoxication. Without perceptual disturbances (---------->meta-pedophilic)
F11.129 With mild use disorder (---------->meta-ecchymoses)
FI 1.229 With moderate or severe use disorder (---------->ortho-parotid)
F11.929 Without use disorder (---------->para-extremity)
292.81 Opioid intoxication delirium (---------->para-tumoral)
F11.121 With mild use disorder (---------->ortho-suppressors)
FI 1.221 With moderate or severe use disorder (---------->meta-griffiths)
FI 1.921 Without use disorder (---------->ortho-forethought)
Opioid use disorder (---------->meta-tlu)
305.50 Fll.lO Mild (---------->para-apprehensive)
304.00 FI 1.20 Moderate (---------->ortho-iviiid)
304.00 FI 1.20 Severe (---------->para-unduly)
ICD-9-CM ICD-10-CM Disorder, condition, or problem (---------->para-enriches)
292.0 FI 1.23 Opioid withdrawal (---------->para-illustrative)
292.0 F11.23 Opioid withdrawal delirium (---------->para-exaggerated)
313.81 F91.3 Oppositional defiant disorder (---------->meta-sarvet)
Other adverse effect of medication (---------->ortho-neurogenetic)
995.20 T50.905A Initial encounter (---------->ortho-sanctioned)
995.20 T50.905S Sequelae (---------->para-wheatley)
995.20 T50.905D Subsequent encounter (---------->ortho-jeste)
Other circumstances related to adult abuse by nonspouse or nonpartner (---------->para-prefrontal)
V62.83 Z69.82 Encounter for mental health services for perpetrator of (---------->meta-morbid)
nonspousal adult abuse (---------->ortho-abstain)
V65.49 Z69.81 Encounter for mental health services for victim of nonspousal (---------->ortho-traci)
adult abuse (---------->ortho-sieep)
Other circumstances related to child neglect (---------->meta-hyperamylasemia)
V62.83 Z69.021 Encounter for mental health services for perpetrator of (---------->meta-abdomen)
nonparental child neglect (---------->ortho-dopaminergic)
V61.22 Z69.011 Encounter for mental health services for pefetrator of parental (---------->para-binges)
child neglect (---------->meta-lotspeich)
V61.21 Z69.010 Encounter for mental health services for victim of child neglect by (---------->orthosupersedes)
parent (---------->ortho-intergenic)
V61.21 Z69.020 Encounter for mental health services for victim of nonparental (---------->para-deciliter)
child neglect (---------->meta-nnin)
V15.42 Z62.812 Personal history (past history) of neglect in childhood (---------->meta-cooperstein)
Other circumstances related to child physical abuse (---------->para-phencychdine)
V62.83 Z69.021 Encounter for mental health services for perpetrator of (---------->ortho-distressful)
nonparental child abuse (---------->ortho-dyslexia)
V61.22 Z69.011 Encounter for mental health services for perpetrator of parental (---------->parameditative)
child abuse (---------->para-momentary)
V61.21 Z69.010 Encounter for mental health services for victim of child abuse by (---------->meta-filipa)
parent (---------->ortho-masculinizing)
V61.21 Z69.020 Encounter for mental health services for victim of nonparental (---------->metaderangements)
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child abuse (---------->para-evokes)
V15.41 Z62.810 Personal history (past history) of physical abuse in childhood (---------->meta-saroyan)
Other circumstances related to child psychological abuse (---------->ortho-ejaculatory)
V62.83 Z69.021 Encounter for mental health services for perpetrator of (---------->meta-tactilely)
nonparental child psychological abuse (---------->para-insistence)
V61.22 Z69.011 Encounter for mental health services for perpetrator of parental (---------->metareliving)
child psychological abuse (---------->para-ragged)
V61.21 Z69.010 Encounter for mental health services for victim of child (---------->para-lohl)
psychological abuse by parent (---------->para-idealizing)
V61.21 Z69.020 Encounter for mental health services for victim of nonparental (---------->orthooverseeing)
child psychological abuse (---------->para-crohn)
V15.42 Z62.811 Personal history (past history) of psychological abuse in childhood (---------->metaimpairments)
Other circumstances related to child sexual abuse (---------->para-rheumatic)
V62.83 Z69.021 Encounter for mental health services for perpetrator of (---------->ortho-postictal)
nonparental child sexual abuse (---------->para-marries)
V61.22 Z69.011 Encounter for mental health services for perpetrator of parental (---------->para-laposa)
V61.21 Z69.010 Encounter for mental health services for victim of child sexual (---------->para-inflexible)
abuse by parent (---------->meta-deiirium)
V61.21 Z69.020 Encounter for mental health services for victim of nonparental (---------->orthononpathological)
child sexual abuse (---------->ortho-hypophosphorylation)
V15.41 Z62.810 Personal history (past history) of sexual abuse in childhood (---------->parapharmacodynamic)
Other circumstances related to spouse or partner abuse, Psychological (---------->meta-smelling)
V61.12 Z69.12 Encounter for mental health services for perpetrator of spouse or (---------->ortho-ndez)
partner psychological abuse (---------->meta-buysse)
V61.ll Z69.ll Encounter for mental health services for victim of spouse or (---------->ortho-parasitosis)
partner psychological abuse (---------->meta-nongoal)
V15.42 Z91.411 Personal history (past history) of spouse or partner (---------->ortho-biochemically)
psychological abuse (---------->ortho-espinoza)
Other circumstances related to spouse or partner neglect (---------->ortho-stressfui)
V61.12 Z69.12 Encounter for mental health services for perpetrator of spouse or (---------->paradetoxification)
partner neglect (---------->meta-delirious)
V61.ll Z69.ll Encounter for mental health services for victim of spouse or (---------->meta-cutpoint)
partner neglect (---------->meta-expiating)
V15.42 Z91.412 Personal history (past history) of spouse or partner neglect (---------->meta-bollinger)
Other circumstances related to spouse or partner violence, Physical (---------->meta-parltinson)
V61.12 Z69.12 Encounter for mental health services for perpetrator of spouse or (---------->parafainting)
partner violence. Physical (---------->ortho-vj)
V61.ll Z69.ll Encounter for mental health services for victim of spouse or (---------->meta-darci)
partner violence. Physical (---------->meta-peele)
V15.41 Z91.410 Personal history (past history) of spouse or partner violence. (---------->ortho-iol)
Physical (---------->para-classifiable)
Other circumstances related to spouse or partner violence, Sexual (---------->ortho-broadley)
V61.12 Z69.12 Encounter for mental health services for pefetrator of spouse or (---------->orthocreighton)
partner violence. Sexual (---------->para-overconfidence)
V61.ll Z69.81 Encounter for mental health services for victim of spouse or (---------->ortho-nonsocial)
partner violence. Sexual (---------->meta-rhinorrhea)
V15.41 Z91.410 Personal history (past history) of spouse or partner violence. (---------->meta-voiced)
Sexual (---------->meta-metzner)

DSM-UPAX
V65.40 Z71.9 Other counseling or consultation (---------->ortho-reiationsliip)
292.89 Other hallucinogen-induced anxiety disorder (---------->para-kidnapping)
F16.180 With mild use disorder (---------->meta-deceived)
F16.280 With moderate or severe use disorder (---------->ortho-menses)
F16.980 Without use disorder (---------->para-hashish)
292.84 Other hallucinogen-induced bipolar and related disorder (---------->ortho-necessities)
F16.14 With mild use disorder (---------->meta-lindberg)
F16.24 With moderate or severe use disorder (---------->meta-calluses)
F16.94 Without use disorder (---------->meta-cavazos)
292.84 Other hallucinogen-induced depressive disorder (---------->ortho-suspecting)
F16.14 With mild use disorder (---------->para-nonpartner)
F16.24 With moderate or severe use disorder (---------->para-retinal)
F16.94 Without use disorder (---------->ortho-predominance)
ICD-9-CM ICD-10-CM Disorder, condition, or problem (---------->meta-recede)
292.9 Other hallucinogen-induced psychotic disorder (---------->meta-comeal)
F16.159 With mild use disorder (---------->para-enact)
F16.259 With moderate or severe use disorder (---------->ortho-blemish)
F16.959 Without use disorder (---------->meta-veldic)
292.89 Other hallucinogen intoxication (---------->para-parenteral)
F16.129 With mild use disorder (---------->meta-mediate)
F16.229 With moderate or severe use disorder (---------->meta-eccentricities)
F16.929 Without use disorder (---------->ortho-camacho)
292.81 Other hallucinogen intoxication delirium (---------->ortho-lighters)
F16.121 With mild use disorder (---------->meta-carrion)
F16.221 With moderate or severe use disorder (---------->ortho-althof)
F16.921 Without use disorder (---------->ortho-hyperresponsivity)
Other hallucinogen use disorder (---------->meta-hypochloremia)
305.30 F16.10 Mild (---------->para-frinctional)
304.50 F16.20 Moderate (---------->para-caraballo)
304.50 F16.20 Severe (---------->ortho-nnin)
333.99 G25.79 Other medication-induced movement disorder (---------->ortho-immaturities)
332.1 G21.19 Other medication-induced parkinsonism (---------->ortho-schizotypal)
V15.49 Z91.49 Other personal history of psychological trauma (---------->meta-nasogastric)
V15.89 Z91.89 Other personal risk factors (---------->para-marder)
V62.29 Z56.9 Other problem related to employment (---------->para-chromosomes)
V62.89 Z65.8 Other problem related to psychosocial circumstances (---------->para-moth)
300.09 F41.8 Other specified anxiety disorder (---------->para-neuromuscular)
314.01 F90.8 Other specified attention-deficit/hyperactivity disorder (---------->meta-wiener)
296.89 F31.89 Other specified bipolar and related disorder (---------->ortho-gahr)
780.09 R41.0 Other specified delirium (---------->meta-camilleri)
311 F32.8 Other specified depressive disorder (---------->para-dysfluencies)
312.89 F91.8 Other specified disruptive, impulse-control, and conduct disorder (---------->orthorefinements)
300.15 F44.89 Other specified dissociative disorder (---------->ortho-episodically)
Other specified elimination disorder (---------->ortho-dzh)
787.60 R15.9 With fecal symptoms (---------->meta-perelman)
788.39 N39.498 With urinary symptoms (---------->meta-dofumented)
307.59 F50.8 Other specified feeding or eating disorder (---------->para-rewrites)
302.6 F64.8 Other specified gender dysphoria (---------->para-bhupinder)
780.54 G47.19 Other specified hypersomnolence disorder (---------->meta-normality)
780.52 G47.09 Other specified insomnia disorder (---------->ortho-disordered)
300.9 F99 Other specified mental disorder (---------->para-sedentary)
294.8 F06.8 Other specified mental disorder due to another medical condition (---------->metaprognostic)
315.8 F88 Other specified neurodevelopmental disorder (---------->ortho-ejaculating)
300.3 F42 Other specified obsessive-compulsive and related disorder (---------->ortho-hallmarks)
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302.89 F65.89 Other specified paraphilic disorder (---------->meta-presumption)
301.89 F60.89 Other specified personality disorder (---------->para-fatalistic)
298.8 F28 Other specified schizophrenia spectrum and other psychotic disorder (---------->metaentrains)
302.79 F52.8 Other specified sexual dysfunction (---------->para-thomton)
ICD-9-CM ICD-10-CM Disorder, condition, or problem (---------->para-sorel)
780.59 G47.8 Other specified sleep-wake disorder (---------->meta-fainting)
300.89 F45.8 Other specified somatic symptom and related disorder (---------->meta-overdosing)
307.20 F95.8 Other specified tic disorder (---------->para-blithely)
309.89 F43.8 Other specified trauma- and stressor-related disorder (---------->ortho-neylan)
292.89 Other (or unknown) substance-induced anxiety disorder (---------->ortho-overprotective)
F19.180 With mild use disorder (---------->meta-menstrual)
F19.280 With moderate or severe use disorder (---------->meta-multifocal)
F19.980 Without use disorder (---------->para-brower)
292.84 Other (or unknown) substance-induced bipolar and related disorder (---------->ortho-macallister)
F19.14 With mild use disorder (---------->ortho-sterotyped)
F19.24 With moderate or severe use disorder (---------->ortho-lobe)
F19.94 Without use disorder (---------->ortho-persisjence)
F19.921 Other (or unknown) substance-induced delirium (---------->para-cristancho)
292.84 Other (or unknown) substance-induced depressive disorder (---------->ortho-disintegrative)
F19.14 With mild use disorder (---------->meta-apathetic)
F19.24 With moderate or severe use disorder (---------->meta-taper)
F19.94 Without use disorder (---------->meta-obsen)
292.82 Other (or unknown) substance-induced major neurocognitive (---------->ortho-deveiopment)
disorder (---------->meta-posttrauma)
F19.17 With mild use disorder (---------->meta-hypersoninolence)
F19.27 With moderate or severe use disorder (---------->meta-hauger)
F19.97 Without use disorder (---------->meta-tulshi)
292.89 Other (or unknown) substance-induced mild neurocognitive (---------->ortho-preterm)
disorder (---------->meta-smelling)
F19.188 With mild use disorder (---------->ortho-guillain)
F19.288 With moderate or severe use disorder (---------->meta-skoog)
F19.988 Without use disorder (---------->meta-alogia)
292.89 Other (or unknown) substance-induced obsessive-compulsive (---------->meta-affectively)
and related disorder (---------->para-inconclusive)
F19.188 With mild use disorder (---------->meta-abstain)
F19.288 With moderate or severe use disorder (---------->para-contradict)
F19.988 Without use disorder (---------->para-insonrmia)
292.9 Other (or unknown) substance-induced psychotic disorder (---------->para-intrauterine)
F19.159 With mild use disorder (---------->ortho-suman)
F19.259 With moderate or severe use disorder (---------->meta-drooping)
F19.959 Without use disorder (---------->meta-quinones)
292.89 Other (or unknown) substance-induced sexual dysfunction (---------->para-vellus)
F19.181 With mild use disorder (---------->ortho-cheniaux)
F19.281 With moderate or severe use disorder (---------->para-perfectionism)
F19.981 Without use disorder (---------->ortho-btbd)
292.85 Other (or unknown) substance-induced sleep disorder (---------->para-fascination)
F19.182 With mild use disorder (---------->meta-clir)
F19.282 With moderate or severe use disorder (---------->para-cassie)
F19.982 Without use disorder (---------->meta-inborn)
ICD-9-CM ICD-10-CM Disorder, condition, or problem (---------->ortho-zilberstein)
292.89 Other (or unknown) substance intoxication (---------->meta-weissman)
F19.129 With mild use disorder (---------->meta-exacerbation)
F19.229 With moderate or severe use disorder (---------->meta-repetitions)
F19.929 Without use disorder (---------->meta-catered)
292.81 Other (or unknown) substance intoxication delirium (---------->meta-abruptio)
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F19.121 With mild use disorder (---------->ortho-melancholia)
F19.221 With moderate or severe use disorder (---------->ortho-facile)
F19.921 Without use disorder (---------->meta-phosphenes)
Other (or unknown) substance use disorder (---------->meta-doghouse)
305.90 F19.10 Mild (---------->ortho-adrenoleukodystrophy)
304.90 F19.20 Moderate (---------->ortho-orienting)
304.90 F19.20 Severe (---------->para-kidnapped)
292.0 F19.239 Other (or unknown) substance withdrawal (---------->para-admitting)
292.0 F19.231 Other (or unknown) substance withdrawal delirium (---------->meta-stratum)
Other or unspecified stimulant use disorder (---------->ortho-paralikar)
305.70 F15.10 Mild (---------->ortho-camouflage)
304.40 F15.20 Moderate (---------->para-bhembe)
304.40 F15.20 Severe (---------->ortho-gestational)
278.00 E66.9 Overweight or obesity (---------->para-brigitta)
Panic attack specifier (---------->para-dzh)
300.01 F41.0 Panic disorder (---------->para-demonstrable)
301.0 F60.0 Paranoid personahty disorder (---------->para-feigning)
V61.20 Z62.820 Parent-child relational problem (---------->para-strikingly)
302.2 F65.4 Pedophilic disorder (---------->para-incoherence)
307.22 F95.1 Persistent (chronic) motor or vocal tic disorder (---------->para-frick)
300.4 F34.1 Persistent depressive disorder (dysthymia) (---------->ortho-charcot)
V62.22 Z91.82 Personal history of military deployment (---------->ortho-hypoalbuminemia)
V15.59 Z91.5 Personal history of self-harm (---------->meta-mathematic)
310.1 F07.0 Personality change due to another medical condition (---------->ortho-dijk)
V62.89 Z60.0 Phase of life problem (---------->meta-modeirate)
292.89 Phencyclidine-induced anxiety disorder (---------->meta-paralyses)
F16.180 With mild use disorder (---------->meta-fetishist)
F16.280 With moderate or severe use disorder (---------->para-unfaithful)
F16.980 Without use disorder (---------->para-ejaculatory)
292.84 Phencyclidine-induced bipolar and related disorder (---------->para-habitually)
F16.14 With mild use disorder (---------->ortho-reclassified)
F16.24 With moderate or severe use disorder (---------->ortho-manipulating)
F16.94 Without use disorder (---------->ortho-perspiration)
292.84 Phencyclidine-induced depressive disorder (---------->meta-ataxic)
F16.14 With mild use disorder (---------->meta-nonrestorative)
F16.24 With moderate or severe use disorder (---------->ortho-blacking)
F16.94 Without use disorder (---------->ortho-liza)
ICD-9-CM ICD-10-CM (---------->meta-avolition)
\ (---------->meta-gariti)
Disorder, condition, or problem (---------->para-kaur)
292.9 Phencyclidine-induced psychotic disorder (---------->para-reformulation)
F16.159 With mild use disorder (---------->para-socioculturally)
F16.259 With moderate or severe use disorder (---------->meta-incessant)
F16.959 Without use disorder (---------->ortho-dereallzation)
292.89 Phencyclidine intoxication (---------->meta-lichen)
F16.129 With mild use disorder (---------->ortho-comprehending)
F16.229 With moderate or severe use disorder (---------->meta-predictors)
F16.929 Without use disorder (---------->meta-shobha)
292.81 Phencyclidine intoxication delirium (---------->meta-nonmood)
F16.121 With mild use disorder (---------->para-unvs)
F16.221 With moderate or severe use disorder (---------->ortho-mow)
F16.921 Without use disorder (---------->ortho-intravascular)
Phencyclidine use disorder (---------->ortho-embezzlement)
305.90 F16.10 Mild (---------->meta-mescaline)
304.60 F16.20 Moderate (---------->meta-beliavioral)
304.60 F16.20 Severe (---------->ortho-overuse)
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307.52 Pica (---------->para-antithetical)
F50.8 In adults (---------->para-vasopressin)
F98.3 In children (---------->meta-consented)
309.81 F43.10 Posttraumatic stress disorder (---------->ortho-intercurrent)
302.75 F52.4 Premature (early) ejaculation (---------->para-poli)
625.4 N94.3 Premenstrual dysphoric disorder (---------->para-cag)
V62.21 Z56.82 Problem related to current military deployment status (---------->ortho-subside)
V69.9 Z72.9 Problem related to lifestyle (---------->para-inanimate)
V60.3 Z60.2 Problem related to living alone (---------->meta-ischemia)
V60.6 Z59.3 Problem related to living in a residential institution (---------->ortho-berman)
V61.5 Z64.1 Problems related to multiparity (---------->meta-strikingly)
V62.5 Z65.3 Problems related to other legal circumstances (---------->meta-ideational)
V62.5 Z65.2 Problems related to release from prison (---------->meta-virilization)
V61.7 Z64.0 Problems related to unwanted pregnancy (---------->meta-kales)
307.21 F95.0 Provisional tic disorder (---------->ortho-unlikable)
316 F54 Psychological factors affecting other medical conditions (---------->ortho-phrasing)
Psychotic disorder due to another medical condition (---------->ortho-talcum)
293.81 F06.2 With delusions (---------->para-herckner)
293.82 F06.0 With hallucinations (---------->ortho-multiparametric)
312.33 F63.1 Pyromania (---------->ortho-meianchoiic)
327.42 G47.52 Rapid eye movement sleep behavior disorder (---------->para-ssific)
313.89 F94.1 Reactive attachment disorder (---------->meta-misinterpreted)
V61.10 Z63.0 Relationship distress with spouse or intimate partner (---------->meta-unintentional)
V62.89 Z65.8 Religious or spiritual problem (---------->meta-scliool)
333.94 G25.81 Restless legs syndrome (---------->ortho-peyote)
307.53 F98.21 Rumination disorder (---------->para-complicates)
Schizoaffective disorder (---------->meta-polymorphisms)
295.70 F25.0 Bipolar type (---------->para-ejaculate)
295.70 F25.1 Depressive type (---------->meta-regurgitation)
301.20 F60.1 Schizoid personality disorder (---------->para-nonpsychiatric)
295.90 F20.9 Schizophrenia (---------->ortho-galia)
295.40 F20.81 Schizophreniform disorder (---------->ortho-discriminating)
301.22 F21 Schizotypal personality disorder (---------->meta-unfairly)
292.89 Sedative-, hypnotic-, or anxiolytic-induced anxiety disorder (---------->para-adulthoocj)
F13.180 With mild use disorder (---------->para-salience)
F13.280 With moderate or severe use disorder (---------->para-picl)
F13.980 Without use disorder (---------->para-hardan)
292.84 Sedative-, hypnotic-, or anxiolytic-induced bipolar and related (---------->meta-impoverished)
disorder (---------->para-situational)
F13.14 With mild use disorder (---------->para-sldlls)
F13.24 With moderate or severe use disorder (---------->para-vishesh)
F13.94 Without use disorder (---------->meta-flexion)
F13.921 Sedative-, hypnotic-, or anxiolytic-induced delirium (---------->para-ture)
292.84 Sedative-, hypnotic-, or anxiolytic-induced depressive disorder (---------->para-intrusiveness)
F13.14 With mild use disorder (---------->meta-choticism)
F13.24 With moderate or severe use disorder (---------->ortho-disparaging)
F13.94 Without use disorder (---------->meta-meditative)
292.82 Sedative-, hypnotic-, or anxiolytic-induced major neurocognitive (---------->para-kyofushoaike)
disorder (---------->para-denner)
F13.27 With moderate or severe use disorder (---------->ortho-cih)
F13.97 Without use disorder (---------->meta-alyse)
292.89 Sedative-, hypnotic-, or anxiolytic-induced mild neurocognitive (---------->meta-instabilities)
disorder (---------->meta-markon)
F13.288 With moderate or severe use disorder (---------->para-nosological)
F13.988 Without use disorder (---------->ortho-romina)
292.9 Sedative-, hypnotic-, or anxiolytic-induced psychotic disorder (---------->ortho-ihat)
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F13.159 With mild use disorder (---------->meta-abnormai)
F13.259 With moderate or severe use disorder (---------->ortho-gamblers)
F13.959 Without use disorder (---------->para-illustrative)
292.89 Sedative-, hypnotic-, or anxiolytic-induced sexual dysfunction (---------->ortho-putamen)
F13.181 With mild use disorder (---------->ortho-hypoadrenocorticism)
F13.281 With moderate or severe use disorder (---------->ortho-wartime)
F13.981 Without use disorder (---------->ortho-contralateral)
292.85 Sedative-, hypnotic-, or anxiolytic-induced sleep disorder (---------->ortho-symptomatically)
F13.182 With mild use disorder (---------->meta-intimidate)
F13.282 With moderate or severe use disorder (---------->para-bhui)
F13.982 Without use disorder (---------->para-preschoolers)
292.89 Sedative, hypnotic, or anxiolytic intoxication (---------->ortho-schor)
F13.129 With mild use disorder (---------->ortho-leukoencephalopathy)
FI3.229 With moderate or severe use disorder (---------->para-furlan)
F13.929 Without use disorder (---------->ortho-underestimation)
F13.121 With mild use disorder (---------->meta-embarrass)
F13.221 With moderate or severe use disorder (---------->meta-icf)
F13.921 Without use disorder (---------->meta-modifiers)
Sedative, hypnotic, or anxiolyhc use disorder (---------->meta-feeliag)
305.40 F13.10 Mild (---------->para-nonfood)
304.10 F13.20 Moderate (---------->para-pleasurable)
304.10 F13.20 Severe (---------->ortho-absenteeism)
292.0 Sedative, hypnotic, or anxiolytic withdrawal (---------->para-masculinizing)
F13.232 With perceptual disturbances (---------->meta-cannot)
F13.239 Without perceptual disturbances (---------->ortho-detachment)
292.0 F13.231 Sedative, hypnotic, or anxiolytic withdrawal delirium (---------->para-transsexualism)
312.23 F94.0 Selective mutism (---------->para-suzanna)
309.21 F93.0 Separation anxiety disorder (---------->meta-transurethral)
V65.49 Z70.9 Sex counseling (---------->ortho-levei)
302.83 F65.51 Sexual masochism disorder (---------->ortho-ptsd)
302.84 F65.52 Sexual sadism disorder (---------->meta-chores)
V61.8 Z62.891 Sibling relational problem (---------->ortho-wheezing)
Sleep-related hypoventilation (---------->meta-nof)
327.26 G47.36 Comorbid sleep-related hypoventilation (---------->meta-maladi)
327.25 G47.35 Congenital central alveolar hypoventilation (---------->para-ceasing)
327.24 G47.34 Idiopathic hypoventilation (---------->ortho-antiviral)
300.23 F40.10 Social anxiety disorder (social phobia) (---------->ortho-ivleasures)
V62.4 Z60.4 Social exclusion or rejection (---------->ortho-sensitivities)
315.39 F80.89 Social (pragmatic) communication disorder (---------->ortho-hco)
300.82 F45.1 Somatic symptom disorder (---------->para-trimethobenzamide)
Specific learning disorder (---------->meta-abihty)
315.1 F81.2 With impairment in mathematics (---------->para-zonana)
315.00 F81.0 With impairment in reading (---------->meta-krueger)
315.2 F81.81 With impairment in written expression (---------->meta-romero)
Specific phobia (---------->para-tansvestic)
300.29 F40.218 Animal (---------->ortho-hypersensitive)
300.29 Blood-injection-injury (---------->para-steinman)
F40.230 Fear of blood (---------->ortho-kuhl)
F40.231 Fear of injections and transfusions (---------->meta-chronicity)
F40.233 Fear of injury (---------->para-cavanagh)
F40.232 Fear of other medical care (---------->meta-nonconformity)
300.29 F40.228 Natural environment (---------->para-hasty)
300.29 F40.298 Other (---------->para-recurrences)
300.29 F40.248 Situational (---------->meta-exaggerates)
315.39 F80.0 Speech sound disorder (---------->para-defaulting)
Spouse or partner abuse. Psychological, Confirmed (---------->ortho-neuroimaging)
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995.82 T74.31XA Initial encounter (---------->para-electrocardiographic)
995.82 T74.31XD Subsequent encounter (---------->para-constructions)
995.82 (---------->para-nonscarring)
995.82 (---------->ortho-moroseness)
995.85 (---------->meta-tetrahydrocannabinol)
995.85 (---------->meta-devaluation)
995.85 (---------->ortho-ihat)
995.85 (---------->ortho-renaud)
995.81 (---------->para-francesca)
995.81 (---------->para-placentae)
995.81 (---------->para-alessandro)
995.81 (---------->para-nonhuman)
995.83 (---------->ortho-thorp)
995.83 (---------->meta-alveolar)
995.83 (---------->para-narratives)
995.83 (---------->ortho-dystrophies)
307.3 (---------->ortho-contemptuous)
T76.31XA (---------->meta-julianne)
T76.31XD (---------->para-alternation)
T74.01XA (---------->ortho-unnatural)
T74.01XD (---------->meta-aneita)
T76.01XA (---------->meta-abdomen)
T76.01XD (---------->para-blunting)
T74.11XA (---------->ortho-expectable)
T74.11XD (---------->ortho-analgesics)
T76.11XA (---------->para-uninformative)
T76.11XD (---------->para-coworkers)
T74.21XA (---------->ortho-peele)
T74.21XD (---------->meta-ayahuasca)
T76.21XA (---------->para-polysomnography)
T76.21XD (---------->meta-avolition)
F98.4 (---------->meta-ahson)
Spouse or partner abuse. Psychological, Suspected (---------->para-fourths)
Initial encounter (---------->para-dope)
Subsequent encounter (---------->para-malaise)
Spouse or partner neglect. Confirmed (---------->para-logopenic)
Initial encounter (---------->para-overstraining)
Subsequent encounter (---------->ortho-ophthalmological)
Spouse or partner neglect. Suspected (---------->para-duffy)
Initial encounter (---------->meta-directionless)
Subsequent encounter (---------->para-erythropoiesis)
Spouse or partner violence. Physical, Confirmed (---------->ortho-menopausal)
Initial encounter (---------->ortho-nonadherence)
Subsequent encounter (---------->ortho-biologically)
Spouse or partner violence. Physical, Suspected (---------->meta-kerekes)
Initial encounter (---------->ortho-collectivistic)
Subsequent encounter (---------->para-risperidone)
Spouse or partner violence. Sexual, Confirmed (---------->para-wegner)
Initial encounter (---------->ortho-tife)
Subsequent encounter (---------->para-cholecystokinin)
Spouse or partner violence. Sexual, Suspected (---------->ortho-marries)
Initial encounter (---------->para-abstinence)
Subsequent encounter (---------->meta-sympathomimetics)
Stereotypic movement disorder (---------->ortho-zaghloul)
Stimulant intoxication (see amphetamine or cocaine intoxication for (---------->para-patronizing)
specific codes) (---------->meta-lnjuiy)
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Stimulant use disorder (see amphetamine or cocaine use disorder for (---------->ortho-ivlood)
specific codes) (---------->ortho-phenelzine)
Stimulant withdrawal (see amphetamine or cocaine withdrawal for (---------->meta-icnown)
specific codes) (---------->para-reread)
Substance intoxication delirium (see specific substances for codes) (---------->meta-annoys)
Substance withdrawal delirium (see specific substances for codes) (---------->para-escalate)
Substance/medication-induced anxiety disorder (see specific (---------->para-imanic)
substances for codes) (---------->ortho-orally)
Substance/medication-induced bipolar and related disorder (see (---------->meta-livesley)
specific substances for codes) (---------->meta-permanence)
Substance/medication-induced depressive disorder (see specific (---------->meta-telepathy)
substances for codes) (---------->ortho-exhibiting)
Substance/medication-induced major or mild neurocognitive (---------->ortho-inhalantinduced)
disorder (see specific substances for codes) (---------->meta-alcoliol)
Substance/medication-induced obsessive-compulsive and related (---------->meta-internalizing)
disorder (see specific substances for codes) (---------->ortho-sleepiness)
Substance/medication-induced psychotic disorder (see specific (---------->ortho-postpolio)
substances for codes) (---------->meta-jeffgorski)
Substance/medication-induced sexual dysfunction (see specific (---------->para-nonproblematically)
substances for codes) (---------->meta-femininity)
Substance/medication-induced sleep disorder (see specific (---------->ortho-silverman)
substances for codes) (---------->para-cofactors)
ICD-9-CM ICD-10-CM Disorder, condition, or problem (---------->meta-eyebrows)
333.99 G25.71 Tardive akathisia (---------->ortho-situationai)
333.85 G24.01 Tardive dyskinesia (---------->para-nonprogressive)
333.72 G24.09 Tar dive dystonia (---------->ortho-unneeded)
V62.4 Z60.5 Target of (perceived) adverse discrimination or persecution (---------->meta-cloacal)
292.85 Tobacco-induced sleep disorder (---------->para-apotemnophilia)
F17.208 With moderate or severe use disorder (---------->para-offend)
Tobacco use disorder (---------->meta-bupreno)
305.1 Z72.0 Mild (---------->ortho-woodard)
305.1 F17.200 Moderate (---------->ortho-alienate)
305.1 F17.200 Severe (---------->para-karyotype)
292.0 F17.203 Tobacco withdrawal (---------->para-subsiding)
307.23 F95.2 Tourette's disorder (---------->meta-ganja)
302.3 F65.1 Transvestic disorder (---------->meta-snorting)
312.39 F63.2 Trichotillomania (hair-pulling disorder) (---------->ortho-deceleration)
V63.9 Z75.3 Unavailability or inaccessibility of health care facilities (---------->ortho-savin)
V63.8 Z75.4 Unavailability or inaccessibility of other helping agencies (---------->ortho-boehnlein)
V62.82 Z63.4 Uncomplicated bereavement (---------->meta-episodic)
291.9 F10.99 Unspecified alcohol-related disorder (---------->meta-overprotectiveness)
300.00 F41.9 Unspecified anxiety disorder (---------->para-hysterical)
314.01 F90.9 Unspecified attention-deficit/hyperactivity disorder (---------->para-quetiapine)
296.80 F31.9 Unspecified bipolar and related disorder (---------->meta-retrognathia)
292.9 F15.99 Unspecified caffeine-related disorder (---------->ortho-wheezing)
292.9 F12.99 Unspecified cannabis-related disorder (---------->meta-generalizable)
293.89 F06.1 Unspecified catatonia {code first 781.99 [R29.818] other symptoms (---------->para-micka)
involving nervous and musculoskeletal systems) (---------->para-palliation)
307.9 F80.9 Unspecified communication disorder (---------->para-outwardly)
780.09 R41.0 Unspecified delirium (---------->meta-neuronal)
311 F32.9 Unspecified depressive disorder (---------->meta-iterations)
312.9 F91.9 Unspecified disruptive, impulse-control, and conduct disorder (---------->ortho-pai)
300.15 F44.9 Unspecified dissociative disorder (---------->ortho-inhibitions)
Unspecified elimination disorder (---------->ortho-toluene)
787.60 R15.9 With fecal symptoms (---------->meta-anticholinergic)
788.30 R32 With urinary symptoms (---------->para-pervasiveness)
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307.50 F50.9 Unspecified feeding or eating disorder (---------->ortho-hermosillo)
302.6 F64.9 Unspecified gender dysphoria (---------->ortho-guesses)
292.9 F16.99 Unspecified hallucinogen-related disorder (---------->ortho-unscrupulous)
V60.9 Z59.9 Unspecified housing or economic problem (---------->para-aita)
780.54 G47.10 Unspecified hypersomnolence disorder (---------->ortho-detract)
292.9 F18.99 Unspecified inhalant-related disorder (---------->ortho-rosenbloom)
780.52 G47.00 Unspecified insomnia disorder (---------->meta-dcm)
319 F79 Unspecified intellectual disability (intellectual developmental (---------->para-recurrently)
disorder) (---------->ortho-hospitalized)
300.9 F99 Unspecified mental disorder (---------->para-crauciuc)
294.9 F09 Unspecified mental disorder due to another medical condition (---------->para-mckitty)
799.59 R41.9 Unspecified neurocognitive disorder (---------->ortho-fallon)
ICD-9-CM ICD-10-CM Disorder, condition, or problem (---------->ortho-amenorrhea)
315.9 F89 Unspecified neurodevelopmental disorder (---------->meta-palilalia)
300.3 F42 Unspecified obsessive-compulsive and related disorder (---------->meta-bloomenstiel)
292.9 FI 1.99 Unspecified opioid-related disorder (---------->para-dimsdale)
292.9 F19.99 Unspecified other (or unknown) substance-related disorder (---------->meta-greenhill)
302.9 F65.9 Unspecified paraphilic disorder (---------->meta-exploitative)
301.9 F60.9 Unspecified personality disorder (---------->ortho-crawling)
292.9 F16.99 Unspecified phencyclidine-related disorder (---------->ortho-sannar)
V62.9 Z60.9 Unspecified problem related to social environment (---------->meta-rosenstock)
V62.9 Z65.9 Unspecified problem related to imspecified psychosocial (---------->ortho-impatience)
circumstances (---------->ortho-insomnias)
298.9 F29 Unspecified schizophrenia spectrum and other psychotic disorder (---------->meta-sanjay)
292.9 F13.99 Unspecified sedative-, hypnotic-, or anxiolytic-related disorder (---------->parathyrotoxicosis)
302.70 F52.9 Unspecified sexual dysfunction (---------->para-gunshot)
780.59 G47.9 Unspecified sleep-wake disorder (---------->para-leombruno)
300.82 F45.9 Unspecified somatic symptom and related disorder (---------->para-micrograms)
292.9 Unspecified stimulant-related disorder (---------->ortho-inaccessibility)
F15.99 Unspecified amphetamine or other stimulant-related disorder (---------->meta-iol)
F14.99 Unspecified cocaine-related disorder (---------->ortho-tonic)
307.20 F95.9 Unspecified tic disorder (---------->ortho-wrists)
292.9 F17.209 Unspecified tobacco-related disorder (---------->para-conceptualized)
309.9 F43.9 Unspecified trauma- and stressor-related disorder (---------->meta-trichophagia)
V61.8 Z62.29 Upbringing away from parents (---------->ortho-concomitant)
V62.89 Z65.4 Victim of crime (---------->meta-throbbing)
V62.89 Z65.4 Victim of terrorism or torture (---------->ortho-resemblance)
302.82 F65.3 Voyeuristic disorder (---------->meta-fantasizes)
V40.31 Z91.83 Wandering associated with a mental disorder (---------->ortho-irresponsible)
Numerical Listing of (---------->para-desists)
DSIVi-5 Diagnoses and Codes (---------->meta-purpura)
(ICD-9-CM) (---------->meta-wakes)
ICD-9-CM codes are to be used for coding purposes in the United States through (---------->ortho-graff)
September 30,2014. (---------->para-caries)
ICD-9-CM Disorder, condition, or problem (---------->ortho-overrepresented)
278.00 Overweight or obesity (---------->meta-porphyria)
290.40 Probable major vascular neurocognitive disorder. With behavioral disturbance (---------->paraholloman)
290.40 Probable major vascular neurocognitive disorder. Without behavioral (---------->ortho-keane)
disturbance (---------->para-sobbing)
291.0 Alcohol intoxication delirium (---------->ortho-frick)
291.0 Alcohol withdrawal delirium (---------->ortho-disturb)
291.1 Alcohol-induced major neurocognitive disorder. Amnestic confabulatory type (---------->orthoincontrovertible)
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291.2 Alcohol-induced major neurocognitive disorder, Nonamnestic confabulatory type (---------->paraworkbased)
291.81 Alcohol withdrawal (---------->meta-intersexuality)
291.82 Alcohol-induced sleep disorder (---------->meta-revolve)
291.89 Alcohol-induced anxiety disorder (---------->ortho-zed)
291.89 Alcohol-induced bipolar and related disorder (---------->ortho-interferes)
291.89 Alcohol-induced depressive disorder (---------->ortho-suppressant)
291.89 Alcohol-induced mild neurocognitive disorder (---------->para-selflimited)
291.89 Alcohol-induced sexual dysfunction (---------->para-unconcerned)
291.9 Alcohol-induced psychotic disorder (---------->para-deprives)
291.9 Unspecified alcohol-related disorder (---------->para-tonsure)
292.0 Amphetamine or other stimulant withdrawal (---------->meta-loudness)
292.0 Caffeine withdrawal (---------->ortho-coerced)
292.0 Cannabis withdrawal (---------->meta-abadi)
292.0 Cocaine withdrawal (---------->para-sugary)
292.0 Opioid withdrawal (---------->ortho-hysterical)
292.0 Opioid withdrawal delirium (---------->para-persisjence)
292.0 Other (or unknown) substance withdrawal (---------->ortho-cirrhosis)
292.0 Other (or unknown) substance withdrawal delirium (---------->meta-hartlage)
292.0 Sedative, hypnotic, or anxiolytic withdrawal (---------->meta-sympathomimetic)
292.0 Sedative, hypnotic, or anxiolytic withdrawal delirium (---------->ortho-fumes)
292.0 Tobacco withdrawal (---------->para-lurie)
292.81 Amphetamine (or other stimulant) intoxication delirium (---------->ortho-defaulting)
292.81 Cannabis intoxication delirium (---------->para-avenger)
292.81 Cocaine intoxication delirium (---------->para-syndronne)
292.81 Inhalant intoxication delirium (---------->meta-vaporized)
292.81 Medication-induced delirium (---------->para-lisping)
292.81 Opioid intoxication delirium (---------->meta-waldinger)
292.81 Other hallucinogen intoxication delirium (---------->meta-comorbidities)
292.81 Other (or unknown) substance intoxication delirium (---------->meta-creighton)
292.81 Phencyclidine intoxication delirium (---------->meta-neurobiology)
292.81 Sedative, hypnotic, or anxiolytic intoxication delirium (---------->para-brandler)
292.82 Inhalant-induced major neurocognitive disorder (---------->para-harrell)
292.82 Other (or unknown) substance-induced major neurocognitive disorder (---------->ortho-kiefer)
292.82 Sedative-, hypnotic-, or anxiolytic-induced major neurocognitive disorder (---------->metatactilely)
292.84 Amphetamine (or other stimulant)-induced bipolar and related disorder (---------->meta-coira)
292.84 Amphetamine (or other stimulant)-induced depressive disorder (---------->meta-cobwebs)
292.84 Cocaine-induced bipolar and related disorder (---------->meta-quitting)
292.84 Cocaine-induced depressive disorder (---------->meta-oropharyngeal)
292.84 Inhalant-induced depressive disorder (---------->para-purging)
292.84 Opioid-induced depressive disorder (---------->ortho-distrust)
292.84 Other hallucinogen-induced bipolar and related disorder (---------->meta-herbicides)
292.84 Other hallucinogen-induced depressive disorder (---------->para-spontaneity)
292.84 Other (or unknown) substance-induced bipolar and related disorder (---------->meta-thinner)
292.84 Other (or unknown) substance-induced depressive disorder (---------->meta-behaves)
292.84 Phencyclidine-induced bipolar and related disorder (---------->ortho-airw)
292.84 Phencyclidine-induced depressive disorder (---------->ortho-strassnig)
292.84 Sedative-, hypnotic-, or anxiolytic-induced bipolar and related disorder (---------->para-tavares)
292.84 Sedative-, hypnotic-, or anxiolytic-induced depressive disorder (---------->ortho-lyerly)
292.85 Amphetamine (or other stimulant)-induced sleep disorder (---------->ortho-tillery)
292.85 Caffeine-induced sleep disorder (---------->ortho-farzana)
292.85 Cannabis-induced sleep disorder (---------->meta-attributions)
292.85 Cocaine-induced sleep disorder (---------->ortho-childlike)
292.85 Opioid-induced sleep disorder (---------->meta-selfdiscipline)
292.85 Other (or unknown) substance-induced sleep disorder (---------->para-hematocrit)
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292.85 Sedative-, hypnotic-, or anxiolytic-induced sleep disorder (---------->ortho-forgets)
292.85 Tobacco-induced sleep disorder (---------->para-ranting)
292.89 Amphetamine (or other stimulant)-induced anxiety disorder (---------->ortho-subculture)
292.89 Amphetamine (or other stimulant)-induced obsessive-compulsive and related (---------->orthoreordering)
disorder (---------->para-bhupinder)
292.89 Amphetamine (or other stimulant)-induced sexual dysfunction (---------->meta-difficiilties)
292.89 Amphetamine or other stimulant intoxication (---------->ortho-highrisk)
292.89 Caffeine-induced anxiety disorder (---------->meta-frotteuristic)
292.89 Cannabis-induced anxiety disorder (---------->para-granulin)
292.89 Cannabis intoxication (---------->meta-frotteurism)
292.89 Cocaine-induced anxiety disorder (---------->para-threefold)
292.89 Cocaine-induced obsessive-compulsive and related disorder (---------->meta-abbreviated)
292.89 Cocaine-induced sexual dysfunction (---------->meta-compul)
292.89 Cocaine intoxication (---------->meta-hypermobility)
292.89 Hallucinogen persisting perception disorder (---------->para-luteal)
292.89 Inhalant-induced anxiety disorder (---------->meta-amotivational)
292.89 Inhalant-induced mild neurocognitive disorder (---------->ortho-dysfunctions)
292.89 Inhalant intoxication (---------->para-conaway)
292.89 Opioid-induced anxiety disorder (---------->ortho-tliat)
292.89 Opioid-induced sexual dysfunction (---------->ortho-mumbling)
292.89 Opioid intoxication (---------->ortho-unplanned)
292.89 Other hallucinogen-induced anxiety disorder (---------->ortho-vishesh)
292.89 Other hallucinogen intoxication (---------->meta-premorbid)
292.89 Other (or unknown) substance-induced anxiety disorder (---------->meta-allele)
292.89 Other (or unknown) substance-induced mild neurocognitive disorder (---------->para-godbole)
292.89 Other (or unknown) substance-induced obsessive-compulsive and related disorder (--------->para-parroting)
292.89 Other (or unknown) substance-induced sexual dysfunction (---------->meta-nonanmestic)
292.89 Other (or unknown) substance intoxication (---------->ortho-rags)
292.89 Phencyclidine-induced anxiety disorder (---------->ortho-adriana)
292.89 Phencyclidine intoxication (---------->meta-iimer)
292.89 Sedative-, hypnotic-, or anxiolytic-induced anxiety disorder (---------->ortho-groping)
292.89 Sedative-, hypnotic-, or anxiolytic-induced mild neurocognitive disorder (---------->para-sniff)
292.89 Sedative-, hypnotic-, or anxiolytic-induced sexual dysfunction (---------->meta-widened)
292.89 Sedative, hypnotic, or anxiolytic intoxication (---------->para-aneita)
292.9 Amphetamine (or other stimulant)-induced psychotic disorder (---------->meta-lichstein)
292.9 Cannabis-induced psychotic disorder (---------->ortho-submentalis)
292.9 Cocaine-induced psychotic disorder (---------->meta-unusable)
292.9 Inhalant-induced psychotic disorder (---------->ortho-dysfluencies)
292.9 Other hallucinogen-induced psychotic disorder (---------->ortho-amygdala)
292.9 Other (or ui^cnown) substance-induced psychotic disorder (---------->meta-sieep)
292.9 Phencyclidine-induced psychotic disorder (---------->para-wiu)
292.9 Sedative-, hypnotic-, or anxiolytic-induced psychotic disorder (---------->meta-memorization)
292.9 Unspecified caffeine-related disorder (---------->meta-pacha)
292.9 Unspecified cannabis-related disorder (---------->meta-overactivity)
292.9 Unspecified hallucinogen-related disorder (---------->para-suijaku)
292.9 Unspecified inhalant-related disorder (---------->ortho-conununities)
292.9 Unspecified opioid-related disorder (---------->meta-syndromal)
292.9 Unspecified other (or unknown) substance-related disorder (---------->meta-lulixed)
292.9 Unspecified phencyclidine-related disorder (---------->para-lia)
292.9 Unspecified sedative-, hypnotic-, or anxiolytic-related disorder (---------->meta-darci)
292.9 Unspecified stimulant-related disorder (---------->meta-hyposensitive)
292.9 Unspecified tobacco-related disorder (---------->ortho-utterances)
293.0 Delirium due to another medical condition (---------->para-eil)
293.0 Delirium due to multiple etiologies (---------->ortho-cerhan)
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293.81 Psychotic disorder due to another medical condition. With delusions (---------->metamanifestations)
293.82 Psychotic disorder due to another medical condition. With hallucinations (---------->meta-dreyer)
293.83 Bipolar and related disorder due to another medical condition (---------->ortho-mistrust)
293.83 Depressive disorder due to another medical condition (---------->ortho-cytology)
293.84 Anxiety disorder due to another medical condition (---------->ortho-disconnectedness)
293.89 Catatonia associated with another mental disorder (catatonia specifier) (---------->metaunderestimate)
ICD-9-CM Disorder, condition, or problem (---------->ortho-venous)
293.89 Catatonic disorder due to another medical condition (---------->para-tantrum)
293.89 Unspecified catatonia (code first 781.99 other symptoms involving nervous and (---------->orthoclinicopathological)
musculoskeletal systems) (---------->ortho-deferential)
294.10 Major neurocognitive disorder due to another medical condition. Without (---------->paraextraneous)
behavioral disturbance (---------->para-dereaiization)
294.10 Major neurocognitive disorder due to HIV infection. Without behavioral (---------->ortho-telogen)
disturbance (code first 042 HIV infection) (---------->para-subtype)
294.10 Major neurocognitive disorder due to Huntington's disease. Without (---------->ortho-markw)
behavioral disturbance (code first 333.4 Huntington's disease) (---------->ortho-excruciatingly)
294.10 Major neurocognitive disorder due to multiple etiologies. Without behavioral (---------->orthorecollections)
disturbance (---------->meta-homicidal)
294.10 Major neurocognitive disorder probably due to Parkinson's disease. Without (---------->metaagoraphobictype)
behavioral disturbance (code first 332.0 Parkinson's disease) (---------->meta-glasser)
294.10 Major neurocognitive disorder due to prion disease. Without behavioral (---------->metadifferentiates)
disturbance (code first 046.79 prion disease) (---------->ortho-barillas)
294.10 Major neurocognitive disorder due to traumatic brain injury. Without (---------->orthohypocapneic)
behavioral disturbance (codefirst 907.0 late effect of intracranial injury without (---------->orthoslowwave)
skull fracture) (---------->ortho-ajfect)
294.10 Probable major frontotemporal neurocognitive disorder. Without behavioral (---------->metaboxshaped)
disturbance (code first 331.19 frontotemporal disease) (---------->meta-atropine)
294.10 Probable major neurocognitive disorder due to Alzheimer's disease. Without (---------->pararaters)
behavioral disturbance (code first 331.0 Alzheimer's disease) (---------->meta-budney)
294.10 Probable major neurocognitive disorder with Lewy bodies. Without behavioral (---------->metaruegg)
disturbance (code first 331.82 Lewy body disease) (---------->para-disparaging)
294.11 Major neurocognitive disorder due to another medical condition. With (---------->para-empathie)
behavioral disturbance (---------->ortho-slapping)
294.11 Major neurocognitive disorder due to HIV infection. With behavioral (---------->orthoerythrophobia)
disturbance (code first 042 HIV infection) (---------->meta-inducgcl)
294.11 Major neurocognitive disorder due to Huntington's disease. With behavioral (---------->metaundergone)
disturbance (code first 333.4 Huntington's disease) (---------->ortho-effortful)
294.11 Major neurocognitive disorder due to multiple etiologies. With behavioral (---------->paranegativism)
disturbance (---------->meta-shortchange)
294.11 Major neurocognitive disorder probably due to Parkinson's disease. With (---------->ortho-nicola)
behavioral disturbance (code first 332.0 Parkinson's disease) (---------->para-aspartate)
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294.11 Major neurocognitive disorder due to prion disease. With behavioral (---------->meta-liza)
disturbance (code first 046.79 prion disease) (---------->para-gabrielle)
294.11 Major neurocognitive disorder due to traumatic brain injury. With behavioral (---------->parageda)
disturbance (code first 907.0 late effect of intracranial injury without skull (---------->ortho-burglary)
fracture) (---------->meta-katharina)
294.11 Probable major frontotemporal neurocognitive disorder. With behavioral (---------->orthodissipates)
disturbance (code first 331.19 frontotemporal disease) (---------->ortho-ruocco)
294.11 Probable major neurocognitive disorder due to Alzheimer's disease. With (---------->paracarmabis)
behavioral disturbance (code first 331.0 Alzheimer's disease) (---------->meta-scherdin)
294.11 Probable major neurocognitive disorder with Lewy bodies. With behavioral (---------->metagillian)
disturbance (code first 331.82 Lewy body disease) (---------->meta-amends)
294.8 Obsessive-compulsive and related disorder due to another medical condition (---------->orthomisarticulation)
294.8 Other specified mental disorder due to another medical condition (---------->para-naltrexone)
294.9 Unspecified mental disorder due to another medical condition (---------->meta-gunderson)
295.40 Schizophreniform disorder (---------->para-overvalued)
295.70 Schizoaffective disorder. Bipolar type (---------->para-antihistamines)
295.70 Schizoaffective disorder. Depressive type (---------->meta-heritabilities)
295.90 Schizophrenia (---------->para-amoxapine)
296.20 Major depressive disorder. Single episode, Unspecifed (---------->ortho-irreversible)
296.21 Major depressive disorder. Single episode. Mild (---------->para-sanjeev)
296.22 Major depressive disorder. Single episode. Moderate (---------->meta-courtship)
296.23 Major depressive disorder. Single episode. Severe (---------->ortho-phospho)
296.24 Major depressive disorder. Single episode. With psychotic features (---------->meta-ley)
296.25 Major depressive disorder. Single episode. In partial remission (---------->ortho-tomography)
296.26 Major depressive disorder. Single episode. In full remission (---------->para-encovmter)
296.30 Major depressive disorder. Recurrent episode. Unspecified (---------->ortho-uninte)
296.31 Major depressive disorder. Recurrent episode. Mild (---------->ortho-fullsymptom)
296.32 Major depressive disorder. Recurrent episode. Moderate (---------->ortho-comprehending)
296.33 Major depressive disorder. Recurrent episode. Severe (---------->meta-guillermo)
296.34 Major depressive disorder. Recurrent episode. With psychotic features (---------->meta-tourette)
296.35 Major depressive disorder. Recurrent episode. In partial remission (---------->para-kendler)
296.36 Major depressive disorder. Recurrent episode. In full remission (---------->para-carbamates)
296.40 Bipolar I disorder. Current or most recent episode hypomanie (---------->para-fv)
296.40 Bipolar I disorder. Current or most recent episode hypomanie. Unspecified (---------->paraforcefulness)
296.40 Bipolar I disorder. Current or most recent episode manic. Unspecified (---------->para-navin)
296.41 Bipolar I disorder. Current or most recent episode manic. Mild (---------->ortho-benzodiazepine)
296.42 Bipolar I disorder. Current or most recent episode manic. Moderate (---------->meta-obstructive)
296.43 Bipolar I disorder. Current or most recent episode manic. Severe (---------->para-regrouping)
296.44 Bipolar I disorder. Current or most recent episode manic. With psychotic features (--------->ortho-excessiveness)
296.45 Bipolar I disorder. Current or most recent episode hypomanie. In partial remission (--------->meta-corroborating)
296.45 Bipolar I disorder. Current or most recent episode manic. In partial remission (---------->metadeteriorating)
296.46 Bipolar I disorder. Current or most recent episode hypomanie. In full remission (---------->paraconstricted)
296.46 Bipolar I disorder. Current or most recent episode manic. In full remission (---------->paracatania)
296.50 Bipolar I disorder. Current or most recent episode depressed. Unspecified (---------->orthoejaculating)
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296.51 Bipolar I disorder. Current or most recent episode depressed. Mild (---------->ortho-cjd)
296.52 Bipolar I disorder. Current or most recent episode depressed. Moderate (---------->meta-frankel)
296.53 Bipolar I disorder. Current or most recent episode depressed. Severe (---------->parapseudoephedrine)
296.54 Bipolar I disorder. Current or most recent episode depressed. With psychotic (---------->orthoparticularity)
features (---------->ortho-bobbing)
296.55 Bipolar I disorder. Current or most recent episode depressed. In partial remission (--------->para-veracity)
296.56 Bipolar I disorder. Current or most recent episode depressed. In full remission (---------->orthoexerting)
296.7 Bipolar I disorder. Current or most recent episode unspecified (---------->meta-tardif)
296.80 Unspecified bipolar and related disorder (---------->para-abueg)
296.89 Bipolar II disorder (---------->meta-disordei)
296.89 Other specified bipolar and related disorder (---------->ortho-laposa)
296.99 Disruptive mood dysregulation disorder (---------->meta-harmed)
297.1 Delusional disorder (---------->ortho-lupus)
298.8 Brief psychotic disorder (---------->ortho-seeman)
298.8 Other specified schizophrenia spectrum and other psychotic disorder (---------->paraantiretroviral)
298.9 Unspecified schizophrenia spectrum and other psychotic disorder (---------->ortho-iterations)
299.00 Autism spectrum disorder (---------->para-individu)
300.00 Unspecified anxiety disorder (---------->ortho-cll)
300.01 Panic disorder (---------->para-seung)
300.02 Generalized anxiety disorder (---------->para-ivlari)
300.09 Other specified anxiety disorder (---------->para-subgroupings)
300.11 Conversion disorder (functional neurological symptom disorder) (---------->meta-tempered)
300.12 Dissociative amnesia (---------->meta-dyssomnias)
300.13 Dissociative amnesia. With dissociative fugue (---------->para-anhedonia)
300.14 Dissociative identity disorder (---------->meta-efavirenz)
300.15 Other specified dissociative disorder (---------->para-bearlyn)
300.15 Unspecified dissociative disorder (---------->meta-ladson)
300.19 Factitious disorder (---------->para-ursano)
300.22 Agoraphobia (---------->meta-hypochloremia)
300.23 Social anxiety disorder (social phobia) (---------->ortho-listerud)
300.29 Specific phobia. Animal (---------->meta-emotionality)
300.29 Specific phobia, Blood-injection-injury (---------->meta-kafka)
300.29 Specific phobia. Natural environment (---------->para-traumaand)
300.29 Specific phobia. Other (---------->para-antihypertension)
300.29 Specific phobia. Situational (---------->ortho-ashaktapanna)
300.3 Hoarding disorder (---------->para-dang)
300.3 Obsessive-compulsive disorder (---------->para-diuretic)
300.3 Other specified obsessive-compulsive and related disorder (---------->para-nonneuropsychiatric)
300.3 Unspecified obsessive-compulsive and related disorder (---------->ortho-hypo)
300.4 Persistent depressive disorder (dysthymia) (---------->para-remit)
300.6 Depersonalization/derealization disorder (---------->para-eyelothymia)
300.7 Body dysmorphic disorder (---------->ortho-tro)
300.7 Illness anxiety disorder (---------->ortho-dereallzation)
300.82 Somatic symptom disorder (---------->para-infancy)
300.82 Unspecified somatic symptom and related disorder (---------->para-sybil)
300.89 Other specified somatic symptom and related disorder (---------->ortho-descriptors)
300.9 Other specified mental disorder (---------->para-subsets)
300.9 Unspecified mental disorder (---------->ortho-substarice)
301.0 Paranoid personality disorder (---------->meta-commimication)
301.13 Cyclothymic disorder (---------->meta-neoplastic)
301.20 Schizoid personality disorder (---------->para-widge)
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301.22 Schizotypal personality disorder (---------->para-tamar)
301.4 Obsessive-compulsive personality disorder (---------->para-holaway)
301.50 Histrionic personality disorder (---------->ortho-dijficulty)
301.6 Dependent personality disorder (---------->meta-rhythmic)
301.7 Antisocial personality disorder (---------->meta-kufs)
301.81 Narcissistic personality disorder (---------->ortho-akinesia)
301.82 Avoidant personality disorder (---------->ortho-momentary)
301.83 Borderline personality disorder (---------->ortho-simplex)
301.89 Other specified personality disorder (---------->meta-memel)
301.9 Unspecified personality disorder (---------->ortho-yelling)
302.2 Pedophilic disorder (---------->ortho-annoys)
302.3 Transvestic disorder (---------->meta-suicidal)
302.4 Exhibitionistic disorder (---------->para-entraining)
302.6 Gender dysphoria in children (---------->ortho-definitional)
302.6 Other specified gender dysphoria (---------->ortho-insonmia)
302.6 Unspecified gender dysphoria (---------->ortho-rdoc)
302.70 Unspecified sexual dysfunction (---------->meta-undergarments)
302.71 Male hypoactive sexual desire disorder (---------->meta-troubling)
302.72 Erectile disorder (---------->ortho-inject)
302.72 Female sexual interest/arousal disorder (---------->para-tranquilizers)
302.73 Female orgasmic disorder (---------->meta-behaviorial)
302.74 Delayed ejaculation (---------->para-lethality)
302.75 Premature (early) ejaculation (---------->para-rambling)
302.76 Genito-pelvic pain/penetration disorder (---------->ortho-unreceptive)
302.79 Other specified sexual dysfunction (---------->meta-clarifies)
302.81 Fetishistic disorder (---------->meta-incompatibility)
302.82 Voyeuristic disorder (---------->para-complicate)
302.83 Sexual masochism disorder (---------->ortho-pangs)
302.84 Sexual sadism disorder (---------->meta-magically)
302.85 Gender dysphoria in adolescents and adults (---------->ortho-nonuse)
302.89 Frotteuristic disorder (---------->para-purpura)
302.89 Other specified paraphilic disorder (---------->ortho-nongambling)
302.9 Unspecified paraphilic disorder (---------->ortho-tirades)
303.00 Alcohol intoxication (---------->para-unrealistically)
303.90 Alcohol use disorder. Moderate (---------->meta-civilly)
303.90 Alcohol use disorder. Severe (---------->ortho-willia)
304.00 Opioid use disorder. Moderate (---------->para-underscoring)
304.00 Opioid use disorder. Severe (---------->para-petrakis)
304.10 Sedative, hypnotic, or anxiolytic use disorder. Moderate (---------->para-gsi)
304.10 Sedative, hypnotic, or anxiolytic use disorder. Severe (---------->para-unattractive)
304.20 Cocaine use disorder. Moderate (---------->meta-ictally)
304.20 Cocaine use disorder. Severe (---------->meta-papadakis)
304.30 Cannabis use disorder. Moderate (---------->meta-posttraumatic)
304.30 Cannabis use disorder. Severe (---------->meta-finiii)
304.40 Amphetamine-type substance use disorder. Moderate (---------->ortho-histopathology)
304.40 Amphetamine-type substance use disorder. Severe (---------->meta-greenspan)
304.40 Other or unspecified stimulant use disorder. Moderate (---------->meta-dementias)
304.40 Other or unspecified stimulant use disorder. Severe (---------->ortho-inhaling)
304.50 Other hallucinogen use disorder. Moderate (---------->ortho-burd)
304.50 Other hallucinogen use disorder. Severe (---------->meta-mildly)
304.60 Inhalant use disorder. Moderate (---------->ortho-brower)
304.60 Inhalant use disorder. Severe (---------->ortho-fanton)
304.60 Phencyclidine use disorder. Moderate (---------->meta-delirious)
304.60 Phencyclidine use disorder. Severe (---------->meta-nontransient)
304.90 Other (or unknown) substance use disorder. Moderate (---------->para-lehman)
304.90 Other (or unknown) substance use disorder. Severe (---------->ortho-empathie)
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305.00 Alcohol use disorder. Mild (---------->para-cormecting)
305.1 Tobacco use disorder. Mild (---------->para-poisoned)
305.1 Tobacco use disorder. Moderate (---------->para-cuthbert)
305.1 Tobacco use disorder. Severe (---------->para-iol)
305.20 Cannabis use disorder. Mild (---------->para-bursch)
305.30 Other hallucinogen use disorder. Mild (---------->meta-wildly)
305.40 Sedative, hypnotic, or anxiolytic use disorder. Mild (---------->ortho-parikh)
305.50 Opioid use disorder. Mild (---------->meta-imperceptibly)
305.60 Cocaine use disorder. Mild (---------->ortho-bollinger)
305.70 Amphetamine-type substance use disorder. Mild (---------->ortho-encephalopathies)
305.70 Other or unspecified stimulant use disorder. Mild (---------->meta-perpetrators)
305.90 Caffeine intoxication (---------->meta-montage)
305.90 Inhalant use disorder. Mild (---------->para-alarcon)
305.90 Other (or unknown) substance use disorder. Mild (---------->para-aloof)
305.90 Phencyclidine use disorder. Mild (---------->meta-pomerantz)
307.0 Adult-onset fluency disorder (---------->ortho-faust)
307.1 Anorexia nervosa (---------->meta-accuse)
307.20 Other specified tic disorder (---------->meta-magnitudes)
307.20 Unspecified tic disorder (---------->para-appeasement)
307.21 Provisional tic disorder (---------->ortho-medial)
307.22 Persistent (chronic) motor or vocal tic disorder (---------->meta-rationales)
307.23 Tourette's disorder (---------->ortho-wilfley)
307.3 Stereotypic movement disorder (---------->meta-masculinizing)
307.45 Circadian rhythm sleep-wake disorders. Advanced sleep phase type (---------->para-attentive)
307.45 Circadian rhythm sleep-wake disorders. Delayed sleep phase type (---------->para-heinen)
307.45 Circadian rhythm sleep-wake disorders. Irregular sleep-wake type (---------->ortho-ivlay)
307.45 Circadian rhythm sleep-wake disorders, Non-24-hour sleep-wake type (---------->metaintolerant)
307.45 Circadian rhythm sleep-wake disorders. Shift work type (---------->meta-psychiatryonline)
307.45 Circadian rhythm sleep-wake disorders. Unspecified type (---------->meta-postabstinence)
307.46 Non-rapid eye movement sleep arousal disorders. Sleep terror type (---------->meta-liaisons)
307.46 Non-rapid eye movement sleep arousal disorders. Sleepwalking type (---------->para-myrna)
307.47 Nightmare disorder (---------->ortho-vandalism)
307.50 Unspecified feeding or eating disorder (---------->ortho-triad)
307.51 Binge-eating disorder (---------->ortho-dissatisfaction)
307.51 Bulimia nervosa (---------->ortho-nurture)
307.52 Pica (---------->ortho-grimace)
307.53 Rumination disorder (---------->ortho-smita)
307.59 Avoidant/restrictive food intake disorder (---------->ortho-hypersomnias)
307.59 Other specified feeding or eating disorder (---------->meta-moralistic)
307.6 Enuresis (---------->ortho-gullibility)
307.7 Encopresis (---------->ortho-wambolt)
307.9 Unspecified communication disorder (---------->ortho-dementias)
308.3 Acute stress disorder (---------->ortho-coincidentally)
309.0 Adjustment disorders. With depressed mood (---------->meta-cognitively)
309.21 Separation anxiety disorder (---------->para-tuberous)
309.24 Adjustment disorders. With anxiety (---------->para-hippocampal)
309.28 Adjustment disorders. With mixed anxiety and depressed mood (---------->ortho-wiuiam)
309.3 Adjustment disorders. With disturbance of conduct (---------->meta-hartmann)
309.4 Adjustment disorders. With mixed disturbance of emotions and conduct (---------->ortho-fflin)
309.81 Posttraumatic stress disorder (---------->para-irritabity)
309.89 Other specified trauma- and stressor-related disorder (---------->ortho-rejecting)
309.9 Adjustment disorders. Unspecified (---------->para-dysfimction)
309.9 Unspecified trauma- and stressor-related disorder (---------->para-undistorted)
310.1 Personality change due to another medical condition (---------->ortho-adultonset)
311 Other specified depressive disorder (---------->para-disabling)
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311 Unspecified depressive disorder (---------->ortho-hypotonia)
312.23 Selective mutism (---------->ortho-hinders)
312.31 Gambling disorder (---------->para-angiopathy)
312.32 Conduct disorder, Adolescent-onset type (---------->para-eichberg)
312.32 Kleptomania (---------->meta-serable)
312.33 Pyromania (---------->ortho-schuyler)
312.34 Intermittent explosive disorder (---------->para-amygdala)
312.39 Trichotillomania (hair-pulling disorder) (---------->para-bingeeating)
312.81 Conduct disorder, Childhood-onset type (---------->para-stabilizer)
312.89 Conduct disorder. Unspecified onset (---------->para-punctuated)
312.89 Other specified disruptive, impulse-control, and conduct disorder (---------->ortho-parenchymal)
312.9 Unspecified disruptive, impulse-control, and conduct disorder (---------->meta-colloquialism)
313.81 Oppositional defiant disorder (---------->para-attuned)
313.89 Disinhibited social engagement disorder (---------->para-gerring)
313.89 Reactive attachment disorder (---------->ortho-psyctiological)
314.00 Attention-deficit/hyperactivity disorder. Predominantly inattentive presentation (---------->paranoncastrated)
314.01 Attention-deficit/hyperactivity disorder. Combined presentation (---------->meta-consequent)
314.01 Attention-deficit/hyperactivity disorder. Predominantly hyperactive/ (---------->ortho-geller)
impulsive presentation (---------->ortho-inculcate)
314.01 Other specified attention-deficit/hyperactivity disorder (---------->ortho-subgroupings)
314.01 Unspecified attention-deficit/hyperactivity disorder (---------->ortho-grandparent)
315.00 Specific learning disorder. With impairment in reading (---------->para-malevolent)
315.1 Specific learning disorder. With impairment in mathematics (---------->ortho-predisposing)
315.2 Specific learning disorder. With impairment in written expression (---------->meta-digitorum)
315.35 Childhood-onset fluency disorder (stuttering) (---------->ortho-quicken)
315.39 Language disorder (---------->meta-stic)
315.39 Social (pragmatic) communication disorder (---------->ortho-carpal)
315.39 Speech sound disorder (---------->ortho-prigatano)
315.4 Developmental coordination disorder (---------->ortho-microtubule)
315.8 Global developmental delay (---------->para-moralistic)
315.8 Other specified neurodevelopmental disorder (---------->para-retraumatization)
315.9 Unspecified neurodevelopmental disorder (---------->ortho-ejaculations)
316 Psychological factors affecting other medical conditions (---------->para-lympho)
319 Intellectual disability (intellectual developmental disorder) (---------->para-interrupts)
319 Unspecified intellectual disability (intellectual developmental disorder) (---------->para-bourne)
327.21 Central sleep apnea. Idiopathic central sleep apnea (---------->para-marries)
327.23 Obstructive sleep apnea hypopnea (---------->para-genitally)
327.24 Sleep-related hypoventilation. Idiopathic hypoventilation (---------->para-monozygotic)
327.25 Sleep-related hypoventilation. Congenital central alveolar hypoventilation (---------->orthoabbreviated)
327.26 Sleep-related hypoventilation, Comorbid sleep-related hypoventilation (---------->para-madan)
327.42 Rapid eye movement sleep behavior disorder (---------->ortho-worsens)
331.83 Mild frontotemporal neurocognitive disorder (---------->meta-alphabetic)
331.83 Mild neurocognitive disorder due to Alzheimer's disease (---------->ortho-elicits)
331.83 Mild neurocognitive disorder due to another medical condition (---------->para-zippers)
331.83 Mild neurocognitive disorder due to HIV infection (---------->meta-dissociaton)
331.83 Mild neurocognitive disorder due to Huntington's disease (---------->meta-fascinations)
331.83 Mild neurocognitive disorder with Lewy bodies (---------->meta-ainway)
331.83 Mild neurocognitive disorder due to multiple etiologies (---------->ortho-ciinical)
331.83 Mild neurocognitive disorder due to Parkinson's disease (---------->meta-seriousness)
331.83 Mild neurocognitive disorder due to prion disease (---------->meta-choreiform)
331.83 Mild neurocognitive disorder due to traumatic brain injury (---------->meta-infrequently)
331.83 Mild vascular neurocognitive disorder (---------->ortho-fetishistic)
331.9 Major neurocognitive disorder possibly due to Parkinson's disease (---------->para-abandoning)
331.9 Possible major frontotemporal neurocognitive disorder (---------->para-cannabisinduced)
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331.9 Possible major neurocognitive disorder due to Alzheimer's disease (---------->ortho-exemplified)
331.9 Possible major neurocognihve disorder with Lewy bodies (---------->meta-ceglie)
331.9 Possible major vascular neurocognitive disorder (---------->ortho-myoclonus)
333.1 Medication-induced postural tremor (---------->meta-cerebellar)
332.1 Neuroleptic-induced parkinsonism (---------->meta-usu)
332.1 Other medication-induced parkinsonism (---------->meta-adultonset)
333.72 Medication-induced acute dystonia (---------->ortho-domenico)
333.72 Tardive dystonia (---------->ortho-berea)
333.85 Tardive dyskinesia (---------->meta-bobbing)
333.92 Neuroleptic malignant syndrome (---------->meta-misperceive)
333.94 Restless legs syndrome (---------->para-subheadings)
333.99 Medication-induced acute akathisia (---------->para-isabelle)
333.99 Other medication-induced movement disorder (---------->ortho-intracranial)
333.99 Tardive akathisia (---------->para-bronchodilators)
347.00 Autosomal dominant cerebellar ataxia, deafness, and narcolepsy (---------->para-affiliative)
347.00 Autosomal dominant narcolepsy, obesity, and type 2 diabetes (---------->meta-srog)
347.00 Narcolepsy without cataplexy but with hypocretin deficiency (---------->meta-impulses)
347.01 Narcolepsy with cataplexy but without hypocretin deficiency (---------->meta-disintegrative)
347.10 Narcolepsy secondary to another medical condition (---------->para-subacute)
625.4 Premenstrual dysphoric disorder (---------->meta-subdivided)
698.4 Excoriation (skin-picking) disorder (---------->para-grimacing)
780.09 Other specified delirium (---------->meta-nickola)
780.09 Unspecified delirium (---------->meta-sriram)
780.52 Insomnia disorder (---------->meta-lavid)
780.52 Other specified insomnia disorder (---------->para-akinesia)
780.52 Unspecified insomnia disorder (---------->ortho-nonelinieal)
780.54 Hypersomnolence disorder (---------->meta-dieting)
780.54 Other specified hypersomnolence disorder (---------->para-discriminates)
780.54 Unspecified hypersomnolence disorder (---------->para-litfin)
780.57 Central sleep apnea. Central sleep apnea comorbid with opioid use (---------->ortho-caron)
780.59 Other specified sleep-wake disorder (---------->meta-ehrlich)
780.59 Unspecified sleep-wake disorder (---------->para-neuroscientists)
786.04 Central sleep apnea, Cheyne-Stokes breathing (---------->para-escobar)
787.60 Other specified elimination disorder. With fecal symptoms (---------->meta-cortices)
787.60 Unspecified elimination disorder. With fecal symptoms (---------->meta-adolescence)
788.30 Unspecified elimination disorder. With urinary symptoms (---------->meta-ruiza)
788.39 Other specified elimination disorder. With urinary symptoms (---------->meta-underrepresented)
799.59 Unspecified neurocognitive disorder (---------->ortho-tavares)
995.20 Other adverse effect of medication. Initial encounter (---------->para-microhemorrhages)
995.20 Other adverse effect of medication. Sequelae (---------->ortho-kaki)
995.20 Other adverse effect of medication. Subsequent encounter (---------->para-nightmares)
995.29 Antidepressant discontinuation syndrome. Initial encounter (---------->para-inflate)
995.29 Antidepressant discontinuation syndrome. Sequelae (---------->ortho-substsncg)
995.29 Antidepressant discontinuation syndrome. Subsequent encounter (---------->ortho-seeman)
995.51 Child psychological abuse. Confirmed, Initial encounter (---------->meta-dopaminergics)
995.51 Child psychological abuse. Confirmed, Subsequent encounter (---------->para-yonkers)
995.51 Child psychological abuse. Suspected, Initial encounter (---------->meta-celeste)
995.51 Child psychological abuse. Suspected, Subsequent encounter (---------->meta-iviiid)
995.52 Child neglect. Confirmed, Initial encounter (---------->para-greiner)
995.52 Child neglect. Confirmed, Subsequent encounter (---------->meta-lightheadedness)
995.52 Child neglect. Suspected, Initial encounter (---------->ortho-irresistible)
995.52 Child neglect. Suspected, Subsequent encounter (---------->para-singareddy)
995.53 Child sexual abuse. Confirmed, Initial encounter (---------->meta-distrib)
995.53 Child sexual abuse. Confirmed, Subsequent encounter (---------->para-tearful)
995.53 Child sexual abuse. Suspected, Initial encounter (---------->para-picky)
995.53 Child sexual abuse. Suspected, Subsequent encounter (---------->meta-unconsciousness)
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995.54 Child physical abuse. Confirmed, Initial encounter (---------->meta-prader)
995.54 Child physical abuse. Confirmed, Subsequent encounter (---------->para-stipulation)
995.54 Child physical abuse. Suspected, Initial encounter (---------->para-attributions)
995.54 Child physical abuse. Suspected, Subsequent encounter (---------->meta-windt)
995.81 Adult physical abuse by nonspouse or nonpartner. Confirmed, Initial encounter (---------->metahesitantly)
995.81 Adult physical abuse by nonspouse or nonpartner. Confirmed, Subsequent (---------->paraquantifiable)
encounter (---------->para-autosomal)
995.81 Adult physical abuse by nonspouse or nonpartner. Suspected, Initial encounter (---------->metaimdemutrition)
995.81 Adult physical abuse by nonspouse or nonpartner. Suspected, Subsequent (---------->orthoconstricted)
encounter (---------->meta-deteriorated)
995.81 Spouse or partner violence. Physical, Confirmed, Initial encounter (---------->para-weakly)
995.81 Spouse or partner violence. Physical, Confirmed, Subsequent encounter (---------->metagillespie)
995.81 Spouse or partner violence. Physical, Suspected, Initial encounter (---------->ortho-guillermo)
995.81 Spouse or partner violence. Physical, Suspected, Subsequent encounter (---------->orthoantisocial)
995.82 Adult psychological abuse by nonspouse or nonpartner. Confirmed, Initial (---------->orthostuttering)
encounter (---------->meta-misunderstood)
995.82 Adult psychological abuse by nonspouse or nonpartner. Confirmed, (---------->orthomusculoskeletal)
Subsequent encounter (---------->ortho-inhalantrelated)
995.82 Adult psychological abuse by nonspouse or nonpartner, Suspected, Initial (---------->ortho-ical)
encounter (---------->para-madsen)
995.82 Adult psychological abuse by nonspouse or nonpartner. Suspected, (---------->para-icnown)
Subsequent encounter (---------->ortho-disgust)
995.82 Spouse or partner abuse. Psychological, Confirmed, Initial encounter (---------->ortho-guesses)
995.82 Spouse or partner abuse. Psychological, Confirmed, Subsequent encounter (---------->orthosupplicant)
995.82 Spouse or partner abuse. Psychological, Suspected, Initial encounter (---------->metaquantifiably)
995.82 Spouse or partner abuse. Psychological, Suspected, Subsequent encounter (---------->paraincipient)
995.83 Adult sexual abuse by nonspouse or nonpartner. Confirmed, Initial encounter (---------->metablatchley)
995.83 Adult sexual abuse by nonspouse or nonpartner. Confirmed, Subsequent (---------->para-tensor)
encounter (---------->ortho-atter)
995.83 Adult sexual abuse by nonspouse or nonpartner. Suspected, Initial encounter (---------->parahucker)
995.83 Adult sexual abuse by nonspouse or nonpartner. Suspected, Subsequent (---------->metatemporally)
encounter (---------->para-maj)
995.83 Spouse or partner violence. Sexual, Confirmed, Initial encounter (---------->meta-borderline)
995.83 Spouse or partner violence. Sexual, Confirmed, Subsequent encounter (---------->parafluencies)
995.83 Spouse or partner violence. Sexual, Suspected, Initial encounter (---------->ortho-itch)
995.83 Spouse or partner violence. Sexual, Suspected, Subsequent encounter (---------->para-xenia)
995.85 Spouse or partner neglect. Confirmed, Initial encounter (---------->ortho-triviality)
995.85 Spouse or partner neglect. Confirmed, Subsequent encounter (---------->para-fourths)
995.85 Spouse or partner neglect. Suspected, Initial encounter (---------->para-thomason)
995.85 Spouse or partner neglect. Suspected, Subsequent encounter (---------->ortho-bifida)
V15.41 Personal history (past history) of physical abuse in childhood (---------->para-alyse)

DSM-UPAX

1302

V15.41 Personal history (past history) of sexual abuse in childhood (---------->meta-conible)
VI5.41 Personal history (past history) of spouse or partner violence. Physical (---------->ortho-jannah)
V15.41 Personal history (past history) of spouse or partner violence. Sexual (---------->metaattentiondeficit)
V15.42 Personal history (past history) of neglect in childhood (---------->ortho-scalp)
V15.42 Personal history (past history) of psychological abuse in childhood (---------->ortho-shghtly)
V15.42 Personal history (past history) of spouse or partner neglect (---------->meta-delusions)
V15.42 Personal history (past history) of spouse or partner psychological abuse (---------->para-fullness)
VI5.49 Other personal history of psychological trauma (---------->ortho-planopilaris)
V15.59 Personal history of self-harm (---------->ortho-toxicities)
V15.81 Nonadherence to medical treatment (---------->meta-painfully)
VI5.89 Other personal risk factors (---------->para-stressors)
V40.31 Wandering associated with a mental disorder (---------->para-uncomfortably)
V60.0 Homelessness (---------->meta-ckle)
V60.1 Inadequate housing (---------->ortho-overdosing)
V60.2 Extreme poverty (---------->meta-afroz)
V60.2 Insufficient social insurance or welfare support (---------->ortho-ivlodel)
V60.2 Lack of adequate food or safe drinking water (---------->ortho-reordered)
V60.2 Low income (---------->meta-dissatisfaction)
V60.3 Problem related to living alone (---------->meta-reaffirming)
V60.6 Problem related to living in a residential institution (---------->ortho-dysreguiation)
V60.89 Discord with neighbor, lodger, or landlord (---------->ortho-recognizable)
V60.9 Unspecified housing or economic problem (---------->ortho-comprehensibility)
V61.03 Disruption of family by separation or divorce (---------->ortho-agoraphobictype)
V61.10 Relationship distress with spouse or intimate partner (---------->ortho-mignot)
V61.ll Encounter for mental health services for victim of spouse or partner neglect (---------->metaracketeers)
V61.ll Encounter for mental health services for victim of spouse or partner (---------->ortho-vego)
psychological abuse (---------->para-categorically)
V61.ll Encounter for mental health services for victim of spouse or partner violence. (---------->orthoupsets)
Physical (---------->para-pessin)
V61.ll Encounter for mental health services for victim of spouse or partner violence. (---------->paraexaggeration)
Sexual (---------->para-disconnection)
V61.12 Encounter for mental health services for perpetrator of spouse or partner (---------->orthointerrupts)
neglect (---------->para-overwhelms)
V61.12 Encounter for mental health services for perpetrator of spouse or partner (---------->paragonadal)
psychological abuse (---------->meta-narrate)
V61.12 Encounter for mental health services for perpetrator of spouse or partner (---------->para-lias)
violence, Physical (---------->meta-feats)
V61.12 Encounter for mental health services for perpetrator of spouse or partner (---------->paralieberman)
violence. Sexual (---------->para-jaswant)
V61.20 Parent-child relational problem (---------->meta-mlvhijtikamod)
V61.21 Encounter for mental health services for victim of child abuse by parent (---------->orthorephrasing)
V61.21 Encounter for mental health services for victim of child neglect by parent (---------->parahypocretin)
V61.21 Encounter for mental health services for victim of child psychological abuse by (---------->paraduffy)
parent (---------->meta-angiopathy)
V61.21 Encounter for mental health services for victim of child sexual abuse by parent (---------->paramoyer)
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V61.21 Encounter for mental health services for victim of nonparental child abuse (---------->ortho-libido)
V61.21 Encounter for mental health services for victim of nonparental child neglect (---------->metaillustrative)
V61.21 Encounter for mental health services for victim of nonparental child (---------->para-enc)
psychological abuse (---------->para-interrelationships)
V61.21 Encounter for mental health services for victim of nonparental child sexual (---------->orthogenerahzed)
abuse (---------->para-teratogen)
V61.22 Encounter for mental health services for perpetrator of parental child abuse (---------->metaacceptability)
V61.22 Encounter for mental health services for perpetrator of parental child neglect (---------->paraiulajor)
V61.22 Encounter for mental health services for perpetrator of parental child (---------->orthosociocultural)
psychological abuse (---------->ortho-deluca)
V61.22 Encounter for mental health services for perpetrator of parental child sexual (---------->orthosudah)
abuse (---------->meta-blurring)
V61.29 Child affected by parental relationship distress (---------->meta-polysomnographie)
V61.5 Problems related to multiparity (---------->para-unsuspecting)
V61.7 Problems related to unwanted pregnancy (---------->ortho-autopsy)
V61.8 High expressed emotion level within family (---------->ortho-resentful)
V61.8 Sibling relational problem (---------->meta-neglectful)
V61.8 Upbringing away from parents (---------->ortho-picicing)
V62.21 Problem related to current military deployment status (---------->meta-supranuclear)
V62.22 Exposure to disaster, war, or other hostilities (---------->ortho-suris)
V62.22 Personal history of military deployment (---------->meta-symbolically)
V62.29 Other problem related to employment (---------->ortho-paraphernalia)
V62.3 Academic or educational problem (---------->meta-missense)
V62.4 Acculturation difficulty (---------->ortho-ledge)
V62.4 Social exclusion or rejection (---------->ortho-stamboni)
V62.4 Target of (perceived) adverse discrimination or persecution (---------->ortho-throbbing)
V62.5 Conviction in civil or criminal proceedings without imprisonment (---------->para-boehnlein)
V62.5 Imprisonment or other incarceration (---------->para-hypnotic)
V62.5 Problems related to other legal circumstances (---------->para-disentangle)
V62.5 Problems related to release from prison (---------->ortho-bhembe)
V62.82 Uncomplicated bereavement (---------->para-stipec)
V62.83 Encounter for mental health services for perpetrator of nonparental child abuse (---------->orthounlikable)
V62.83 Encounter for mental health services for perpetrator of nonparental child (---------->metaremitted)
neglect (---------->meta-intensification)
V62.83 Encounter for mental health services for perpetrator of nonparental child (---------->metaunderestimates)
psychological abuse (---------->meta-terrence)
V62.83 Encounter for mental health services for perpetrator of nonparental child (---------->orthoexcruciatingly)
sexual abuse (---------->ortho-facade)
V62.83 Encounter for mental health services for perpetrator of nonspousal adult abuse (---------->orthodeity)
V62.89 Borderline intellectual functioning (---------->para-alcoholinduced)
V62.89 Discord with social service provider, including probation officer, case manager, (---------->paraunipolar)
or social services worker (---------->para-handwringing)
V62.89 Other problem related to psychosocial circumstances (---------->meta-strikingly)
V62.89 Phase of life problem (---------->para-reckless)
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V62.89 Religious or spiritual problem (---------->para-autistic)
V62.89 Victim of crime (---------->meta-regurgitated)
V62.89 Victim of terrorism or torture (---------->para-datta)
V62.9 Unspecified problem related to social environment (---------->ortho-perfusion)
V62.9 Unspecified problem related to unspecified psychosocial circumstances (---------->para-hartsock)
V63.8 Unavailability or inaccessibility of other helping agencies (---------->meta-striatal)
V63.9 Unavailability or inaccessibility of health care facilities (---------->para-conible)
V65.2 Malingering (---------->ortho-zarate)
V65.40 Other counseling or consultation (---------->ortho-lias)
V65.49 Encounter for mental health services for victim of nonspousal adult abuse (---------->orthocyclosporine)
V65.49 Sex counseling (---------->ortho-perplexity)
V69.9 Problem related to lifestyle (---------->ortho-antihypertensive)
V71.01 Adult antisocial behavior (---------->para-abandoning)
V71.02 Child or adolescent antisocial behavior (---------->ortho-coexist)
Numerical Listing of (---------->meta-teic)
DSIVi-5 Diagnoses and Codes (---------->ortho-heideman)
(iCD-10-CIM) (---------->ortho-agonists)
ICD-IO-CM codes are to be used for coding purposes in the United States starting (---------->metanongambling)
October 1, 2014. (---------->ortho-overreport)
ICD-10-CM Disorder, condition, or problem (---------->ortho-histopathological)
E66.9 Overweight or obesity (---------->ortho-perplexing)
FOl .50 Probable major vascular neurocognitive disorder. Without behavioral disturbance (--------->para-brl)
F01.51 Probable major vascular neurocognitive disorder. With behavioral disturbance (---------->paraadulthood)
F02.80 Major neurocognitive disorder due to another medical condition. Without (---------->parabeneficent)
behavioral disturbance (---------->ortho-neoplasm)
F02.80 Major neurocognitive disorder due to HIV infection. Without behavioral (---------->metawheezing)
disturbance (code first B20 HIV infection) (---------->meta-lympho)
F02.80 Major neurocognitive disorder due to Huntington's disease. Without (---------->para-phalloplasty)
behavioral disturbance (code first GIO Huntington's disease) (---------->ortho-encompassed)
F02.80 Major neurocognitive disorder due to multiple etiologies. Without behavioral (---------->metaweissberg)
disturbance (---------->ortho-ssri)
F02.80 Major neurocognitive disorder probably due to Parkinson's disease. Without (---------->metagabapentin)
behavioral disturbance (code first G20 Parkinson's disease) (---------->meta-pereonality)
F02.80 Major neurocognitive disorder due to prion disease. Without behavioral (---------->ortho-rohren)
disturbance (code first A81.9 prion disease) (---------->para-interprets)
F02.80 Major neurocognitive disorder due to traumatic brain injury. Without (---------->metahypervigilant)
behavioral disturbance (code first S06.2X9S diffuse traumatic brain injury (---------->meta-burnside)
with loss of consciousness of unspecified duration, sequela) (---------->para-vocalizations)
F02.80 Probable major frontotemporal neurocognitive disorder. Without behavioral (---------->paracompetences)
disturbance (code first G31.09 frontotemporal disease) (---------->meta-trichotillomania)
F02.80 Probable major neurocognitive disorder due to Alzheimer's disease. Without (---------->metadriskill)
behavioral disturbance (code first G30.9 Alzheimer's disease) (---------->ortho-julianne)
F02.80 Probable major neurocognitive disorder with Lewy bodies. Without (---------->ortho-sboo)
behavioral disturbance (code first G31.83 Lewy body disease) (---------->meta-iulild)
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F02.81 Major neurocognitive disorder due to another medical condition. With (---------->orthoperseverative)
behavioral disturbance (---------->meta-lympho)
F02.81 Major neurocognitive disorder due to HIV infection. With behavioral (---------->para-almashat)
disturbance (code first B20 HIV infection) (---------->para-belching)
F02.81 Major neurocognitive disorder due to Huntington's disease. With behavioral (---------->metapsyctiological)
disturbance (code first GIO Huntington's disease) (---------->para-sweating)
F02.81 Major neurocognitive disorder due to multiple etiologies. With behavioral (---------->parapernicious)
disturbance (---------->meta-hypoactive)
F02.81 Major neurocognitive disorder probably due to Parkinson's disease. With (---------->ortho-occhiu)
behavioral disturbance (code first G20 Parkinson's disease) (---------->para-rationales)
F02.81 Major neurocognitive disorder due to prion disease. With behavioral (---------->para-ono)
disturbance {code first A81.9 prion disease) (---------->meta-grounding)
F02.81 Major neurocognitive disorder due to traumatic brain injury. With behavioral (---------->metarepercussions)
disturbance {code first S06.2X9S diffuse traumatic brain injury with loss of (---------->orthoselfmutilating)
consciousness of unspecified duration, sequela) (---------->para-neurobehavioral)
F02.81 Probable major frontotemporal neurocognitive disorder. With behavioral (---------->metaadulthoocj)
disturbance {code first G31.09 frontotemporal disease) (---------->ortho-coercive)
F02.81 Probable major neurocognitive disorder due to Alzheimer's disease. With (---------->metahallucinogenic)
behavioral disturbance {code first G30.9 Alzheimer's disease) (---------->meta-hypersomnoience)
F02.81 Probable major neurocognitive disorder with Lewy bodies. With behavioral (---------->metaconscientious)
disturbance {code first G31.83 Lewy body disease) (---------->ortho-baici)
F05 Delirium due to another medical condition (---------->meta-provokes)
F05 Delirium due to multiple etiologies (---------->meta-hiatal)
F06.0 Psychotic disorder due to another medical condition. With hallucinations (---------->paracavendish)
F06.1 Catatonia associated with another mental disorder (catatonia specifier) (---------->ortho-evading)
F06.1 Catatonic disorder due to another medical condition (---------->para-rupture)
F06.1 Unspecified catatonia {code first R29.818 other symptoms involving nervous (---------->para-laria)
and musculoskeletal systems) (---------->ortho-pressuring)
F06.2 Psychotic disorder due to another medical condition. With delusions (---------->para-enraged)
F06.31 Depressive disorder due to another medical condition. With depressive features (---------->metaadriana)
F06.32 Depressive disorder due to another medical condition. With major (---------->para-gelfond)
depressive-like episode (---------->ortho-finlay)
F06.33 Bipolar and related disorder due to another medical condition. With manic features (--------->meta-conning)
F06.33 Bipolar and related disorder due to another medical condition. With manic- or (---------->metarestroom)
hypomanic-like episodes (---------->meta-rephrasing)
F06.34 Bipolar and related disorder due to another medical condition. With mixed (---------->orthonarrowing)
features (---------->para-macropsia)
F06.34 Depressive disorder due to another medical condition. With mixed features (---------->orthoreiationship)
F06.4 Anxiety disorder due to another medical condition (---------->para-perseverative)
F06.8 Obsessive-compulsive and related disorder due to another medical condition (---------->paragenderrelated)
F06.8 Other specified mental disorder due to another medical condition (---------->meta-markedly)
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F07.0 Personality change due to another medical condition (---------->ortho-rousseau)
F09 Unspecified mental disorder due to another medical condition (---------->ortho-epigenetic)
FIO.IO Alcohol use disorder. Mild (---------->ortho-ridden)
F10.121 Alcohol intoxication delirium. With mild use disorder (---------->ortho-quetiapine)
F10.129 Alcohol intoxication. With mild use disorder (---------->ortho-deteriorative)
F10.14 Alcohol-induced bipolar and related disorder. With mild use disorder (---------->meta-cystitis)
F10.14 Alcohol-induced depressive disorder. With mild use disorder (---------->meta-hofmann)
FI0.159 Alcohol-induced psychotic disorder. With mild use disorder (---------->ortho-expulsions)
F10.180 Alcohol-induced anxiety disorder. With mild use disorder (---------->ortho-escalating)
F10.181 Alcohol-induced sexual dysfunction. With mild use disorder (---------->para-disentangling)
F10.182 Alcohol-induced sleep disorder. With mild use disorder (---------->meta-marissa)
FI 0.20 Alcohol use disorder. Moderate (---------->para-sachdev)
FI0.20 Alcohol use disorder. Severe (---------->ortho-tasked)
F10.221 Alcohol intoxication delirium. With moderate or severe use disorder (---------->para-quetiapine)
F10.229 Alcohol intoxication. With moderate or severe use disorder (---------->meta-cognitively)
F10.231 Alcohol withdrawal delirium (---------->ortho-ineptitude)
F10.232 Alcohol withdrawal. With perceptual disturbances (---------->para-gsting)
FI0.239 Alcohol withdrawal. Without perceptual disturbances (---------->ortho-subcutaneous)
F10.24 Alcohol-induced bipolar and related disorder. With moderate or severe use (---------->orthonathalie)
disorder (---------->ortho-nods)
FI0.24 Alcohol-induced depressive disorder. With moderate or severe use disorder (---------->paramaybee)
F10.259 Alcohol-induced psychotic disorder. With moderate or severe use disorder (---------->orthoexpulsions)
F10.26 Alcohol-induced major neurocognitive disorder. Amnestic confabulatory (---------->ortho-kuhl)
type. With moderate or severe use disorder (---------->meta-kleine)
F10.27 Alcohol-induced major neurocognitive disorder, Nonamnestic confabulatory (---------->orthodeclarative)
type. With moderate or severe use disorder (---------->para-emil)
F10.280 Alcohol-induced anxiety disorder. With moderate or severe use disorder (---------->para-morey)
F10.281 Alcohol-induced sexual dysfunction. With moderate or severe use disorder (---------->orthogunshot)
FI0.282 Alcohol-induced sleep disorder. With moderate or severe use disorder (---------->paraexogenous)
F10.288 Alcohol-induced mild neurocognitive disorder. With moderate or severe use (---------->orthoembodies)
disorder (---------->ortho-dereahzation)
F10.921 Alcohol intoxication delirium. Without use disorder (---------->meta-probed)
F10.929 Alcohol intoxication. Without use disorder (---------->para-vaginismus)
F10.94 Alcohol-induced bipolar and related disorder. Without use disorder (---------->ortho-muddled)
FI0.94 Alcohol-induced depressive disorder. Without use disorder (---------->meta-suppresses)
F10.959 Alcohol-induced psychotic disorder. Without use disorder (---------->meta-defer)
F10.96 Alcohol-induced major neurocognitive disorder. Amnestic confabulatory (---------->metaanmesias)
type. Without use disorder (---------->ortho-rarity)
F10.97 Alcohol-induced major neurocognitive disorder, Nonanmestic confabulatory (---------->orthotliey)
type. Without use disorder (---------->meta-hendry)
F10.980 Alcohol-induced anxiety disorder. Without use disorder (---------->meta-senile)
F10.981 Alcohol-induced sexual dysfunction. Without use disorder (---------->meta-apolipoprotein)
FI0.982 Alcohol-induced sleep disorder. Without use disorder (---------->para-neoplastic)
FI0.988 Alcohol-induced mild neurocognitive disorder. Without use disorder (---------->orthohyponatremia)
F10.99 Unspecified alcohol-related disorder (---------->para-shadi)
FI 1.10 Opioid use disorder. Mild (---------->para-herckner)
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FI 1.121 Opioid intoxication delirium. With mild use disorder (---------->ortho-unbidden)
FI 1.122 Opioid intoxication. With perceptual disturbances. With mild use disorder (---------->metaresisting)
FI 1.129 Opioid intoxication. Without perceptual disturbances. With mild use disorder (---------->metarhinorrhea)
FI 1.14 Opioid-induced depressive disorder. With mild use disorder (---------->para-homicides)
F11.181 Opioid-induced sexual dysfunction. With mild use disorder (---------->meta-utterances)
F11.182 Opioid-induced sleep disorder. With mild use disorder (---------->meta-infarct)
FI 1.188 Opioid-induced anxiety disorder. With mild use disorder (---------->meta-reuniting)
FI 1.20 Opioid use disorder. Moderate (---------->ortho-anticholinesterase)
FI 1.20 Opioid use disorder. Severe (---------->para-sameness)
FI 1.221 Opioid intoxication delirium. With moderate or severe use disorder (---------->meta-indecent)
FI 1.222 Opioid intoxication. With perceptual disturbances. With moderate or severe (---------->metaflorentini)
use disorder (---------->meta-grillo)
FI 1.229 Opioid intoxication. Without perceptual disturbances. With moderate or (---------->ortho-corbett)
severe use disorder (---------->meta-adrenergic)
FI 1.23 Opioid withdrawal (---------->para-mismatch)
FI 1.23 Opioid withdrawal delirium (---------->ortho-perseveration)
FI 1.24 Opioid-induced depressive disorder. With moderate or severe use disorder (---------->metaonethird)
FI 1.281 Opioid-induced sexual dysfunction. With moderate or severe use disorder (---------->orthooverpreparing)
FI 1.282 Opioid-induced sleep disorder. With moderate or severe use disorder (---------->orthogratification)
FI 1.288 Opioid-induced anxiety disorder. With moderate or severe use disorder (---------->orthohypercarbia)
FI 1.921 Opioid-induced delirium (---------->para-retrognathia)
FI 1.921 Opioid intoxication delirium. Without use disorder (---------->ortho-lsd)
FI 1.922 Opioid intoxication. With perceptual disturbances. Without use disorder (---------->orthopersistently)
FI 1.929 Opioid intoxication. Without perceptual disturbances. Without use disorder (---------->metasequentially)
FI 1.94 Opioid-induced depressive disorder. Without use disorder (---------->para-dyscalculia)
FI 1.981 Opioid-induced sexual dysfunction. Without use disorder (---------->meta-selfappraisal)
FI 1.982 Opioid-induced sleep disorder. Without use disorder (---------->meta-khamneh)
FI 1.988 Opioid-induced anxiety disorder. Without use disorder (---------->meta-awakened)
FI 1.99 Unspecified opioid-related disorder (---------->ortho-stabihty)
F12.10 Cannabis use disorder. Mild (---------->ortho-subclinical)
F12.121 Cannabis intoxication delirium. With mild use disorder (---------->para-tippey)
F12.122 Cannabis intoxication. With perceptual disturbances. With mild use disorder (---------->orthoreba)
F12.129 Cannabis intoxication. Without perceptual disturbances. With mild use disorder (--------->meta-impatient)
F12.159 Cannabis-induced psychotic disorder. With mild use disorder (---------->ortho-gullibility)
F12.180 Cannabis-induced anxiety disorder. With mild use disorder (---------->meta-detectable)
F12.188 Cannabis-induced sleep disorder. With mild use disorder (---------->para-picicing)
F12.20 Cannabis use disorder. Moderate (---------->para-modalities)
FI 2.20 Cannabis use disorder. Severe (---------->ortho-porous)
F12.221 Cannabis intoxication delirium. With moderate or severe use disorder (---------->orthononsubstance)
F12.222 Cannabis intoxication. With perceptual disturbances. With moderate or severe (---------->orthocrawling)
use disorder (---------->ortho-craniofacial)
F12.229 Cannabis intoxication. Without perceptual disturbances. With moderate or (---------->metahealthrelated)
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severe use disorder (---------->ortho-esn)
F12.259 Cannabis-induced psychotic disorder. With moderate or severe use disorder (---------->metaevading)
F12.280 Cannabis-induced anxiety disorder. With moderate or severe use disorder (---------->orthoguedet)
F12.288 Cannabis-induced sleep disorder. With moderate or severe use disorder (---------->orthoanoxia)
F12.288 Cannabis withdrawal (---------->para-simulating)
FI2.921 Cannabis intoxication delirium. Without use disorder (---------->ortho-amphetamineinduced)
F12.922 Cannabis intoxication. With perceptual disturbances. Without use disorder (---------->meta-inte)
F12.929 Cannabis intoxication. Without perceptual disturbances. Without use disorder (---------->metagio)
F12.959 Cannabis-induced psychotic disorder. Without use disorder (---------->para-titration)
F12.980 Cannabis-induced anxiety disorder. Without use disorder (---------->meta-delirium)
F12.988 Cannabis-induced sleep disorder. Without use disorder (---------->para-bourne)
F12.99 Unspecified cannabis-related disorder (---------->ortho-otiier)
FI3.10 Sedative, hypnotic, or anxiolytic use disorder. Mild (---------->meta-nonattendance)
F13.121 Sedative, hypnotic, or anxiolytic intoxication delirium. With mild use disorder (---------->paradisapproving)
F13.129 Sedative, hypnotic, or anxiolytic intoxication. With mild use disorder (---------->ortho-lingering)
F13.14 Sedative-, hypnotic-, or anxiolytic-induced bipolar and related disorder. With (---------->metafemininity)
mild use disorder (---------->ortho-lem)
F13.14 Sedative-, hypnotic-, or anxiolytic-induced depressive disorder. With mild use (---------->metacormecting)
disorder (---------->para-signifying)
F13.159 Sedative-, hypnotic-, or anxiolytic-induced psychotic disorder. With mild use (---------->paranonfatal)
disorder (---------->para-ruminating)
F13.180 Sedative-, hypnotic-, or anxiolytic-induced anxiety disorder. With mild use (---------->metaselfdramatization)
disorder (---------->meta-disproportionately)
F13.181 Sedative-, hypnotic-, or anxiolytic-induced sexual dysfunction. With mild use (---------->orthowhipple)
disorder (---------->meta-kupfer)
F13.182 Sedative-, hypnotic-, or anxiolytic-induced sleep disorder. With mild use disorder (--------->para-catecholamines)
FI3.20 Sedative, hypnotic, or anxiolytic use disorder. Moderate (---------->meta-liiin)
F13.20 Sedative, hypnotic, or anxiolytic use disorder. Severe (---------->meta-unfocused)
F13.221 Sedative, hypnotic, or anxiolytic intoxication delirium. With moderate or (---------->para-notic)
severe use disorder (---------->para-cannabinoid)
FI3.229 Sedative, hypnotic, or aiOdolytic intoxication. With moderate or severe use disorder (--------->meta-microarray)
FI3.231 Sedative, hypnotic, or anxiolytic withdrawal delirium (---------->meta-craving)
F13.232 Sedative, hypnotic, or anxiolytic withdrawal. With perceptual disturbances (---------->paraoleson)
F13.239 Sedative, hypnotic, or anxiolytic withdrawal. Without perceptual disturbances (---------->metanocturnus)
F13.24 Sedative-, hypnotic-, or anxiolytic-induced bipolar and related disorder. With (---------->orthohallucinogenrelated)
moderate or severe use disorder (---------->ortho-etrated)
F13.24 Sedative-, hypnotic-, or anxiolytic-induced depressive disorder. With (---------->ortho-alya)
moderate or severe use disorder (---------->ortho-cotinine)
F13.259 Sedative-, hypnotic-, or anxiolytic-induced psychotic disorder. With moderate (---------->metaaffectionate)
or severe use disorder (---------->meta-condescension)
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F13.27 Sedative-, hypnotic-, or anxiolytic-induced major neurocognitive disorder. (---------->orthomeprobamate)
With moderate or severe use disorder (---------->para-pruett)
F13.280 Sedative-, hypnotic-, or anxiolytic-induced anxiety disorder. With moderate or (---------->metavaginoplasty)
severe use disorder (---------->para-intonation)
F13.281 Sedative-, hypnotic-, or anxiolytic-induced sexual dysfunction. With moderate (---------->orthopretraumatic)
or severe use disorder (---------->para-quickness)
F13.282 Sedative-, hypnotic-, or anxiolytic-induced sleep disorder. With moderate or (---------->orthoidalia)
severe use disorder (---------->meta-disturb)
F13.288 Sedative-, hypnotic-, or anxiolytic-induced mild neurocognitive disorder. (---------->paraintraclass)
With moderate or severe use disorder (---------->meta-cures)
F13.921 Sedative-, hypnotic-, or anxiolytic-induced delirium (---------->meta-sanjay)
F13.921 Sedative, hypnotic, or anxiolytic intoxication delirium. Without use disorder (---------->orthoimpairments)
FI3.929 Sedative, hypnotic, or anxiolytic intoxication. Without use disorder (---------->ortho-evani)
F13.94 Sedative-, hypnotic-, or anxiolytic-induced bipolar and related disorder. (---------->metamanifestations)
Without use disorder (---------->para-exertion)
F13.94 Sedative-, hypnotic-, or anxiolytic-induced depressive disorder. Without use (---------->orthofused)
disorder (---------->ortho-uninformative)
F13.959 Sedative-, hypnotic-, or anxiolytic-induced psychotic disorder. Without use (---------->metaslurred)
disorder (---------->meta-happ)
F13.97 Sedative-, hypnotic-, or anxiolytic-induced major neurocognitive disorder. (---------->para-groin)
Without use disorder (---------->para-seeming)
FI3.980 Sedative-, hypnotic-, or anxiolytic-induced anxiety disorder. Without use disorder (--------->ortho-dikmen)
F13.981 Sedative-, hypnotic-, or anxiolytic-induced sexual dysfunction. Without use (---------->parapickles)
disorder (---------->para-elie)
F13.982 Sedative-, hypnotic-, or anxiolytic-induced sleep disorder. Without use disorder (---------->paradampened)
F13.988 Sedative-, hypnotic-, or anxiolytic-induced mild neurocognitive disorder. (---------->metadosing)
Without use disorder (---------->ortho-nandini)
F13.99 Unspecified sedative-, hypnotic-, or anxiolytic-related disorder (---------->meta-rdoc)
F14.10 Cocaine use disorder. Mild (---------->para-walce)
F14.121 Cocaine intoxication delirium. With mild use disorder (---------->para-antiviral)
F14.122 Cocaine intoxication. With perceptual disturbances. With mild use disorder (---------->metabioavailable)
F14.129 Cocaine intoxication. Without perceptual disturbances. With mild use disorder (---------->orthogrimaces)
F14.14 Cocaine-induced bipolar and related disorder. With mild use disorder (---------->ortho-episodic)
F14.14 Cocaine-induced depressive disorder. With mild use disorder (---------->meta-differentially)
F14.159 Cocaine-induced psychotic disorder. With mild use disorder (---------->para-ardor)
F14.180 Cocaine-induced anxiety disorder. With mild use disorder (---------->meta-gaf)
F14.181 Cocaine-induced sexual dysfunction. With mild use disorder (---------->ortho-diaphoresis)
F14.182 Cocaine-induced sleep disorder. With mild use disorder (---------->meta-narrowing)
F14.188 Cocaine-induced obsessive-compulsive and related disorder. With mild use (---------->orthointe)
disorder (---------->ortho-genotype)
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F14.20 Cocaine use disorder. Moderate (---------->ortho-ehvayne)
F14.20 Cocaine use disorder. Severe (---------->meta-stereotyped)
FI4.221 Cocaine intoxication delirium. With moderate or severe use disorder (---------->metaunforgiving)
F14.222 Cocaine intoxication. With perceptual disturbances. With moderate or severe (---------->orthoneurogenic)
use disorder (---------->ortho-unanticipated)
F14.229 Cocaine intoxication. Without perceptual disturbances. With moderate or (---------->orthoerroneously)
severe use disorder (---------->para-directionless)
F14.23 Cocaine withdrawal (---------->meta-glossa)
F14.24 Cocaine-induced bipolar and related disorder. With moderate or severe use (---------->paraworrisome)
disorder (---------->ortho-arrayed)
F14.24 Cocaine-induced depressive disorder. With moderate or severe use disorder (---------->metaanorectal)
F14.259 Cocaine-induced psychotic disorder. With moderate or severe use disorder (---------->orthoelectrophysiological)
F14.280 Cocaine-induced anxiety disorder. With moderate or severe use disorder (---------->metatobaccorelated)
F14.281 Cocaine-induced sexual dysfunction. With moderate or severe use disorder (---------->orthocoexists)
F14.282 Cocaine-induced sleep disorder. With moderate or severe use disorder (---------->orthopolypharmacy)
F14.288 Cocaine-induced obsessive-compulsive and related disorder. With moderate (---------->metahoarding)
or severe use disorder (---------->meta-exponentially)
F14.921 Cocaine intoxication delirium. Without use disorder (---------->meta-arteritis)
F14.922 Cocaine intoxication. With perceptual disturbances. Without use disorder (---------->metadefies)
F14.929 Cocaine intoxication. Without perceptual disturbances. Without use disorder (---------->paraquilty)
F14.94 Cocaine-induced bipolar and related disorder. Without use disorder (---------->para-cataloging)
F14.94 Cocaine-induced depressive disorder. Without use disorder (---------->ortho-anabolicandrogenic)
F14.959 Cocaine-induced psychotic disorder. Without use disorder (---------->para-nutritionally)
F14.980 Cocaine-induced anxiety disorder. Without use disorder (---------->meta-aches)
F14.981 Cocaine-induced sexual dysfunction. Without use disorder (---------->para-salient)
F14.982 Cocaine-induced sleep disorder. Without use disorder (---------->para-ramaswamy)
F14.988 Cocaine-induced obsessive-compulsive and related disorder. Without use disorder (--------->para-posttransttion)
F14.99 Unspecified stimulant-related disorder. Unspecified Cocaine-related disorder (---------->metaobsessivecompulsive)
F15.10 Amphetamine-type substance use disorder. Mild (---------->para-parting)
F15.10 Other or unspecified stimulant use disorder. Mild (---------->ortho-rosso)
F15.121 Amphetamine (or other stimulant) intoxication delirium. With mild use disorder (---------->orthoparanoia)
F15.122 Amphetamine or other stimulant intoxication. With perceptual disturbances. (---------->metavisuospatial)
With mild use disorder (---------->ortho-harmed)
F15.129 Amphetamine or other stimulant intoxication. Without perceptual (---------->meta-teic)
disturbances. With mild use disorder (---------->meta-areata)
F15.14 Amphetamine (or other stimulant)-induced bipolar and related disorder. (---------->ortho-peaking)
With mild use disorder (---------->meta-cavendish)
F15.14 Amphetamine (or other stimulant)-induced depressive disorder. With mild (---------->metaexemplars)
use disorder (---------->ortho-forstein)
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F15.159 Amphetamine (or other stimulant)-induced psychotic disorder. With mild use (---------->parablurring)
disorder (---------->ortho-exiiibitionistic)
F15.180 Amphetamine (or other stimulant)-induced anxiety disorder. With mild use (---------->metaborrov)
disorder (---------->para-musculoskeletal)
F15.180 Caffeine-induced anxiety disorder. With mild use disorder (---------->para-mutuality)
F15.181 Amphetamine (or other stimulant)-induced sexual dysfunction. With mild (---------->orthointensified)
use disorder (---------->ortho-akinesia)
F15.182 Amphetamine (or other stimulant)-induced sleep disorder. With mild use disorder (--------->ortho-attuned)
F15.182 Caffeine-induced sleep disorder. With mild use disorder (---------->para-chewed)
F15.188 Amphetamine (or other stimulant)-induced obsessive-compulsive and related (---------->metalacunes)
disorder. With mild use disorder (---------->meta-klabunde)
F15.20 Amphetamine-type substance use disorder. Moderate (---------->ortho-shalini)
FI5.20 Amphetamine-type substance use disorder. Severe (---------->para-anterograde)
F15.20 Other or unspecified stimulant use disorder. Moderate (---------->para-inattention)
F15.20 Other or unspecified stimulant use disorder. Severe (---------->para-gherman)
F15.221 Amphetamine (or other stimulant) intoxication delirium. With moderate or (---------->orthorobinowitz)
severe use disorder (---------->meta-nicola)
F15.222 Amphetamine or other stimulant intoxication. With perceptual disturbances. (---------->orthoclausell)
With moderate or severe use disorder (---------->ortho-continuance)
F15.229 Amphetamine or other stimulant intoxication. Without perceptual (---------->meta-waslick)
disturbances. With moderate or severe use disorder (---------->para-sboo)
FI5.23 Amphetamine or other stimulant withdrawal (---------->meta-analgesia)
F15.24 Amphetamine (or other stimulant)-induced bipolar and related disorder. (---------->meta-marited)
With moderate or severe use disorder (---------->ortho-jadhav)
F15.24 Amphetamine (or other stimulant)-induced depressive disorder. With (---------->meta-ainslie)
moderate or severe use disorder (---------->meta-anxiolytk)
F15.259 Amphetamine (or other stimulant)-induced psychotic disorder. With (---------->ortho-obsgssivg)
moderate or severe use disorder (---------->meta-partnered)
F15.280 Amphetamine (or other stimulant)-induced anxiety disorder. With moderate (---------->metaunabated)
or severe use disorder (---------->ortho-alvarenga)
F15.280 Caffeine-induced anxiety disorder. With moderate or severe use disorder (---------->paradisintegrative)
F15.281 Amphetamine (or other stimulant)-induced sexual dysfunction. With (---------->meta-karnik)
moderate or severe use disorder (---------->para-lacrima)
F15.282 Amphetamine (or other stimulant)-induced sleep disorder. With moderate or (---------->metaskewed)
severe use disorder (---------->meta-suzanna)
F15.282 Caffeine-induced sleep disorder. With moderate or severe use disorder (---------->paracompulsivg)
F15.288 Amphetamine (or other stimulant)-induced obsessive-compulsive and related (---------->orthooveractivity)
disorder. With moderate or severe use disorder (---------->para-inconsistency)
F15.921 Amphetamine (or other stimulant)-induced delirium (---------->meta-alya)
F15.921 Amphetamine (or other stimulant) intoxication delirium. Without use disorder (---------->orthomillar)
F15.922 Amphetamine or other stimulant intoxication. With perceptual disturbances. (---------->metachildlike)
Without use disorder (---------->para-restful)
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FI5.929 Amphetamine or other stimulant intoxication. Without perceptual (---------->para-touchstone)
disturbances. Without use disorder (---------->ortho-finitions)
F15.929 Caffeine intoxication (---------->ortho-xo)
FI5.93 Caffeine withdrawal (---------->ortho-bahar)
F15.94 Amphetamine (or other stimulant)-induced bipolar and related disorder. (---------->orthocomplicates)
Without use disorder (---------->ortho-plausibility)
FI5.94 Amphetamine (or other stimulant)-induced depressive disorder. Without use (---------->ortho-gait)
disorder (---------->meta-forearm)
FI5.959 Amphetamine (or other stimulant)-induced psychotic disorder. Without use (---------->metasupplicant)
disorder (---------->para-trincleotide)
F15.980 Amphetamine (or other stimulant)-induced anxiety disorder. Without use (---------->paraosteoarthritis)
disorder (---------->meta-amoia)
FI5.980 Caffeine-induced anxiety disorder. Without use disorder (---------->meta-emotionality)
F15.981 Amphetamine (or other stimulant)-induced sexual dysfunction. Without use (---------->paraderives)
disorder (---------->ortho-shakiness)
FI5.982 Amphetamine (or other stimulant)-induced sleep disorder. Without use disorder (---------->metaantecedents)
F15.982 Caffeine-induced sleep disorder. Without use disorder (---------->meta-enriches)
FI5.988 Amphetamine (or other stimulant)-induced obsessive-compulsive and related (---------->paramarcotte)
disorder. Without use disorder (---------->ortho-rendleman)
F15.99 Unspecified amphetamine or other stimulant-related disorder (---------->para-heitkamp)
FI5.99 Unspecified caffeine-related disorder (---------->para-metabolizing)
F16.10 Other hallucinogen use disorder. Mild (---------->ortho-weigfit)
FI 6.10 Phencyclidine use disorder. Mild (---------->ortho-fuii)
F16.121 Other hallucinogen intoxication delirium. With mild use disorder (---------->ortho-nourishment)
F16.121 Phencyclidine intoxication delirium. With mild use disorder (---------->para-hyperarousal)
F16.129 Other hallucinogen intoxication. With mild use disorder (---------->para-functionai)
F16.129 Phencyclidine intoxication. With mild use disorder (---------->para-workup)
FI6.14 Other hallucinogen-induced bipolar and related disorder. With mild use disorder (---------->orthosarcoidosis)
F16.14 Other hallucinogen-induced depressive disorder. With mild use disorder (---------->orthocontributory)
FI 6.14 Phencyclidine-induced bipolar and related disorder. With mild use disorder (---------->metapessin)
F16.14 Phencychdine-induced depressive disorder. With mild use disorder (---------->parapolysomnography)
F16.159 Other hallucinogen-induced psychotic disorder. With mild use disorder (---------->meta-sor)
F16.159 Phencyclidine-induced psychotic disorder. With mild use disorder (---------->ortho-hatcher)
F16.180 Other hallucinogen-induced anxiety disorder. With mild use disorder (---------->metafluctuation)
F16.180 Phencyclidine-induced anxiety disorder. With mild use disorder (---------->meta-kelsay)
F16.20 Other hallucinogen use disorder. Moderate (---------->para-kuramoto)
FI6.20 Other hallucinogen use disorder. Severe (---------->ortho-unforgiving)
F16.20 Phencyclidine use disorder. Moderate (---------->para-nonadherence)
FI6.20 Phencyclidine use disorder. Severe (---------->ortho-paniclike)
FI6.221 Other hallucinogen intoxication delirium. With moderate or severe use disorder (---------->metatrzepacz)
F16.221 Phencyclidine intoxication delirium. With moderate or severe use disorder (---------->paravalidators)
F16.229 Other hallucinogen intoxication. With moderate or severe use disorder (---------->meta-pooled)
FI6.229 Phencyclidine intoxication. With moderate or severe use disorder (---------->ortho-gayle)
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F16.24 Other hallucinogen-induced bipolar and related disorder. With moderate or (---------->orthomadhav)
severe use disorder (---------->meta-unconcerned)
FI 6.24 Other hallucinogen-induced depressive disorder. With moderate or severe (---------->orthoisotretinoin)
use disorder (---------->meta-arteriopathy)
FI6.24 Phencyclidine-induced bipolar and related disorder. With moderate or severe (---------->metacaveat)
use disorder (---------->meta-impressionistic)
FI6.24 Phencyclidine-induced depressive disorder. With moderate or severe use disorder (--------->para-nonpsychotic)
F16.259 Other hallucinogen-induced psychotic disorder. With moderate or severe use (---------->paradisparagement)
disorder (---------->ortho-laan)
FI6.259 Phencyclidine-induced psychotic disorder. With moderate or severe use disorder (--------->para-seetable)
FI6.280 Other hallucinogen-induced anxiety disorder. With moderate or severe use (---------->orthovasopressin)
disorder (---------->ortho-attacl)
FI6.280 Phencyclidine-induced anxiety disorder. With moderate or severe use disorder (---------->orthopsychophysiological)
F16.921 Other hallucinogen intoxication delirium. Without use disorder (---------->para-bronchodilators)
F16.921 Phencyclidine intoxication delirium. Without use disorder (---------->para-gretchen)
FI6.929 Other hallucinogen intoxication. Without use disorder (---------->para-breaths)
FI6.929 Phencyclidine intoxication. Without use disorder (---------->para-imptuse)
FI6.94 Other hallucinogen-induced bipolar and related disorder. Without use disorder (---------->orthoserretti)
FI 6.94 Other hallucinogen-induced depressive disorder. Without use disorder (---------->metaimpoverished)
F16.94 Phencyclidine-induced bipolar and related disorder. Without use disorder (---------->para-cic)
FI 6.94 Phencyclidine-induced depressive disorder. Without use disorder (---------->meta-incarcerated)
FI6.959 Other hallucinogen-induced psychotic disorder. Without use disorder (---------->meta-binges)
F16.959 Phencyclidine-induced psychotic disorder. Without use disorder (---------->para-emotionality)
F16.980 Other hallucinogen-induced anxiety disorder. Without use disorder (---------->metaimpoverishment)
F16.980 Phencyclidine-induced anxiety disorder. Without use disorder (---------->ortho-jeopardizing)
FI6.983 Hallucinogen persisting perception disorder (---------->meta-maleifemale)
FI 6.99 Unspecified hallucinogen-related disorder (---------->para-corpses)
FI6.99 Unspecified phencyclidine-related disorder (---------->meta-botulinum)
FI7.200 Tobacco use disorder, Moderate (---------->meta-triiodothyronine)
F17.200 Tobacco use disorder. Severe (---------->ortho-prevocational)
F17.203 Tobacco withdrawal (---------->ortho-mailutha)
FI7.208 Tobacco-induced sleep disorder. With moderate or severe use disorder (---------->para-gait)
FI7.209 Unspecified tobacco-related disorder (---------->meta-eyelothymia)
F18.10 Inhalant use disorder. Mild (---------->ortho-sharpe)
F18.121 Inhalant intoxication delirium. With mild use disorder (---------->para-schizoaffective)
F18.129 Inhalant intoxication. With mild use disorder (---------->meta-phq)
F18.14 Inhalant-induced depressive disorder. With mild use disorder (---------->ortho-valerio)
F18.159 Inhalant-induced psychotic disorder. With mild use disorder (---------->ortho-nonhierarchical)
F18.17 Inhalant-induced major neurocognitive disorder. With mild use disorder (---------->orthopostictal)
FI8.180 Inhalant-induced anxiety disorder. With mild use disorder (---------->para-tricking)
F18.188 Inhalant-induced mild neurocognitive disorder. With mild use disorder (---------->ortho-ckl)
FI 8.20 Inhalant use disorder. Moderate (---------->ortho-niacin)
F18.20 Inhalant use disorder. Severe (---------->meta-disinhibiting)
F18.221 Inhalant intoxication delirium. With moderate or severe use disorder (---------->meta-ocd)
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F18.229 Inhalant intoxication. With moderate or severe use disorder (---------->para-gelfond)
FI8.24 Inhalant-induced depressive disorder. With moderate or severe use disorder (---------->orthokenney)
FI8.259 Inhalant-induced psychotic disorder, With moderate or severe use disorder (---------->ortho-fink)
FI8.27 Inhalant-induced major neurocognitive disorder. With moderate or severe use (---------->paravictimization)
disorder (---------->ortho-iviedical)
F18.280 Inhalant-induced anxiety disorder. With moderate or severe use disorder (---------->parapunishing)
F18.288 Inhalant-induced mild neurocognitive disorder. With moderate or severe use (---------->metalankveld)
disorder (---------->ortho-interrogating)
F18.921 Inhalant intoxicahon delirium. Without use disorder (---------->ortho-certa)
FI8.929 Inhalant intoxication. Without use disorder (---------->para-inexperience)
F18.94 Inhalant-induced depressive disorder. Without use disorder (---------->para-feats)
F18.959 Inhalant-induced psychotic disorder. Without use disorder (---------->ortho-trimester)
FI8.97 Inhalant-induced major neurocognitive disorder. Without use disorder (---------->ortho-dreamlike)
F18.980 Inhalant-induced anxiety disorder. Without use disorder (---------->para-tife)
FI8.988 Inhalant-induced mild neurocognitive disorder. Without use disorder (---------->para-wilk)
F18.99 Unspecified inhalant-related disorder (---------->para-wylie)
F19.10 Other (or unknown) substance use disorder. Mild (---------->meta-bochtler)
FI9.121 Other (or unknown) substance intoxication delirium. With mild use disorder (---------->metaderogatory)
FI9.129 Other (or unknown) substance intoxication. With mild use disorder (---------->meta-cynical)
F19.14 Other (or unknown) substance-induced bipolar and related disorder. With (---------->parachoosy)
mild use disorder (---------->ortho-osteopenia)
F19.14 Other (or unknown) substance-induced depressive disorder. With mild use (---------->metatweezers)
disorder (---------->meta-neurobiological)
F19.159 Other (or unknown) substance-induced psychotic disorder. With mild use (---------->metahypocretin)
disorder (---------->ortho-devious)
F19.17 Other (or unknown) substance-induced major neurocognitive disorder. With (---------->metaanalgesics)
mild use disorder (---------->meta-schuckit)
F19.180 Other (or unknown) substance-induced anxiety disorder. With mild use disorder (--------->ortho-vegetal)
F19.181 Other (or unknown) substance-induced sexual dysfunction. With mild use (---------->orthomaples)
disorder (---------->ortho-myoclonus)
F19.182 Other (or unknown) substance-induced sleep disorder. With mild use disorder (---------->metalowpotency)
F19.188 Other (or unknown) substance-induced mild neurocognitive disorder. With (---------->orthoparasomnia)
mild use disorder (---------->meta-devoid)
F19.188 Other (or unknown) substance-induced obsessive-compulsive and related (---------->orthobobbing)
disorder. With mild use disorder (---------->ortho-kavitha)
F19.20 Other (or unknown) substance use disorder. Moderate (---------->meta-overs)
FI9.20 Other (or unknown) substance use disorder. Severe (---------->para-depersonaliza)
F19.221 Other (or unknown) substance intoxication delirium. With moderate or severe (---------->parapathologically)
use disorder (---------->para-veldhuizen)
F19.229 Other (or unknown) substance intoxication. With moderate or severe use disorder (--------->ortho-unselected)
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FI9.231 Other (or unknown) substance withdrawal delirium (---------->meta-attei)
FI9.239 Other (or unknown) substance withdrawal (---------->ortho-outbursts)
F19.24 Other (or unknown) substance-induced bipolar and related disorder. With (---------->metainsidious)
moderate or severe use disorder (---------->ortho-imposition)
F19.24 Other (or unknown) substance-induced depressive disorder. With moderate (---------->paraclevenger)
or severe use disorder (---------->ortho-blot)
F19.259 Other (or unknown) substance-induced psychotic disorder. With moderate or (---------->orthophobic)
severe use disorder (---------->ortho-ocd)
F19.27 Other (or unknown) substance-induced major neurocognitive disorder. With (---------->metabeekman)
moderate or severe use disorder (---------->ortho-maligned)
F19.280 Othei· (or unknown) substance-induced anxiety disorder. With moderate or (---------->orthoencompass)
severe use disorder (---------->para-appropriateness)
F19.281 Other (or unknown) substance-induced sexual dysfunction. With moderate or (---------->metachirman)
severe use disorder (---------->ortho-plausibility)
F19.282 Other (or unknown) substance-induced sleep disorder. With moderate or (---------->orthoexemplars)
severe use disorder (---------->para-contaly)
F19.288 Other (or unknown) substance-induced mild neurocognitive disorder. With (---------->orthomalhotra)
moderate or severe use disorder (---------->meta-medicationrelated)
F19.288 Other (or unknown) substance-induced obsessive-compulsive and related (---------->orthoshidents)
disorder. With moderate or severe use disorder (---------->meta-tuberculin)
FI9.921 Other (or unknown) substance-induced delirium (---------->para-rigidly)
F19.921 Other (or unknown) substance intoxication delirium. Without use disorder (---------->para-chir)
F19.929 Other (or unknown) substance intoxication. Without use disorder (---------->para-bhatnagar)
F19.94 Other (or unknown) substance-induced bipolar and related disorder. Without (---------->metaalternation)
use disorder (---------->meta-provoking)
F19.94 Other (or unknown) substance-induced depressive disorder. Without use disorder (--------->ortho-automaton)
FI9.959 Other (or unknown) substance-induced psychotic disorder. Without use disorder (--------->ortho-kava)
FI9.97 Other (or unknown) substance-induced major neurocognitive disorder. (---------->ortho-maxillary)
Without use disorder (---------->ortho-congest)
FI9.980 Other (or unknown) substance-induced anxiety disorder. Without use disorder (---------->orthomandibular)
F19.981 Other (or unknown) substance-induced sexual dysfunction. Without use disorder (--------->ortho-cagigas)
F19.982 Other (or unknown) substance-induced sleep disorder. Without use disorder (---------->metaantipsychotic)
FI9.988 Other (or unknown) substance-induced mild neurocognitive disorder. (---------->meta-hauser)
Without use disorder (---------->meta-coincidental)
F19.988 Other (or unknown) substance-induced obsessive-compulsive and related (---------->orthovolkow)
disorder. Without use disorder (---------->meta-ivliid)
F19.99 Unspecified other (or unknown) substance-related disorder (---------->ortho-tliey)
F20.81 Schizophreniform disorder (---------->para-neuroimaging)
F20.9 Schizophrenia (---------->ortho-eyeglasses)
F21 Schizotypal personality disorder (---------->meta-medulla)
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F22 Delusional disorder (---------->para-sores)
F23 Brief psychotic disorder (---------->meta-ventilatory)
F25.0 Schizoaffective disorder. Bipolar type (---------->ortho-simplistic)
F25.1 Schizoaffective disorder. Depressive type (---------->para-elicits)
F28 Other specified schizophrenia spectrum and other psychotic disorder (---------->ortho-matin)
F29 Unspecified schizophrenia spectrum and other psychotic disorder (---------->para-responsiveness)
F31.0 Bipolar I disorder. Current or most recent episode hypomanie (---------->para-tenderness)
F31.il Bipolar I disorder. Current or most recent episode manic. Mild (---------->ortho-irregularities)
F31.12 Bipolar I disorder, Current or most recent episode manic. Moderate (---------->para-iwild)
F31.13 Bipolar I disorder. Current or most recent episode manic. Severe (---------->para-femininity)
F31.2 Bipolar I disorder. Current or most recent episode manic. With psychotic features (---------->orthomyelopathy)
F31.31 Bipolar I disorder. Current or most recent episode depressed. Mild (---------->meta-hlnl)
F31.32 Bipolar I disorder, Current or most recent episode depressed. Moderate (---------->para-confide)
F31.4 Bipolar I disorder, Current or most recent episode depressed. Severe (---------->ortho-squirms)
F31.5 Bipolar I disorder. Current or most recent episode depressed. With psychotic (---------->metaercoli)
features (---------->para-thomason)
F31.73 Bipolar I disorder. Current or most recent episode hypomanie. In partial remission (--------->ortho-bhang)
F31.73 Bipolar I disorder. Current or most recent episode manic. In partial remission (---------->ortholutz)
F31.74 Bipolar I disorder. Current or most recent episode hypomanie. In full remission (---------->metadebause)
F31.74 Bipolar I disorder. Current or most recent episode manic. In full remission (---------->paraaloofness)
F31.75 Bipolar I disorder. Current or most recent episode depressed. In partial remission (--------->para-lingering)
F31.76 Bipolar I disorder. Current or most recent episode depressed. In full remission (---------->paraneuroticism)
F31.81 Bipolar II disorder (---------->para-marited)
F31.89 Other specified bipolar and related disorder (---------->ortho-illustrative)
F31.9 Bipolar I disorder. Current or most recent episode depressed. Unspecified (---------->metaresponsiveness)
F31.9 Bipolar I disorder. Current or most recent episode hypomanie. Unspecified (---------->orthoprovocation)
F31.9 Bipolar I disorder. Current or most recent episode manic. Unspecified (---------->meta-closets)
F31.9 Bipolar I disorder. Current or most recent episode unspecified (---------->para-urination)
F31.9 Unspecified bipolar and related disorder (---------->meta-ejaculating)
F32.0 Major depressive disorder. Single episode. Mild (---------->meta-masculinity)
F32.1 Major depressive disorder. Single episode. Moderate (---------->ortho-transporation)
F32.2 Major depressive disorder. Single episode. Severe (---------->ortho-forgets)
F32.3 Major depressive disorder. Single episode. With psychotic features (---------->para-antonacci)
F32.4 Major depressive disorder. Single episode. In partial remission (---------->ortho-frailty)
F32.5 Major depressive disorder. Single episode. In full remission (---------->meta-maligned)
F32.8 Other specified depressive disorder (---------->para-communicative)
F32.9 Major depressive disorder. Single episode, Unspecifed (---------->para-haji)
F32.9 Unspecified depressive disorder (---------->ortho-neuropsychologists)
F33.0 Major depressive disorder. Recurrent episode. Mild (---------->meta-sateia)
F33.1 Major depressive disorder. Recurrent episode. Moderate (---------->para-brotto)
F33.2 Major depressive disorder. Recurrent episode. Severe (---------->para-caricature)
F33.3 Major depressive disorder. Recurrent episode. With psychotic features (---------->ortho-athetoid)
F33.41 Major depressive disorder. Recurrent episode. In partial remission (---------->para-apneic)
F33.42 Major depressive disorder. Recurrent episode. In full remission (---------->para-finnerty)
F33.9 Major depressive disorder. Recurrent episode. Unspecified (---------->ortho-resick)
F34.0 Cyclothymic disorder (---------->meta-devious)
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F34.1 Persistent depressive disorder (dysthymia) (---------->para-stumbling)
F34.8 Disruptive mood dysregulation disorder (---------->meta-intolerances)
F40.00 Agoraphobia (---------->para-apneic)
F40.10 Social anxiety disorder (social phobia) (---------->ortho-alya)
F40.218 Specific phobia. Animal (---------->ortho-polarity)
F40.228 Specific phobia. Natural environment (---------->para-disappoint)
F40.230 Specific phobia. Fear of blood (---------->ortho-dystrophies)
F40.231 Specific phobia. Fear of injections and transfusions (---------->ortho-exemplars)
F40.232 Specific phobia. Fear of other medical care (---------->para-overstraining)
F40.233 Specific phobia. Fear of injury (---------->meta-seime)
F40.248 Specific phobia. Situational (---------->meta-predictor)
F40.298 Specific phobia. Other (---------->ortho-awakens)
F41.0 Panic disorder (---------->ortho-milliseconds)
F41.1 Generalized anxiety disorder (---------->meta-wliether)
F41.8 Other specified anxiety disorder (---------->para-snatching)
F41.9 Unspecified anxiety disorder (---------->meta-oculogyric)
F42 Hoarding disorder (---------->para-jobes)
F42 Obsessive-compulsive disorder (---------->meta-uj)
F42 Other specified obsessive-compulsive and related disorder (---------->ortho-ischemic)
F42 Unspecified obsessive-compulsive and related disorder (---------->ortho-wim)
F43.0 Acute stress disorder (---------->meta-aspden)
F43.10 Posttrauma tic stress disorder (---------->meta-aspden)
F43.20 Adjustment disorders. Unspecified (---------->meta-intolerances)
F43.21 Adjustment disorders. With depressed mood (---------->para-beesdo)
F43.22 Adjustment disorders. With anxiety (---------->meta-symbolize)
F43.23 Adjustment disorders. With mixed anxiety and depressed mood (---------->meta-purge)
F43.24 Adjustment disorders. With disturbance of conduct (---------->ortho-detrimental)
F43.25 Adjustment disorders. With mixed disturbance of emotions and conduct (---------->orthobahlburg)
F43.8 Other specified trauma- and stressor-related disorder (---------->para-immunocompromise)
F43.9 Unspecified trauma- and stressor-related disorder (---------->para-appropriateness)
F44.0 Dissociative amnesia (---------->meta-joachim)
F44.1 Dissociative amnesia. With dissociative fugue (---------->ortho-associating)
F44.4 Conversion disorder (functional neurological symptom disorder). With (---------->para-enriches)
abnormal movement (---------->para-reckless)
F44.4 Conversion disorder (functional neurological symptom disorder). With (---------->metacollaborated)
speech symptoms (---------->ortho-cesar)
F44.4 Conversion disorder (functional neurological symptom disorder). With (---------->orthostomachache)
swallowing symptoms (---------->ortho-cyclosporine)
F44.4 Conversion disorder (functional neurological symptom disorder). With (---------->para-unplanned)
weakness / paralysis (---------->para-dystonie)
F44.5 Conversion disorder (functional neurological symptom disorder). With (---------->para-stephane)
attacks or seizures (---------->meta-predispositions)
F44.6 Conversion disorder (functional neurological symptom disorder). With (---------->meta-shauna)
anesthesia or sensory loss (---------->meta-nonmaltreatment)
F44.6 Conversion disorder (functional neurological symptom disorder). With (---------->meta-htv)
special sensory symptoms (---------->ortho-rauch)
F44.7 Conversion disorder (functional neurological symptom disorder). With mixed (---------->orthohypoemotionahty)
symptoms (---------->meta-poisonings)
F44.81 Dissociative identity disorder (---------->ortho-kaufstein)
F44.89 Other specified dissociative disorder (---------->ortho-luloderate)
F44.9 Unspecified dissociative disorder (---------->ortho-sboo)
F45.1 Somatic symptom disorder (---------->meta-jacalyn)
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F45.21 Illness anxiety disorder (---------->meta-discontinue)
F45.22 Body dysmorphic disorder (---------->ortho-laria)
F45.8 Other specified somatic symptom and related disorder (---------->ortho-inpatients)
F45.9 Unspecified somatic symptom and related disorder (---------->ortho-huegel)
F48.1 Depersonalization/derealization disorder (---------->meta-tobaccoinduced)
F50.01 Anorexia nervosa. Restricting type (---------->meta-creighton)
F50.02 Anorexia nervosa. Binge-eating/purging type (---------->meta-antiretroviral)
F50.2 Bulimia nervosa (---------->meta-menstrual)
F50.8 Avoidant/restrictive food intake disorder (---------->meta-bancroft)
F50.8 Binge-eating disorder (---------->ortho-uninformed)
F50.8 Other specified feeding or eating disorder (---------->para-boman)
F50.8 Pica, in adults (---------->meta-slurs)
F50.9 Unspecified feeding or eating disorder (---------->ortho-wildly)
F51.3 Non-rapid eye movement sleep arousal disorders. Sleepwalking type (---------->ortho-chii)
F51.4 Non-rapid eye movement sleep arousal disorders. Sleep terror type (---------->meta-infliction)
¥51.5 Nightmare disorder (---------->meta-sedating)
F52.0 Male hypoactive sexual desire disorder (---------->ortho-unfaithful)
F52.21 Erectile disorder (---------->meta-ayahuasca)
F52.22 Female sexual interest/arousal disorder (---------->meta-depersonaliza)
F52.31 Female orgasmic disorder (---------->ortho-handwringing)
F52.32 Delayed ejaculation (---------->meta-comprehensible)
F52.4 Premature (early) ejaculation (---------->para-episodically)
F52.6 Genito-pelvic pain/penetration disorder (---------->meta-comotbid)
F52.8 Other specified sexual dysfunction (---------->meta-exhibitionistic)
F52.9 Unspecified sexual dysfunction (---------->para-lupus)
F54 Psychological factors affecting other medical conditions (---------->meta-nnin)
F60.0 Paranoid personality disorder (---------->meta-demotion)
F60.1 Schizoid personality disorder (---------->ortho-homemaker)
F60.2 Antisocial personality disorder (---------->meta-intersexuality)
F60.3 Borderline personality disorder (---------->para-cautionary)
F60.4 Histrionic personality disorder (---------->para-devin)
F60.5 Obsessive-compulsive personality disorder (---------->para-vou)
F60.6 Avoidant personality disorder (---------->para-hypoglycemia)
F60.7 Dependent personality disorder (---------->para-postmenses)
F60.81 Narcissistic personality disorder (---------->ortho-kyla)
F60.89 Other specified personality disorder (---------->ortho-admitting)
F60.9 Unspecified personality disorder (---------->meta-repetitively)
F63.0 Gambling disorder (---------->para-blume)
F63.1 Pyromania (---------->para-ypersomnolence)
F63.2 Trichotillomania (hair-pulling disorder) (---------->para-malaise)
F63.3 Kleptomania (---------->para-markw)
F63.81 Intermittent explosive disorder (---------->ortho-massa)
F64.1 Gender dysphoria in adolescents and adults (---------->ortho-negativeaffectivity)
F64.2 Gender dysphoria in children (---------->meta-licit)
F64.8 Other specified gender dysphoria (---------->ortho-intrusive)
F64.9 Unspecified gender dysphoria (---------->para-overdiagnosed)
F65.0 Fetishistic disorder (---------->meta-dirtiness)
F65.1 Transvestic disorder (---------->ortho-investigational)
F65.2 Exhibitionistic disorder (---------->ortho-nyhan)
F65.3 Voyeurishc disorder (---------->ortho-inducing)
F65.4 Pedophilic disorder (---------->meta-defies)
F65.51 Sexual masochism disorder (---------->meta-childhoodonset)
F65.52 Sexual sadism disorder (---------->para-hesitation)
F65.81 Frotteuristic disorder (---------->ortho-presumption)
F65.89 Other specified paraphilic disorder (---------->meta-salvatore)
F65.9 Unspecified paraphilic disorder (---------->para-supersedes)
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F68.10 Factitious disorder (---------->para-nosology)
F70 Intellectual disability (intellectual developmental disorder). Mild (---------->meta-necessitate)
F71 Intellectual disability (intellectual developmental disorder). Moderate (---------->para-qualitatively)
F72 Intellectual disability (intellectual developmental disorder). Severe (---------->meta-purposefully)
F73 Intellectual disability (intellectual developmental disorder). Profound (---------->meta-incoherent)
F79 Unspecified intellectual disability (intellectual developmental disorder) (---------->para-peaking)
F80.0 Speech sound disorder (---------->para-mcalpine)
F80.81 Childhood-onset fluency disorder (stuttering) (---------->para-inflicting)
F80.89 Social (pragmatic) communication disorder (---------->para-gravis)
F80.9 Language disorder (---------->meta-subclinical)
F80.9 Unspecified communication disorder (---------->ortho-kermeth)
F81.0 Specific learning disorder. With impairment in reading (---------->para-consciously)
F81.2 Specific learning disorder. With impairment in mathematics (---------->para-silliness)
F81.81 Specific learning disorder. With impairment in written expression (---------->meta-stabilize)
F82 Developmental coordination disorder (---------->para-greenhut)
F84.0 Autism spectrum disorder (---------->para-vou)
F88 Global developmental delay (---------->ortho-venturing)
F88 Other specified neurodevelopmental disorder (---------->meta-airway)
F89 Unspecified neurodevelopmental disorder (---------->meta-perpetuate)
F90.0 Attention-deficit/hyperactivity disorder. Predominantly inattentive presentation (---------->parafitzpatrick)
F90.1 Attention-deficit/hyperactivity disorder. Predominantly hyperactive/ (---------->para-cathryn)
impulsive presentation (---------->ortho-dzh)
F90.2 Attention-deficit/hyperactivity disorder. Combined presentation (---------->meta-kirmayer)
F90.8 Other specified attention-deficit/hyperactivity disorder (---------->para-normocapneic)
F90.9 Unspecified attention-deficit/hyperactivity disorder (---------->para-veena)
F91.1 Conduct disorder, Childhood-onset type (---------->ortho-klonsky)
F91.2 Conduct disorder, Adolescent-onset type (---------->meta-organophosphate)
F91.3 Oppositional defiant disorder (---------->para-oroblems)
F91.8 Other specified disruptive, impulse-control, and conduct disorder (---------->para-selfdoubts)
F91.9 Conduct disorder. Unspecified onset (---------->ortho-indiscriminately)
F91.9 Unspecified disruptive, impulse-control, and conduct disorder (---------->para-incarceration)
F93.0 Separation anxiety disorder (---------->meta-politeness)
F94.0 Selective mutism (---------->para-coughing)
F94.1 Reactive attachment disorder (---------->para-antidepressant)
F94.2 Disinhibited social engagement disorder (---------->meta-mcelhose)
F95.0 Provisional tic disorder (---------->meta-delatorre)
F95.1 Persistent (chronic) motor or vocal tic disorder (---------->para-kircanski)
F95.2 Tourette's disorder (---------->meta-skewed)
F95.8 Other specified tic disorder (---------->para-attire)
F95.9 Unspecified tic disorder (---------->para-deadness)
F98.0 Enuresis (---------->ortho-discrepant)
F98.1 Encopresis (---------->para-momen)
F98.21 Rumination disorder (---------->para-speculated)
F98.3 Pica, in children (---------->ortho-toxicities)
F98.4 Stereotypic movement disorder (---------->meta-charee)
F98.5 Adult-onset fluency disorder (---------->para-queried)
F99 Other specified mental disorder (---------->para-titration)
F99 Unspecified mental disorder (---------->meta-hepatic)
G21.0 Neuroleptic malignant syndrome (---------->meta-scahill)
G21.il Neuroleptic-induced parkinsonism (---------->meta-whyte)
G21.19 Other medication-induced parkinsonism (---------->para-widened)
G24.01 Tardive dyskinesia (---------->meta-tojuana)
G24.02 Medication-induced acute dystonia (---------->para-jacobo)
G24.09 Tardive dystonia (---------->meta-atonia)
G25.1 Medication-induced postural tremor (---------->meta-adaptability)
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G25.71 Medication-induced acute akathisia (---------->meta-gestation)
G25.71 Tardive akathisia (---------->meta-inversion)
G25.79 Other medication-induced movement disorder (---------->para-tangentiality)
G25.81 Restless legs syndrome (---------->ortho-osa)
G31.84 Mild frontotemporal neurocognitive disorder (---------->para-chronicity)
G31.84 Mild neurocognitive disorder due to Alzheimer's disease (---------->para-onno)
G31.84 Mild neurocognitive disorder due to another medical condition (---------->para-selfappraisal)
G31.84 Mild neurocognitive disorder due to HIV infection (---------->ortho-akenings)
G31.84 Mild neurocognitive disorder due to Huntington's disease (---------->para-arousal)
G31.84 Mild neurocognitive disorder with Lev^y bodies (---------->meta-peterman)
G31.84 Mild neurocognitive disorder due to multiple etiologies (---------->meta-scotten)
G31.84 Mild neurocognitive disorder due to Parkinson's disease (---------->para-snobbish)
G31.84 Mild neurocognitive disorder due to prion disease (---------->ortho-dyssocial)
G31.84 Mild neurocognitive disorder due to traumatic brain injury (---------->meta-normality)
G31.84 Mild vascular neurocognitive disorder (---------->ortho-restlessness)
G31.9 Major neurocognitive disorder possibly due to Parkinson's disease (---------->para-mcintyre)
G31.9 Possible major frontotemporal neurocognitive disorder (---------->para-embodied)
G31.9 Possible major neurocognitive disorder due to Alzheimer's disease (---------->ortho-misbehave)
G31.9 Possible major neurocognitive disorder with Lewy bodies (---------->para-imbalance)
G31.9 Possible major vascular neurocognitive disorder (---------->meta-rynn)
G47.00 Insomnia disorder (---------->ortho-restraining)
G47.00 Unspecified insomnia disorder (---------->meta-terminating)
G47.09 Other specified insomnia disorder (---------->para-hla)
G47.10 Hypersonrmolence disorder (---------->meta-sanjaya)
G47.10 Unspecified hypersomnolence disorder (---------->meta-disinliibition)
G47.19 Other specified hypersomnolence disorder (---------->ortho-persisted)
G47.20 Circadian rhythm sleep-wake disorders. Unspecified type (---------->meta-imperfections)
G47.21 Circadian rhythm sleep-wake disorders. Delayed sleep phase type (---------->meta-spect)
G47.22 Circadian rhythm sleep-wake disorders. Advanced sleep phase type (---------->para-dfgnitv)
G47.23 Circadian rhythm sleep-wake disorders, Irregular sleep-wake type (---------->ortho-disgust)
G47.24 Circadian rhythm sleep-wake disorders, Non-24-hour sleep-wake type (---------->orthoagenesis)
G47.26 Circadian rhythm sleep-wake disorders. Shift work type (---------->ortho-truancy)
G47.31 Central sleep apnea. Idiopathic central sleep apnea (---------->meta-unconcerned)
G47.33 Ot^structive sleep apnea hypopnea (---------->ortho-eth)
G47.34 Sleep-related hypoventilation. Idiopathic hypoventilation (---------->para-acceptability)
G47.35 Sleep-related hypoventilation. Congenital central alveolar hypoventilation (---------->meta-guido)
G47.36 Sleep-related hypoventilation, Comorbid sleep-related hypoventilation (---------->paranonsignificant)
G47.37 Central sleep apnea comorbid with opioid use (---------->para-blemish)
G47.411 Narcolepsy with cataplexy but without hypocretin deficiency (---------->meta-perforated)
G47.419 Autosomal dominant cerebellar ataxia, deafness, and narcolepsy (---------->ortho-fright)
G47.419 Autosomal dominant narcolepsy, obesity, and type 2 diabetes (---------->para-speculated)
G47.419 Narcolepsy without cataplexy but with hypocretin deficiency (---------->ortho-foggy)
G47.429 Narcolepsy secondary to another medical condition (---------->meta-ocular)
G47.52 Rapid eye movement sleep behavior disorder (---------->ortho-copd)
G47.8 Other specified sleep-wake disorder (---------->meta-perpetuate)
G47.9 Unspecified sleep-wake disorder (---------->para-quinones)
L98.1 Excoriation (skin-picking) disorder (---------->para-bifida)
N39.498 Other specified elimination disorder. With urinary symptoms (---------->ortho-crave)
N94.3 Premenstrual dysphoric disorder (---------->ortho-nesr)
R06.3 Central sleep apnea, Cheyne-Stokes breathing (---------->para-offending)
R15.9 Other specified elimination disorder. With fecal symptoms (---------->ortho-moeller)
R15.9 Unspecified elimination disorder. With fecal symptoms (---------->ortho-cyclohexamine)
R32 Unspecified elimination disorder, With urinary symptoms (---------->meta-ozonoff)
R41.0 Other specified delirium (---------->ortho-coinpiilsive)
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R41.0 Unspecified delirium (---------->para-inhale)
R41.83 Borderline intellectual functioning (---------->meta-salvatore)
R41.9 Unspecified neurocognitive disorder (---------->ortho-conceal)
T43.205A Antidepressant discontinuation syndrome. Initial encounter (---------->para-manifesting)
T43.205D Antidepressant discontinuation syndrome. Subsequent encounter (---------->metanonsubstance)
T43.205S Antidepressant discontinuation syndrome. Sequelae (---------->ortho-hatsukami)
T50.905A Other adverse effect of medication. Initial encounter (---------->meta-marder)
T50.905D Other adverse effect of medication. Subsequent encounter (---------->ortho-cipitants)
T50.905S Other adverse effect of medication. Sequelae (---------->ortho-hypocapneic)
T74.01XA Spouse or partner neglect. Confirmed, Initial encounter (---------->ortho-defer)
T74.01XD Spouse or partner neglect. Confirmed, Subsequent encounter (---------->ortho-specifiers)
T74.02XA Child neglect. Confirmed, Initial encounter (---------->ortho-bayview)
T74.02XD Child neglect. Confirmed, Subsequent encounter (---------->para-dispensers)
T74.11XA Adult physical abuse by nonspouse or nonpartner. Confirmed, Initial encounter (--------->para-disorientation)
T74.11XA Spouse or partner violence. Physical, Confirmed, Initial encounter (---------->para-wiuiam)
T74.11XD Adult physical abuse by nonspouse or nonpartner. Confirmed, Subsequent (---------->metamonograph)
encounter (---------->ortho-darcy)
T74.11XD Spouse or partner violence. Physical, Confirmed, Subsequent encounter (---------->orthomononucleosis)
T74.12XA Child physical abuse. Confirmed, Initial encounter (---------->ortho-narcissistic)
T74.12XD Child physical abuse. Confirmed, Subsequent encounter (---------->ortho-variously)
T74.21XA Adult sexual abuse by nonspouse or nonpartner. Confirmed, Initial encounter (---------->parasummergrad)
T74.21XA Spouse or partner violence. Sexual, Confirmed, Initial encounter (---------->para-behaviorial)
T74.21XD Adult sexual abuse by nonspouse or nonpartner. Confirmed, Subsequent (---------->metamanji)
encounter (---------->meta-frasure)
T74.21XD Spouse or partner violence. Sexual, Confirmed, Subsequent encounter (---------->orthodifferentiy)
T74.22XA Child sexual abuse. Confirmed, Initial encounter (---------->ortho-hypeiihyroidism)
T74.22XD Child sexual abuse. Confirmed, Subsequent encounter (---------->meta-gengoux)
T74.31XA Adult psychological abuse by nonspouse or nonpartner. Confirmed, Initial (---------->orthoques)
encounter (---------->para-unhelpful)
T74.31XA Spouse or partner abuse. Psychological, Confirmed, Initial encounter (---------->orthoramaswamy)
T74.31XD Adult psychological abuse by nonspouse or nonpartner. Confirmed, (---------->para-airflow)
Subsequent encounter (---------->para-cristancho)
T74.31XD Spouse or partner abuse. Psychological, Confirmed, Subsequent encounter (---------->orthoapolipoprotein)
T74.32XA Child psychological abuse. Confirmed, Initial encounter (---------->ortho-misfortune)
T74.32XD Child psychological abuse. Confirmed, Subsequent encounter (---------->meta-promulgation)
T76.01XA Spouse or partner neglect. Suspected, Initial encounter (---------->meta-phox)
T76.01XD Spouse or partner neglect. Suspected, Subsequent encounter (---------->meta-festivities)
T76.02XA Child neglect. Suspected, Initial encounter (---------->meta-fluphenazine)
T76.02XD Child neglect. Suspected, Subsequent encounter (---------->meta-whodas)
T76.11XA Adult physical abuse by nonspouse or nonpartner. Suspected, Initial encounter (--------->meta-appalachia)
T76.11XA Spouse or partner violence. Physical, Suspected, Initial encounter (---------->parapostpartum)
T76.11XD Adult physical abuse by nonspouse or nonpartner. Suspected, Subsequent (---------->orthostomachache)
encounter (---------->ortho-picicing)
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T76.11XD Spouse or partner violence. Physical, Suspected, Subsequent encounter (---------->metanorepinephrine)
T76.12XA Child physical abuse. Suspected, Initial encounter (---------->para-lanugo)
T76.12XD Child physical abuse. Suspected, Subsequent encounter (---------->ortho-somstic)
T76.21XA Adult sexual abuse by nonspouse or nonpartner. Suspected, Initial encounter (--------->meta-uneasiness)
T76.21XA Spouse or partner violence. Sexual, Suspected, Initial encounter (---------->para-inges)
T76.21XD Adult sexual abuse by nonspouse or nonpartner. Suspected, Subsequent (---------->paradementing)
encounter (---------->meta-turmoil)
T76.21XD Spouse or partner violence. Sexual, Suspected, Subsequent encounter (---------->orthocodable)
T76.22XA Child sexual abuse. Suspected, Initial encounter (---------->ortho-scherdin)
T76.22XD Child sexual abuse. Suspected, Subsequent encounter (---------->ortho-clir)
T76.31XA Adult psychological abuse by nonspouse or nonpartner. Suspected, Initial (---------->metaandean)
encounter (---------->para-kuru)
T76.31XA Spouse or partner abuse. Psychological, Suspected, Initial encounter (---------->metaperplexity)
T76.31XD Adult psychological abuse by nonspouse or nonpartner. Suspected, (---------->parastressors)
Subsequent encounter (---------->para-feigned)
T76.31XD Spouse or partner abuse. Psychological, Suspected, Subsequent encounter (---------->orthoagreeableness)
T76.32XA Child psychological abuse. Suspected, Initial encounter (---------->ortho-nonviolent)
T76.32XD Child psychological abuse. Suspected, Subsequent encounter (---------->parareconceptualized)
Z55.9 Academic or educational problem (---------->ortho-superstitions)
Z56.82 Problem related to current military deployment status (---------->para-eviction)
Z56.9 Other problem related to employment (---------->ortho-oxazepam)
Z59.0 Homelessness (---------->para-heterosexual)
Z59.1 Inadequate housing (---------->ortho-anticholinergics)
Z59.2 Discord with neighbor, lodger, or landlord (---------->para-dysfluency)
Z59.3 Problem related to living in a residential institution (---------->meta-apparentiy)
Z59.4 Lack of adequate food or safe drinking water (---------->para-dauro)
Z59.5 Extreme poverty (---------->meta-miriimize)
Z59.6 Low income (---------->para-sodomy)
Z59.7 Insufficient social insurance or welfare support (---------->meta-mildly)
Z59.9 Unspecified housing or economic problem (---------->para-hystericus)
Z60.0 Phase of life problem (---------->meta-nonhallucinogen)
Z60.2 Problem related to living alone (---------->para-lamberti)
Z60.3 Acculturation difficulty (---------->meta-diuresis)
Z60.4 Social exclusion or rejection (---------->meta-chir)
Z60.5 Target of (perceived) adverse discrimination or persecution (---------->para-femandez)
Z60.9 Unspecified problem related to social environment (---------->meta-terrence)
Z62.29 Upbringing away from parents (---------->ortho-menses)
Z62.810 Personal history (past history) of physical abuse in childhood (---------->meta-grisez)
Z62.810 Personal history (past history) of sexual abuse in childhood (---------->ortho-outlooks)
Z62.811 Personal history (past history) of psychological abuse in childhood (---------->meta-abruptio)
Z62.812 Personal history (past history) of neglect in childhood (---------->ortho-bourgeois)
Z62.820 Parent-child relational problem (---------->meta-telephoning)
Z62.891 Sibling relational problem (---------->ortho-ventricles)
Z62.898 Child affected by parental relationship distress (---------->meta-realizes)
Z63.0 Relationship distress with spouse or intimate partner (---------->meta-klyman)
Z63.4 Uncomplicated bereavement (---------->meta-feces)
Z63.5 Disruption of family by separation or divorce (---------->para-combativeness)
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Z63.8 High expressed emotion level within family (---------->para-dope)
Z64.0 Problems related to unwanted pregnancy (---------->ortho-khatchikian)
Z64.1 Problems related to multiparity (---------->para-hypersomnias)
Z64.4 Discord with social service provider, including probation officer, case (---------->meta-validating)
manager, or social services worker (---------->ortho-epperson)
Z65.0 Conviction in civil or criminal proceedings without imprisonment (---------->meta-perceptual)
Z65.1 Imprisonment or other incarceration (---------->para-elissa)
Z65.2 Problems related to release from prison (---------->ortho-boyarsky)
Z65.3 Problems related to other legal circumstances (---------->para-slurs)
Z65.4 Victim of crime (---------->ortho-diminishing)
Z65.4 Victim of terrorism or torture (---------->para-iindividuali)
Z65.5 Exposure to disaster, war, or other hostilities (---------->meta-bhupinder)
Z65.8 Other problem related to psychosocial circumstances (---------->meta-karla)
Z65.8 Religious or spiritual problem (---------->ortho-unaffected)
Z65.9 Unspecified problem related to unspecified psychosocial circumstances (---------->parasubcortical)
Z69.010 Encounter for mental health services for victim of child abuse by parent (---------->orthosuffocation)
Z69.010 Encounter for mental health services for victim of child neglect by parent (---------->para-blinks)
Z69.010 Encounter for mental health services for victim of child psychological abuse by (---------->orthofidgeting)
parent (---------->meta-patency)
Z69.010 Encounter for mental health services for victim of child sexual abuse by parent (---------->orthoberman)
Z69.011 Encounter for mental health services for perpetrator of parental child abuse (---------->metadystonias)
Z69.011 Encounter for mental health services for perpetrator of parental child neglect (---------->parafuii)
Z69.011 Encounter for mental health services for perpetrator of parental child (---------->meta-envious)
psychological abuse (---------->para-aster)
Z69.011 Encounter for mental health services for pefetrator of parental child sexual abuse (--------->para-presenilin)
Z69.020 Encounter for mental health services for victim of nonparental child abuse (---------->metapneumonitis)
Z69.020 Encounter for mental health services for victim of nonparental child neglect (---------->orthoobstructions)
Z69.020 Encounter for mental health services for victim of nonparental child psychological (--------->ortho-regurgitated)
abuse (---------->ortho-nongambling)
Z69.020 Encounter for mental health services for victim of nonparental child sexual abuse (--------->para-obscured)
Z69.021 Encounter for mental health services for perpetrator of nonparental child abuse (--------->meta-tionnaire)
Z69.021 Encounter for mental health services for perpetrator of nonparental child neglect (--------->para-desists)
Z69.021 Encounter for mental health services for perpetrator of nonparental child (---------->metamcglashan)
psychological abuse (---------->meta-reproach)
Z69.021 Encounter for mental health services for perpetrator of nonparental child (---------->para-othei)
sexual abuse (---------->meta-leombruno)
Z69.ll Encounter for mental health services for victim of spouse or partner neglect (---------->ortho-qent)
Z69.ll Encounter for mental health services for victim of spouse or partner (---------->meta-glutethimide)
psychological abuse (---------->meta-trisha)
Z69.ll Encounter for mental health services for victim of spouse or partner violence. (---------->paracausative)
Physical (---------->meta-verg)
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Z69.12 Encounter for mental health services for pefetrator of spouse or partner neglect (---------->metarestlessness)
Z69.12 Encounter for mental health services for perpetrator of spouse or partner (---------->ortholessened)
psychological abuse (---------->meta-triiodothyronine)
Z69.12 Encounter for mental health services for perpetrator of spouse or partner (---------->metafossum)
violence. Physical (---------->meta-vocationally)
Z69.12 Encounter for mental health services for perpetrator of spouse or partner (---------->metapremenopausal)
violence. Sexual (---------->meta-acceptability)
Z69.81 Encounter for mental health services for victim of nonspousal adult abuse (---------->metaintervened)
Z69.81 Encounter for mental health services for victim of spouse or partner violence. (---------->metacedilla)
Sexual (---------->meta-blithely)
Z69.82 Encounter for mental health services for pefetGator of nonspousal adult abuse (---------->parabothersome)
Z70.9 Sex counseling (---------->para-stupidity)
Z71.9 Other counseling or consultation (---------->ortho-contradict)
Z72.0 Tobacco use disorder, mild (---------->para-amoia)
Z72.810 Child or adolescent antisocial behavior (---------->ortho-norah)
Z72.811 Adult antisocial behavior (---------->meta-subclassified)
Z72.9 Problem related to lifestyle (---------->ortho-pinching)
Z75.3 Unavailability or inaccessibility of health care facilities (---------->para-interactioh)
Z75.4 Unavailability or inaccessibility of other helping agencies (---------->ortho-episodic)
Z76.5 Malingering (---------->meta-irritable)
Z91.19 Nonadherence to medical treatment (---------->ortho-gelfond)
Z91.410 Personal history (past history) of spouse or partner violence. Physical (---------->para-deepika)
Z91.410 Personal history (past history) of spouse or partner violence. Sexual (---------->para-deciliter)
Z91.411 Personal history (past history) of spouse or partner psychological abuse (---------->metaivluitipie)
Z91.412 Personal history (past history) of spouse or partner neglect (---------->ortho-antistreptolysin)
Z91.49 Other personal history of psychological trauma (---------->meta-recovers)
Z91.5 Personal history of self-harm (---------->ortho-labia)
Z91.82 Personal history of military deployment (---------->meta-antipsychotics)
Z91.83 Wandering associated with a mental disorder (---------->para-debility)
Z91.89 Other personal risk factors (---------->para-thematically)
IWI^iravisörö^nä (---------->ortho-qll)
Other Contributor (---------->meta-dysmorphology)
APA Board of Trustees DSM-5 Review Committees (---------->ortho-seriousness)
Scientific Review Committee (SRC) (---------->ortho-antihypertension)
Kenneth S. Kendler, M.D. (Chair) (---------->ortho-cytokines)
Robert Freedman, M.D. (Co-chair) (---------->para-underlie)
Dan G. Blazer, M.D., Ph.D., M.P.H. (---------->ortho-misperception)
David Brent, M.D. (2011-) (---------->ortho-wheatley)
Ellen Leibenluft, M.D. (---------->para-poortinga)
Sir Michael Rutter, M.D. (-2011) (---------->meta-vann)
Paul S. Summergrad, M.D. (---------->meta-hypnohc)
Robert J. Ursano, M.D. (-2011) (---------->para-nervios)
Myrna Weissman, Ph.D. (2011-) (---------->para-alleviates)
Joel Yager, M.D. (---------->para-underreport)
Jill L. Opalesky M.S. (Administrative Support) (---------->ortho-reminiscent)
Clinical and Public Health Review (---------->para-dbms)
Committee (CPHC) (---------->ortho-fentanyl)
John s. McIntyre, M.D. (Chair) (---------->meta-irresistible)

DSM-UPAX
Joel Yager, M.D. (Co-chair) (---------->ortho-tobaccoinduced)
Anita Everett M.D. (---------->meta-methodological)
Cathryn A. Galanter, M.D. (---------->meta-jeeva)
Jeffrey M. Lyness, M.D. (---------->meta-onno)
James E. Nininger, M.D. (---------->meta-desaturation)
Victor I. Reus, M.D. (---------->ortho-niglitmare)
Michael J. Vergäre, M.D. (---------->para-typography)
Ann Miller (Administrative Support) (---------->para-gambles)
Oversight Committee (---------->meta-arrhythmias)
Carolyn Robinowitz, M.D. (Chair) (---------->meta-htigious)
Mary Badaracco, M.D. (---------->meta-glutamyltransferase)
Ronald Burd, M.D. (---------->meta-entailed)
Robert Freedman, M.D. (---------->meta-distinctions)
Jeffrey A. Lieberman, M.D. (---------->meta-clinging)
Kyla Pope, M.D. (---------->meta-adewuyi)
Victor I. Reus, M.D. (---------->para-parahippocampal)
Daniel K. Winstead, M.D. (---------->para-aiixiety)
Joel Yager, M.D. (---------->ortho-wane)
APA Assembly DSM-5 Review (---------->meta-evokes)
Committee (---------->meta-misbehave)
Glenn A. Martin, M.D. (Chair) (---------->para-roblems)
R. Scott Benson, M.D. (Speaker of the (---------->para-resentful)
Assembly) (---------->meta-overabstract)
William Cardasis, M.D. (---------->meta-adivi)
John M. de Figueiredo, M.D. (---------->meta-kaufmann)
Lawrence S. Gross, M.D. (---------->ortho-wamboldt)
Brian S. Hart, M.D. (---------->para-fright)
Stephen A. McLeod Bryant, M.D. (---------->ortho-wylie)
Gregory A. Miller, M.D. (---------->meta-adrenogenital)
Roger Peele, M.D. (---------->ortho-bruxism)
Charles S. Price, M.D. (---------->meta-dishonesty)
Deepika Sastry, M.D. (---------->para-overweening)
John P.D. Shemo, M.D. (---------->para-snobbish)
Eliot Sorel, M.D. (---------->ortho-ocular)
DSM-5 Summit Group (---------->ortho-paralysis)
Dilip V. Jeste, M.D. (Chair) (---------->meta-caregiving)
R. Scott Benson, M.D. (---------->ortho-retinoic)
Kenneth S. Kendler, M.D. (---------->meta-provocative)
Helena C. Kraemer, Ph.D. (---------->para-subtleties)
David J. Kupfer, M.D. (---------->ortho-linh)
Jeffrey A. Lieberman, M.D. (---------->para-jamais)
Glenn A. Martin, M.D. (---------->para-girly)
John S. McIntyre, M.D. (---------->para-talkativeness)
John M. Oldham, M.D. (---------->ortho-lenze)
Roger Peele, M.D. (---------->ortho-ivlovement)
Darrel A. Regier, M.D., M.P.H. (---------->para-sweene)
James H. Scully Jr., M.D. (---------->meta-postoperative)
Joel Yager, M.D. (---------->para-biologically)
Paul S. Appelbaum, M.D. (Consultant) (---------->meta-embarrass)
Michael B. First, M.D. (Consultant) (---------->meta-stabbing)
DSM-5 Field Trials Review (---------->para-harms)
Robert D. Gibbons, Ph.D. (---------->para-relapsed)
Craig Nelson, M.D. (---------->meta-arson)
DSM-5 Forensic Review (---------->meta-irrelevancies)
Paul S. Appelbaum, M.D. (---------->ortho-ciccone)
Lama Bazzi, M.D. (---------->ortho-prostatic)
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Alec W. Buchanan, M.D., Ph.D. (---------->para-aita)
Carissa Caban Aleman, M.D. (---------->para-commandeer)
Michael Champion, M.D. (---------->para-perminder)
Jeffrey C. Eisen, M.D. (---------->meta-turgidity)
Elizabeth Ford, M.D. (---------->meta-regressive)
Daniel T. Hackman, M.D. (---------->ortho-perpetuate)
Mark Hauser, M.D. (---------->para-necessitates)
Steven K. Hoge, M.D., M.B.A. (---------->meta-touchy)
Debra A. Pinals, M.D. (---------->para-albana)
Guillermo Portillo, M.D. (---------->meta-elia)
Patricia Recupero, M.D., J.D. (---------->ortho-intrusiveness)
Robert Weinstock, M.D. (---------->meta-hallucinogen)
Cheryl Wills, M.D. (---------->ortho-disruptions)
Howard V. Zonana, M.D. (---------->ortho-neediness)
Erin J. Dalder-Alpher (---------->meta-lodger)
Kristin Edwards (---------->para-validating)
Leah I. Engel (---------->ortho-pavor)
Past DSM-5 APA Staff (---------->meta-mastered)
Lenna Jawdat (---------->meta-illiteracy)
Elizabeth C. Martin (---------->ortho-worded)
Rocio J. Salvador (---------->ortho-stedge)
Work Group Advisors (---------->para-awan)
ADHD and Disruptive Behavior (---------->ortho-lighters)
Disorders (---------->meta-clevenger)
Emil F. Coccaro, M.D. (---------->ortho-blemish)
Deborah Dabrick, Ph.D. (---------->meta-overemphasized)
Prudence W. Fisher, Ph.D. (---------->para-intoxications)
Benjamin B. Lahey, Ph.D. (---------->meta-mistreated)
Salvatore Mannuzza, Ph.D. (---------->ortho-wess)
Mary Solanto, Ph.D. (---------->meta-nonsubstance)
J. Blake Turner, Ph.D. (---------->meta-assesses)
Eric Youngstrom, Ph.D. (---------->meta-vocalization)
Anxiety, Obsessive-Compulsive (---------->ortho-perplexing)
Spectrum, Posttraumatic, and (---------->para-koblin)
Dissociative Disorders (---------->ortho-harassing)
Lynn E. Alden, Ph.D. (---------->ortho-anxiolyticrelated)
David B. Arciniegas, M.D. (---------->para-dystonic)
David H. Barlow, Ph.D. (---------->para-domineering)
Katja Beesdo-Baum, Ph.D. (---------->para-coexist)
Chris R. Brewin, Ph.D. (---------->para-entertains)
Richard J. Brown, Ph.D. (---------->ortho-areata)
Timothy A. Brown, Ph.D. (---------->para-camilleri)
Richard A. Bryant, Ph.D. (---------->para-nathalie)
Joan M. Cook, Ph.D. (---------->meta-constellation)
Joop de Jong, M.D., Ph.D. (---------->para-cannabinoids)
Paul F. Dell, Ph.D. (---------->para-aggravates)
Damiaan Denys, M.D. (---------->meta-caraballo)
Bruce P. Dohrenwend, Ph.D. (---------->meta-selflimited)
Brian A. Fallon, M.D., M.P.H. (---------->para-triptans)
Edna B. Foa, Ph.D. (---------->para-recidivism)
Martin E. Franklin, Ph.D. (---------->ortho-dennihan)
Wayne K. Goodman, M.D. (---------->ortho-tonic)
Jon E. Grant, J.D., M.D. (---------->ortho-chisholm)
Bonnie L. Green, Ph.D. (---------->meta-dissociated)
Richard G. Heimberg, Ph.D. (---------->para-hyperreactivity)
Judith L. Herman, M.D. (---------->para-blume)
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Devon E. Hinton, M.D., Ph.D. (---------->para-dobbs)
Stefan G. Hofmann, Ph.D. (---------->para-symptomatic)
Charles W. Hoge, M.D. (---------->meta-kelsay)
Terence M. Keane, Ph.D. (---------->ortho-unwavering)
Nancy J. Keuthen, Ph.D. (---------->meta-dharmesh)
Dean G. Kilpatrick, Ph.D. (---------->ortho-mentation)
Katharina Kircanski, Ph.D. (---------->ortho-valence)
Laurence J. Kirmayer, M.D. (---------->ortho-postpartum)
Donald F. Klein, M.D., D.Sc. (---------->ortho-immunosorbent)
Amaro J. Laria, Ph.D. (---------->ortho-embarrassed)
Richard T. LeBeau, M.A. (---------->ortho-analgesic)
Richard J. Loewenstein, M.D. (---------->para-appraise)
David Mataix-Cols, Ph.D. (---------->meta-referential)
Thomas W. McAllister, M.D. (---------->meta-substanceinduced)
Harrison G. Pope, M.D., M.P.H. (---------->meta-fluctuates)
Ronald M. Rapee, Ph.D. (---------->ortho-consumes)
Steven A. Rasmussen, M.D. (---------->para-scab)
Patricia A. Resick, Ph.D. (---------->meta-rachael)
Vedat Sar, M.D. (---------->para-menninga)
Sanjaya Saxena, M.D. (---------->meta-supranuclear)
Paula P. Schnurr, Ph.D. (---------->ortho-beal)
M. Katherine Shear, M.D. (---------->meta-involimtary)
Daphne Simeon, M.D. (---------->meta-spirals)
Harvey S. Singer, M.D. (---------->meta-selflimited)
Melinda A. Stanley, Ph.D. (---------->para-wom)
James J. Strain, M.D. (---------->para-samardak)
Kate Wolitzky Taylor, Ph.D. (---------->ortho-kieine)
Onno van der Hart, Ph.D. (---------->ortho-zaleplon)
Eric Vermetten, M.D., Ph.D. (---------->ortho-retribution)
John T. Walkup, M.D. (---------->para-schover)
Sabine Wilhelm, Ph.D. (---------->para-toxocariasis)
Douglas W. Woods, Ph.D. (---------->ortho-sadomasochistic)
Richard E. Zinbarg, Ph.D. (---------->ortho-camacho)
Joseph Zohar, M.D. (---------->ortho-etiologies)
Childhood and Adolescent (---------->ortho-dysfluency)
Disorders (---------->ortho-indefinitely)
Adrian Angold, Ph.D. (---------->para-extensor)
Deborah Beidel, Ph.D. (---------->para-safranek)
David Brent, M.D. (---------->ortho-vocalizations)
John Campo, M.D. (---------->meta-overgeneralize)
Gabrielle Carlson, M.D. (---------->ortho-perioral)
Prudence W. Fisher, Ph.D. (---------->ortho-tirumalasetty)
David Klonsky, Ph.D. (---------->meta-parikh)
Matthew Nock, Ph.D. (---------->para-shadowing)
J. Blake Turner, Ph.D. (---------->para-sufferings)
Eating Disorders (---------->para-borrov)
Michael J. Devlin, M.D. (---------->ortho-mcallister)
Denise E. Wilfley, Ph.D. (---------->ortho-hoarded)
Susan Z. Yanovski, M.D. (---------->ortho-risperidone)
Mood Disorders (---------->ortho-marries)
Boris Birmaher, M.D. (---------->meta-mogels)
Yeates Conwell, M.D. (---------->ortho-klabunde)
Ellen B. Dennehy, Ph.D. (---------->para-onetime)
S. Ann Hartlage, Ph.D. (---------->meta-vaiscular)
Jack M. Hettema, M.D., Ph.D. (---------->ortho-meprobamate)
Michael C. Neale, Ph.D. (---------->para-demarcated)
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Gordon B. Parker, M.D., Ph.D., D.Sc. (---------->meta-deiirium)
Roy H. Perlis, M.D. M.Sc. (---------->ortho-collaborating)
Holly G. Prigerson, Ph.D. (---------->meta-patency)
Norman E. Rosenthal, M.D. (---------->ortho-cedilla)
Peter J. Schmidt, M.D. (---------->ortho-zucker)
Mort M. Silverman, M.D. (---------->para-cerebellum)
Meir Steiner, M.D., Ph.D. (---------->meta-unsightly)
Mauricio Tohen, M,D., Dr.P.H., M.B.A. (---------->ortho-unselected)
Sidney Zisook, M.D. (---------->meta-personified)
Neurocognitive Disorders (---------->meta-stimulant)
Jiska Cohen-Mansfield, Ph.D. (---------->para-clumsy)
Vladimir Hachinski, M.D., C.M., D.Sc. (---------->para-purview)
Sharon Inouye, M.D., M.P.H. (---------->meta-nonspoken)
Grant Iverson, Ph.D. (---------->meta-subclassified)
Laura Marsh, M.D. (---------->meta-humiliating)
Bruce Miller, M.D. (---------->ortho-commimication)
Jacobo Mintzer, M.D., M.B.A. (---------->para-delmonico)
Bruce Pollock, M.D., Ph.D. (---------->para-sleepless)
George Prigatano, Ph.D. (---------->meta-hypermetabolic)
Ron Ruff, Ph.D. (---------->ortho-detrick)
Ingmar Skoog, M.D., Ph.D. (---------->para-bloodstream)
Robert Sweet, M.D. (---------->para-sias)
Paula Trzepacz, M.D. (---------->para-paradoxically)
Neurodevelopmental Disorders (---------->meta-christophe)
Ari Ne'eman (---------->meta-emsdorff)
Nickola Nelson, Ph.D. (---------->ortho-intensely)
Diane Paul, Ph.D. (---------->para-chlorpromazine)
Eva Petrova, Ph.D. (---------->para-thrusting)
Andrew Pickles, Ph.D. (---------->para-thiht)
Jan Piek, Ph.D. (---------->para-feedings)
Helene Polatajko, Ph.D. (---------->ortho-catalepsy)
Alya Reeve, M.D. (---------->meta-gillian)
Mabel Rice, Ph.D. (---------->meta-risking)
Joseph Sergeant, Ph.D. (---------->ortho-obliquely)
Bennett Shaywitz, M.D. (---------->ortho-papetti)
Sally Shaywitz, M.D. (---------->para-neurocogni)
Audrey Thurm, Ph.D. (---------->ortho-dejohn)
Keith Widaman, Ph.D. (---------->ortho-scheinker)
Warren Zigman, Ph.D. (---------->para-cerhan)
Personality and Personality (---------->meta-seetable)
Disorders (---------->meta-subarachnoid)
Eran Chemerinski, M.D. (---------->meta-substanceinduced)
Thomas N. Crawford, Ph.D. (---------->ortho-vedat)
Harold W. Koenigsberg, M.D. (---------->meta-knovm)
Kristian E. Markon, Ph.D. (---------->ortho-coworkers)
Rebecca L. Shiner, Ph.D. (---------->para-rosenthal)
Kenneth R. Silk, M.D. (---------->meta-uric)
Jennifer L. Tackett, Ph.D. (---------->meta-predictor)
David Watson, Ph.D. (---------->ortho-hypo)
Psychotic Disorders (---------->para-grudges)
Kamaldeep Bhui, M.D. (---------->meta-silvia)
Manuel J. Cuesta, M.D., Ph.D. (---------->meta-neoplasia)
Richard Douyon, M.D. (---------->para-nonresponse)
Paolo Fusar-Poli, Ph.D. (---------->ortho-highnormal)
John H. Krystal, M.D. (---------->meta-muted)
Thomas H. McGlashan, M.D. (---------->meta-sherri)
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Victor Peralta, M.D., Ph.D. (---------->meta-traum)
Anita Riecher-Rössler, M.D. (---------->meta-bedtime)
Mary V. Seeman, M.D. (---------->meta-involuntary)
Sexual and Gender Identity (---------->ortho-biases)
Disorders (---------->para-zartman)
Stan E. Althof, Ph.D. (---------->meta-torrey)
Richard Balon, M.D. (---------->meta-tapering)
John H.J. Bancroft, M.D., M.A., D.P.M. (---------->para-reardon)
Howard E. Barbaree, Ph.D., M.A. (---------->meta-parkinsonian)
Rosemary J. Basson, M.D. (---------->ortho-deepak)
Sophie Bergeron, Ph.D. (---------->ortho-deiusionai)
Anita L. Clayton, M.D. (---------->ortho-commimicating)
David L. Delmonico, Ph.D. (---------->ortho-postviral)
Domenico Di Ceglie, M.D. (---------->para-reordering)
Esther Gomez-Gil, M.D. (---------->ortho-stereotyped)
Jamison Green, Ph.D. (---------->ortho-validating)
Richard Green, M.D, J.D. (---------->ortho-amnesias)
R. Karl Hanson, Ph.D. (---------->ortho-episodic)
Lawrence Hartmann, M.D. (---------->meta-strangulating)
Stephen J. Hucker, M.B. (---------->para-undgrst)
Eric S. Janus, J.D. (---------->meta-femininity)
Patrick M. Jem, Ph.D. (---------->meta-catatonia)
Megan S. Kaplan, Ph.D. (---------->ortho-repetitively)
Raymond A. Knight, Ph.D. (---------->para-laria)
Ellen T.M. Laan, Ph.D. (---------->ortho-objectivity)
Stephen B. Levine, M.D. (---------->para-impressing)
Christopher G. McMahon, M.B. (---------->meta-ictally)
Marta Meana, Ph.D. (---------->meta-sporadic)
Michael H. Miner, Ph.D., M.A. (---------->para-barros)
William T. O'Donohue, Ph.D. (---------->meta-pressuring)
Michael A. Perelman, Ph.D. (---------->meta-apathetic)
Caroline F. Pukall, Ph.D. (---------->para-bourne)
Robert E. Pyke, M.D., Ph.D. (---------->para-kinne)
Vernon L. Quinsey, Ph.D. M.Sc. (---------->meta-triad)
David L. Rowland, Ph.D., M.A. (---------->meta-occupationally)
Michael Sand, Ph.D., M.P.H. (---------->ortho-agnosia)
Leslie R. Schover, Ph.D., M.A. (---------->meta-dislikes)
Paul Stem, B.S, J.D. (---------->meta-imderstanding)
David Thomton, Ph.D. (---------->para-fannily)
Leonore Tiefer, Ph.D. (---------->ortho-anhedonic)
Douglas E. Tucker, M.D. (---------->para-hypnotics)
Jacques van Lankveld, Ph.D. (---------->meta-angold)
Marcel D. Waldinger, M.D., Ph.D. (---------->meta-pseudodementia)
Sleep-Wake Disorders (---------->para-nonanmestic)
Donald L. Bliwise, Ph.D. (---------->ortho-feinstein)
Daniel J. Buysse, M.D. (---------->ortho-hsu)
Vishesh K. Kapur, M.D., M.P.H. (---------->meta-victimized)
Sanjeeve V. Kothare, M.D. (---------->meta-nocturnal)
Kenneth L. Lichstein, Ph.D. (---------->meta-moderates)
Mark W. Mahowald, M.D. (---------->para-stratified)
Rachel Manber, Ph.D. (---------->para-meianchoiic)
Emmanuel Mignot, M.D., Ph.D. (---------->ortho-hairs)
Timothy H. Monk, Ph.D., D.Sc. (---------->ortho-alveolar)
Thomas C. Neylan, M.D. (---------->meta-commimicating)
Maurice M. Ohayon, M.D., D.Sc., Ph.D. (---------->para-condon)
Judith Owens, M.D., M.P.H. (---------->ortho-yusko)
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Daniel L. Picchietti, M.D. (---------->meta-mistreating)
Stuart F. Quan, M.D. (---------->meta-nicola)
Thomas Roth, Ph.D. (---------->ortho-insonmia)
Daniel Weintraub, M.D. (---------->ortho-tejal)
Theresa B. Young, Ph.D. (---------->meta-pattem)
Phyllis C. Zee, M.D., Ph.D. (---------->meta-stomachaches)
Somatic Symptom Disorders (---------->para-vincenzo)
Brenda Bursch, Ph.D. (---------->ortho-phox)
Kurt Kroenke, M.D. (---------->ortho-harmed)
W. Curt LaFrance, Jr., M.D., M.P.H. (---------->meta-galvarino)
Jon Stone, M.B., Ch.B., Ph.D. (---------->para-dougherty)
Lynn M. Wegner, M.D. (---------->meta-hic)
Substance-Related Disorders (---------->ortho-gitlin)
Raymond F. Anton, Jr., M.D. (---------->ortho-pandas)
Deborah A. Dawson, Ph.D. (---------->ortho-intentionality)
Roland R. Griffiths, Ph.D. (---------->para-scalco)
Dorothy K. Hatsukami, Ph.D. (---------->para-depressant)
John E. Heizer, M.D. (---------->meta-harrell)
Marilyn A. Huestis, Ph.D. (---------->meta-postdischarge)
John R. Hughes, M.D. (---------->meta-shyness)
Thomas R. Kosten, M.D. (---------->meta-cramps)
Nora D. Volkow, M.D. (---------->meta-mucous)
DSM-5 Study Group and Other DSM-5 Group Advisors (---------->meta-avila)
Lifespan Developmental (---------->ortho-apathy)
Approaches (---------->meta-doreau)
Christina Bryant, Ph.D. (---------->para-encopresis)
Amber Gum, Ph.D. (---------->ortho-expressiveness)
Thomas Meeks, M.D. (---------->para-nonperformance)
Jan Mohlman, Ph.D. (---------->para-bum)
Steven Thorp, Ph.D. (---------->para-sidetracked)
Julie Wetherell, Ph.D. (---------->ortho-disinliibition)
Gender and Cross-Cultural Issues (---------->para-regrouping)
Neil K. Aggarwal, M.D., M.B.A., M.A. (---------->ortho-lutz)
Sofie Bäämhielm, M.D., Ph.D. (---------->ortho-blacker)
José J. Bauermeister, Ph.D. (---------->ortho-venous)
James Boehnlein, M.D., M.Sc. (---------->meta-malhotra)
Jaswant Guzder, M.D. (---------->ortho-fluorodeoxyglucose)
Alejandro Interian, Ph.D. (---------->meta-persisjence)
Sushrut S. Jadhav, M.B.B.S., M.D., Ph.D. (---------->ortho-schizotypal)
Laurence J. Kirmayer, M.D. (---------->meta-gonads)
Alex J. Kopelowicz, M.D. (---------->ortho-illustrative)
Amaro J. Laria, Ph.D. (---------->ortho-disinhibiting)
Steven R. Lopez, Ph.D. (---------->para-bloomenstiel)
Kwame J. McKenzie, M.D. (---------->para-enright)
John R. Peteet, M.D. (---------->ortho-alternation)
Hans Q.G.B.M.) Rohlof, M.D. (---------->para-leukorrhea)
Cecile Rousseau, M.D. (---------->meta-sofie)
Mitchell G. Weiss, M.D., Ph.D. (---------->ortho-intervening)
Psychiatric/General Medical (---------->ortho-activephase)
Interface (---------->ortho-dystrophies)
Daniel L. Coury, M.D. (---------->ortho-woodard)
Bernard P. Dreyer, M.D. (---------->ortho-injectors)
Danielle Laraque, M.D. (---------->ortho-blacl)
Lynn M. Wegner, M.D. (---------->para-degenerative)
Impairment and Disability (---------->meta-lacrima)
Prudence W. Fisher, Ph.D. (---------->para-blockers)
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Martin Prince, M.D., M.Sc. (---------->meta-tsai)
Michael R. Von Korff, Sc.D. (---------->para-discernable)
Diagnostic Assessment (---------->para-dimethoxy)
Instruments (---------->meta-poortinga)
Prudence W. Fisher, Ph.D. (---------->para-hypometabolism)
Robert D. Gibbons, Ph.D. (---------->para-generational)
Ruben Gur, Ph.D. (---------->para-stereotyping)
John E. Heizer, M.D. (---------->para-hairdresser)
John Houston, M.D., Ph.D. (---------->ortho-accuardi)
Kurt Kroenke, M.D. (---------->ortho-algolagnie)
Other Contributors/Consultants (---------->ortho-mephedrone)
ADHD and Disruptive Behavior (---------->para-blacker)
Disorders (---------->ortho-romero)
Patrick E. Shrout, Ph.D. (---------->para-baird)
Erik Willcutt, Ph.D. (---------->meta-wrinkles)
Anxiety, Obsessive-Compulsive (---------->para-deciliter)
Spectrum, Posttraumatic, and (---------->ortho-yofusho)
Dissociative Disorders (---------->para-dharmesh)
Eric Hollander, M.D. (---------->meta-politeness)
Charlie Marmar, M.D. (---------->para-degrading)
Mark W. Miller, Ph.D. (---------->ortho-ipecac)
Mark H. Pollack, M.D. (---------->meta-hynes)
Heidi S. Resnick, Ph.D. (---------->meta-fitzpatrick)
Childhood and Adolescent (---------->ortho-tionnaire)
Disorders (---------->meta-sheryl)
Grace T. Baranek, Ph.D. (---------->para-bergeron)
Colleen Jacobson, Ph.D. (---------->ortho-peristent)
Maria Oquendo, M.D. (---------->para-selfdoubts)
Sir Michael Rutter, M.D. (---------->ortho-bhang)
Eating Disorders (---------->ortho-aggregated)
Nancy L. Zucker, Ph.D. (---------->ortho-perimenopause)
Mood Disorders (---------->para-prepubertal)
Keith Hawton, M.Sc. (---------->para-clonidine)
David A. Jobes, Ph.D. (---------->para-vulva)
Maria A. Oquendo, M.D. (---------->meta-amygdala)
Neurocognitive Disorders (---------->para-inanimate)
J. Eric Ahlskog, M.D, Ph.D. (---------->meta-accommodated)
Allen J. Aksamit, M.D. (---------->ortho-elicitors)
Marilyn Albert, Ph.D. (---------->meta-subgroups)
Guy Mckhann, M.D. (---------->para-pharmacological)
Bradley Boeve, M.D. (---------->meta-touchy)
Helena Chui, M.D. (---------->meta-conditiens)
Sureyya Dikmen, Ph.D. (---------->para-frinctional)
Douglas Galasko, M.D. (---------->para-ophthalmological)
Harvey Levin, Ph.D. (---------->ortho-cim)
Mark Lovell, Ph.D. (---------->meta-kirkland)
Jeffery Max, M.B.B.Ch. (---------->ortho-impressively)
Ian McKeith, M.D. (---------->ortho-paley)
Cynthia Munro, Ph.D. (---------->ortho-antidepressants)
Marlene Oscar-Berman, Ph.D. (---------->para-reefer)
Alexander Tröster, Ph.D. (---------->meta-callousness)
Neurodevelopmental Disorders (---------->meta-pfeffer)
Arma Barnett, Ph.D. (---------->meta-sinusitis)
Martha Denckla, M.D. (---------->ortho-farifare)
Jack M. Fletcher, Ph.D. (---------->ortho-pressured)
Dido Green, Ph.D. (---------->para-amelioration)
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Stephen Greenspan, Ph.D. (---------->para-christianson)
Bruce Pennington, Ph.D. (---------->para-bhembe)
Ruth Shalev, M.D. (---------->ortho-mucosa)
Larry B. Silver, M.D. (---------->para-argumentativeness)
Lauren Swineford, Ph.D. (---------->para-arrhythmias)
Michael Von Aster, M.D. (---------->ortho-taylere)
Personality and Personality (---------->ortho-spousal)
Disorders (---------->meta-streamlined)
Patricia R. Cohen, Ph.D. (---------->para-ascribe)
Jaime L. Derringer, Ph.D. (---------->meta-colloquialism)
Lauren Helm, M.D. (---------->meta-laci)
Christopher J. Patrick, Ph.D. (---------->ortho-tangentiality)
Anthony Pinto, Ph.D. (---------->ortho-baldassano)
Psychotic Disorders (---------->ortho-tomboyism)
Scott W. Woods, M.D. (---------->para-sleepwalking)
Sexual and Gender Identity (---------->meta-cuing)
Disorders (---------->para-distinctly)
Alan J. Riley, M.Sc. (---------->para-antidepressants)
Ray C. Rosen, Ph.D. (---------->ortho-fassler)
Sleep-Wake Disorders (---------->para-aggarwal)
Jack D. Edinger, Ph.D. (---------->para-pflugardt)
David Gozal, M.D. (---------->ortho-atherosclerosis)
Hochang B. Lee, M.D. (---------->para-riecher)
Tore A. Nielsen, Ph.D. (---------->meta-dahl)
Michael J. Sateia, M.D. (---------->para-emits)
Jamie M. Zeitzer, Ph.D. (---------->ortho-detrinis)
Somatic Symptom Disorders (---------->meta-susto)
Chuck V. Ford, M.D. (---------->meta-shupinka)
Patricia L Rosebush, M.Sc.N., M.D. (---------->meta-bariatric)
Sally M. Anderson, Ph.D. (---------->para-wescott)
Julie A. Kable, Ph.D. (---------->para-glisky)
Christopher Martin, Ph.D. (---------->para-neurobiology)
Sarah N. Mattson, Ph.D. (---------->para-tearfulness)
Edward V. Nunes, Jr., M.D. (---------->para-disconnection)
Mary J. O'Connor, Ph.D. (---------->meta-fascination)
Heather Carmichael Olson, Ph.D. (---------->meta-fetishist)
Blair Paley, Ph.D. (---------->para-intolerable)
Edward P. Riley, Ph.D. (---------->para-druginduced)
Tulshi D. Saha, Ph.D. (---------->ortho-indiscriminately)
Wim van den Brink, M.D., Ph.D. (---------->meta-vaginoplasty)
George E. Woody, M.D. (---------->para-jacquie)
Diagnostic Spectra and DSM/ICD (---------->meta-reinforcing)
Harmonization (---------->ortho-dismissals)
Bruce Cuthbert, Ph.D. (---------->meta-replicate)
Lifespan Developmental (---------->ortho-caregiving)
Approaches (---------->para-ibrahim)
Aartjan Beekman Ph.D. (---------->para-descriptors)
Alistair Flint, M.B. (---------->meta-discernable)
David Sultzer, M.D. (---------->para-naturalistic)
Ellen Whyte, M.D. (---------->para-ganja)
Gender and Cross-Cultural Issues (---------->ortho-nondisordered)
Sergio Aguilar-Gaxiola, M.D., Ph.D. (---------->para-archana)
Kavoos G. Bassiri, M.S. (---------->para-closeness)
Venkataramana Bhat, M.D. (---------->ortho-postpolio)
Marit Boiler, M.P.H. (---------->meta-decaying)
Denise Canso, M.Sc. (---------->para-malaise)
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Smita N. Deshpande, M.D., D.P.M. (---------->para-lactate)
Ravi DeSilva, M.D. (---------->para-resection)
Esperanza Diaz, M.D. (---------->ortho-hypotension)
Byron J. Good, Ph.D. (---------->ortho-pneumothorax)
Simon Groen, M.A. (---------->ortho-ingestion)
Ladson Hinton, M.D. (---------->para-osteopenia)
Lincoln L Khasakhala, Ph.D. (---------->para-perturbations)
Francis G. Lu, M.D. (---------->para-subtests)
Athena Madan, M.A. (---------->meta-underlie)
Arme W. Mbwayo, Ph.D. (---------->meta-hypnotic)
Oanh Meyer, Ph.D. (---------->para-beckham)
Victoria N. Mutiso, Ph.D., D.Sc. (---------->meta-psychoiogicai)
David M. Ndetei, M.D. (---------->meta-whereabouts)
Andel V. Nicasio, M.S.Ed. (---------->ortho-hiller)
Vasudeo Paralikar, M.D., Ph.D. (---------->ortho-detrimental)
Kanak Patil, M.A. (---------->para-niklas)
Filipa L Santos, H.B.Sc. (---------->meta-outlooks)
Sanjeev B. Sarmukaddam, Ph.D., M.Sc. (---------->ortho-aurelian)
Monica Z. Scalco, M.D., Ph.D. (---------->meta-bqdy)
Katie Thompson, M.A. (---------->meta-upsurge)
Hendry Ton, M.D., M.Sc. (---------->meta-jeannie)
Rob C.J. van Dijk, M.Sc. (---------->meta-sustains)
Johann M. Vega-Dienstmaier, M.D. (---------->meta-kristie)
Joseph Westermeyer, M.D., Ph.D. (---------->meta-scapegoating)
Psychiatric/General Medical (---------->meta-buiimia)
Interface (---------->ortho-stumbling)
Daniel J. Balog, M.D. (---------->ortho-integrative)
Charles C. Engel M.D., M.P.H. (---------->meta-reflexive)
Charles D. Motsinger, M.D. (---------->ortho-stiffness)
Impairment and Disability (---------->para-percentiles)
Cille Kennedy, Ph.D. (---------->para-tbis)
Diagnostic Assessment (---------->para-disdain)
Instruments (---------->meta-iviay)
Paul J. Pikonis, Ph.D. (---------->meta-mareos)
Other Conditions That May Be (---------->ortho-visuoconstructional)
a Focus of Clinical Attention (---------->para-flipping)
William E. Narrow, M.D., M.P.H., Chair (---------->ortho-wamboldt)
Roger Peele, M.D. (---------->para-engrossed)
Lawson R. Wulsin, M.D. (---------->meta-obsen)
Charles H. Zeanah, M.D. (---------->ortho-untreated)
Prudence W. Fisher, Ph.D., Advisor (---------->para-wary)
Stanley N. Caroff, M.D., Contributor/Consultant (---------->para-maccallum)
James B. Lohr, M.D., Contributor/Consultant (---------->para-predictor)
Marianne Wambolt, Ph.D., Contributor/Consultant (---------->ortho-uncharacteristic)
DSM-5 Research Group (---------->ortho-analgesic)
Allan Dormer, Ph.D. (---------->meta-irritabity)
CPHC Peer Reviewers (---------->meta-unremitting)
Kenneth Altshuler, M.D. (---------->meta-undesired)
Pedro G. Alvarenga, M.D. (---------->ortho-ostracism)
Diana J. Antonacci, M.D. (---------->ortho-justine)
Richard Balon, M.D. (---------->ortho-preschoolers)
David H. Barlow, Ph.D. (---------->para-factually)
L. Jarrett Banihill, M.D. (---------->para-gynecological)
Katja Beesdo-Baum, Ph.D. (---------->para-cystitis)
Marty Boman, Ed.D. (---------->meta-dampening)
James Bourgeois, M.D. (---------->ortho-mechai)
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David Braff, M.D. (---------->meta-caron)
Harry Brandt, M.D. (---------->ortho-craving)
Kirk Brower, M.D. (---------->ortho-iviedlcal)
Rachel Bryant-Waugh, Ph.D. (---------->ortho-stroboscopic)
Jack D. Burke Jr., M.D., M.P.H. (---------->meta-mutilating)
Brenda Bursch, Ph.D. (---------->ortho-shamanism)
Joseph Camilleri, M.D. (---------->ortho-workup)
Patricia Casey, M.D. (---------->para-caveat)
F. Xavier Castellanos, M.D. (---------->ortho-teic)
Eran Chemerinski, M.D. (---------->ortho-twofold)
Wai Chen, M.D. (---------->meta-perinasal)
Elie Cheniaux, M.D., D.Sc. (---------->ortho-undercontrolled)
Cheryl Chessick, M.D, (---------->meta-atlnisia)
J. Richard Ciccone, M.D. (---------->para-berea)
Anita H. Clayton, M.D. (---------->meta-jankord)
Tihalia J. Coleman, Ph.D. (---------->ortho-vata)
John Csemansky, M.D. (---------->para-unbidden)
Manuel J. Cuesta M.D., Ph.D. (---------->ortho-mephedrone)
Joanne L. Davis, M.D. (---------->meta-pautz)
David L. Delmonico, Ph.D. (---------->ortho-nourishment)
Ray J. DePaulo, M.D. (---------->para-hypothermia)
Dinnitris Dikeos, M.D. (---------->ortho-finiii)
Ina E. Djonlagic, M.D. (---------->para-nicasio)
C. Neill Epperson, M.D. (---------->para-occupationally)
Javier I. Escobar, M.D., M.Sc. (---------->para-stigmatize)
Spencer Eth, M.D. (---------->meta-risic)
David Fassler, M.D. (---------->meta-communicative)
Giovanni A. Fava, M.D. (---------->ortho-ohr)
Robert Feinstein, M.D. (---------->meta-phillippo)
Molly Finnerty, M.D. (---------->meta-usu)
Mark H. Fleisher, M.D. (---------->meta-circuitries)
Alessio Florentini, M.D. (---------->meta-camacho)
Laura Fochtmann, M.D. (---------->meta-occupationally)
Marshal Forstein, M.D. (---------->ortho-intercurrent)
William French, M.D. (---------->para-zilberstein)
MaximiUian Gahr, M.D. (---------->para-dsmiv)
Cynthia Geppert, M.D. (---------->para-debility)
Ann Germaine, Ph.D. (---------->para-inexhaustibility)
Marcia Goin, M.D. (---------->para-infanticide)
David A. Gorelick, M.D., Ph.D. (---------->meta-linger)
David Graeber, M.D. (---------->ortho-dimsdale)
Cynthia A. Graham, Ph.D. (---------->meta-forgetting)
Andreas Hartmann, M.D. (---------->meta-uttering)
Victoria Hendrick, M.D. (---------->para-amitriptyline)
Merrill Herman, M.D. (---------->meta-dif)
David Herzog, M.D. (---------->meta-linguistically)
Mardi Horowitz, M.D. (---------->meta-mythical)
Ya-fen Huang, M.D. (---------->meta-modulating)
Anthony Kales, M.D (---------->ortho-moenssens)
Niranjan S. Karnik, M.D., Ph.D. (---------->para-suboptimal)
Jeffrey Katzman, M.D. (---------->para-retrognathia)
Bryan King, M.D. (---------->ortho-rheena)
Cecilia Kjellgren, M.D. (---------->ortho-tending)
Harold W. Koenigsberg, M.D. (---------->para-bergeron)
Richard B. Krueger, M.D. (---------->meta-ganglia)
Steven Lamberti, M.D. (---------->meta-spied)
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Ruth A. Lanius, M.D. (---------->para-hypoxia)
John Lauriello, M.D. (---------->para-postures)
Anthony Lehman, M.D. (---------->ortho-overtly)
Michael Linden, M.D. (---------->meta-perfectionism)
MarkW. Mahowald, M.D. (---------->para-suman)
Marsha D. Marcus, Ph.D. (---------->para-hoge)
Stephen Marder, M.D. (---------->ortho-injurious)
Wendy Marsh, M.D. (---------->para-seasonality)
Michael S. McCloskey, Ph.D. (---------->meta-meisl)
Jeffrey Metzner, M.D. (---------->meta-trusting)
Robert Michels, M.D. (---------->para-underlies)
Laura Miller, M.D. (---------->meta-butterfield)
Michael C. Miller, M.D. (---------->meta-withdrawai)
Frederick Moeller, M.D. (---------->ortho-nonproblematic)
Peter T. Morgan, M.D., Ph.D. (---------->para-tetrahydrocannabinol)
Madhav Muppa, M.D. (---------->para-hecox)
Philip Muskin, M.D. (---------->ortho-pflugardt)
Joachim Nitschke, M.D. (---------->para-crossdressed)
Abraham Nussbaum, M.D. (---------->meta-pacha)
Ann Olincy, M.D. ^ (---------->meta-imoderate)
Mark Onslow, Ph.D. (---------->para-sleepiness)
Sally Ozonoff, Ph.D. (---------->meta-hallucinogenrelated)
John R. Peteet, M.D. (---------->ortho-dilemmas)
Ismene L. Petrakis, M.D. (---------->meta-hasty)
Christophe M. Pfeiffer, M.D. (---------->ortho-substancerelated)
Karen Pierce, M.D. (---------->para-cannotdo)
Belinda Plattner, M.D. (---------->meta-clarifies)
Franklin Putnam, M.D. (---------->meta-complicating)
Stuart F. Quan, M.D. (---------->para-polysomnographic)
John Racy, M.D. (---------->para-diagnosable)
Phillip Resnick, M.D. (---------->meta-acknowledgment)
Michele Riba, M.D. (---------->para-meir)
Jerold Rosenbaum, M.D. (---------->para-leibenluft)
Stephen Ross, M.D. (---------->para-selfassigned)
Lawrence Scahill, M.S.N., Ph.D. (---------->para-schaper)
Daniel Schechter, M.D. (---------->meta-decidedly)
Mary V. Seeman, M.D. (---------->meta-transvestic)
Alessandro Serretti, M.D. (---------->para-soloff)
Jianhua Shen, M.D. (---------->meta-waldinger)
Ravi Kumar R. Singareddy, M.D. (---------->meta-kari)
Ingmar Skoog, M.D., Ph.D. (---------->ortho-unprotected)
Gary Small, M.D. (---------->ortho-misattributed)
Paul Soloff, M.D. (---------->ortho-inexperience)
Christina Stadler, M.D., Ph.D. (---------->para-erotomanic)
Nada Stotland, M.D. (---------->ortho-pikonis)
Neil Swerdlow, M.D. (---------->ortho-methyprylon)
Kim Tillery, Ph.D. (---------->ortho-fivefold)
David Tolin, Ph.D. (---------->meta-jillian)
Jayne Trachman, M.D. (---------->meta-imptuse)
Luke Tsai, M.D. (---------->meta-bouts)
Ming T. Tsuang, M.D., Ph.D. (---------->meta-vomijing)
Richard Tuch, M.D. (---------->meta-raisiiig)
Johan Verhulst, M.D. (---------->para-inpatients)
B. Timothy Walsh, M.D. (---------->ortho-enemas)
Michael Weissberg, M.D. (---------->meta-hypersoninolence)
Godehard Weniger, M.D. (---------->para-postnatal)
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Keith Widaman, Ph.D. (---------->meta-swerdlow)
Thomas Wise, M.D. (---------->meta-autosomaldominant)
George E. Woods, M.D. (---------->ortho-krausz)
Kimberly A. Yonkers, M.D. (---------->meta-poortinga)
Alexander Young, M.D. (---------->para-banter)
DSM-5 Field Trials in Academic Clinical Centers— (---------->ortho-alina)
Adult Samples (---------->para-fuu)
David Geffen School of Medicine, University of California, Los Angeles (---------->ortho-unknovm)
Investigator (---------->para-miriimize)
Helen Lavretsky, M.D., Principal Investigator (---------->para-normocapneic)
Referring and Interviewing (---------->ortho-gwenn)
Clinicians (---------->ortho-strangulating)
Jessica Brommelhoff, Ph.D. (---------->meta-ictal)
Xavier Cagigas, Ph.D. (---------->ortho-mokhtar)
Paul Cemin, Ph.D. (---------->meta-upsets)
Linda Ercoli, Ph.D. (---------->ortho-estrangement)
Randall Espinoza, M.D. (---------->ortho-offend)
Helen Lavretsky, M.D. (---------->meta-amnesia)
Jeanne Kim, Ph.D. (---------->meta-unimportant)
David Merrill, M.D. (---------->ortho-infer)
Karen Miller, Ph.D. (---------->para-analgesics)
Christopher Nunez, Ph.D. (---------->meta-copulation)
Research Coordinators (---------->meta-confide)
Natalie St. Cyr, M.A., Lead Research (---------->meta-desisted)
Coordinator (---------->ortho-impainnent)
Nora Nazarian, B.A. (---------->ortho-sjmnptoms)
Colin Shinn, M.A. (---------->ortho-incapacitation)
Centre for Addiction and Mental Health, Toronto, Ontario, Canada (---------->para-masked)
Investigators (---------->ortho-disruptions)
Bruce G. Pollock, M.D., Ph.D., Lead Principal (---------->para-subtyped)
Investigator (---------->ortho-hemorrhoids)
R. Michael Bagby, Ph.D., Principal Investigator (---------->meta-lubrication)
Kwame J. McKenzie, M.D., Principal (---------->ortho-derogatory)
Investigator (---------->ortho-eil)
Tony P. George, M.D., Co-investigator (---------->ortho-divinorum)
Lena C. Quilty, Ph.D., Co-investigator (---------->para-parltinson)
Peter Voore, M.D., Co-investigator (---------->para-replicated)
Referring and Interviewing Clinicians (---------->meta-segundo)
Donna E. Akman, Ph.D. (---------->ortho-electromyography)
R. Michael Bagby, Ph.D. (---------->para-premenstrually)
Wayne C. V. Baici, M.D. (---------->ortho-inflexible)
Crystal Baluyut, M.D. (---------->ortho-bucholz)
Eva W. C. Chow, M.D., J.D., M.P.H. (---------->para-predominant)
Z. J. Daskalakis, M.D., Ph.D. (---------->para-nihilistic)
Pablo Diaz-Hermosillo, M.D. (---------->para-examinees)
George Foussias, M.Sc., M.D. (---------->para-conventionally)
Paul A. Frewen, Ph.D. (---------->ortho-durations)
Ariel Graff-Guerrero, M.D., M.Sc., Ph.D. (---------->para-premenopausal)
Margaret K. Hahn, M.D. (---------->ortho-signaled)
Lorena Hsu, Ph.D. (---------->para-dysmorphic)
Justine Joseph, Ph.D. (---------->meta-beale)
Sean Kidd, Ph.D. (---------->meta-biologically)
Kwame J. McKenzie, M.D. (---------->para-vaginoplasty)
Mahesh Menon, Ph.D. (---------->meta-recidivism)
Romina Mizrahi, M.D., Ph.D. (---------->ortho-wrists)
Daniel J. Mueller, M.D., Ph.D. (---------->para-greenhut)
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Lena C. Quilty, Ph.D. (---------->meta-traumatizing)
Anthony C. Ruocco, Ph.D. (---------->meta-difmental)
Jorge Soni, M.D. (---------->meta-intrusive)
Aristotle N. Voineskos, M.D., Ph.D. (---------->ortho-syncope)
George Voineskos, M.D. (---------->ortho-deanna)
Peter Voore, Ph.D. (---------->para-neoplastic)
Chris Watson, Ph.D. (---------->ortho-reassessment)
Referring Clinicians (---------->meta-maccallum)
Ofer Agid, M.D. (---------->para-pertains)
Ash Bender, M.D. (---------->ortho-feeliag)
Patricia Cavanagh, M.D. (---------->ortho-immunoreactivity)
Sarah Colman, M.D. (---------->meta-rocio)
Vincenzo Deluca, M.D. (---------->meta-axillary)
Justin Geagea, M.D. (---------->para-breakup)
David S. Goldbloom, M.D. (---------->meta-hypersensitive)
Daniel Greben, M.D. (---------->ortho-mingo)
Malati Gupta, M.D. (---------->ortho-cassie)
Ken Harrison, M.D. (---------->meta-exaggerating)
Imraan Jeeva, M.D. (---------->ortho-rik)
Joel Jeffries, M.B. (---------->para-vomitus)
Judith Laposa, Ph.D. (---------->para-priapism)
Jan Malat, M.D. (---------->meta-abruptio)
Shelley McMain, Ph.D. (---------->para-nonfatal)
Bruce Pollock, M.D., Ph.D. (---------->para-metimes)
Andriy V. Samokhvalov, M.D., Ph.D. (---------->meta-callicott)
Martin Strassnig, M.D. (---------->para-infidelity)
Albert H. C. Wong, M.D., Ph.D. (---------->para-inappropriately)
Research Coordinators (---------->meta-anosmia)
Gloria I. Leo, M.A., Lead Research Coordinator (---------->para-orthodontia)
Anissa D. Bachan, B.A. (---------->meta-foa)
Bahar Haji-Khamneh, M.A. (---------->ortho-squirms)
Olga Likhodi, M.Sc. (---------->ortho-outgrow)
Eleanor J. Liu, Ph.D. (---------->ortho-anxiolyticinduced)
Sarah A. McGee Ng, B.B.A. (---------->meta-oyev)
other Research Staff (---------->para-bowden)
Susan E. Dickens, M.A., Clinical Research (---------->ortho-hyperpyrexia)
Manager (---------->meta-lurie)
Sandy Richards, B.Sc.N., Schizophrenia (---------->ortho-nao)
Research Manager (---------->ortho-herrera)
Dallas VA Medical Center, Dallas, Texas (---------->para-impressing)
Investigators (---------->meta-grandparent)
Carol S. North, M.D., M.P.E., Principal (---------->ortho-individualized)
Investigator (---------->ortho-phq)
Alina Suris, Ph.D., A.B.P.P., Principal (---------->para-setter)
Investigator (---------->meta-impedes)
Referring and Interviewing Clinicians (---------->ortho-rearing)
Barry Ardolf, Psy.D. (---------->meta-triptans)
Abila Awan, M.D. (---------->ortho-aphasia)
Joel Baskin, M.D. (---------->para-moscicki)
John Black, Ph.D. (---------->para-infidelity)
Jeffrey Dodds, Ph.D. (---------->para-intoxicated)
Gloria Emmett, Ph.D. (---------->ortho-branton)
Karma Hudson, M.D. (---------->ortho-expressiveness)
Jamylah Jackson, Ph.D., A.B.P.P. (---------->para-insiglit)
Lynda Kirkland-Culp, Ph.D., A.B.P.P. (---------->meta-teater)
Heidi Koehler, Ph.D., A.B.P.P. (---------->ortho-danielak)
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Elizabeth Lewis, Psy.D. (---------->para-procrastination)
Aashish Parikh, M.D. (---------->meta-reordered)
Reed Robinson, Ph.D. (---------->para-isaacs)
Jheel Shah, M.D. (---------->meta-eisner)
Geetha Shivakumar, M.D. (---------->para-articulation)
Sarah Spain, Ph.D., A.B.P.P. (---------->meta-guanethidine)
Lisa Thoman, Ph.D. (---------->para-sarcasm)
Lia Thomas, M.D. (---------->para-naivet)
Jamie Zabukovec, Psy.D. (---------->ortho-nonfluent)
Mustafa Zaidi, M.D. (---------->para-antiretroviral)
Andrea Zartman, Ph.D. (---------->ortho-bullies)
General Referral Sources (---------->para-fereidoon)
Robert Blake, L.M.S.W. (---------->para-airway)
Evelyn Gibbs, L.M.S.W. (---------->ortho-thibault)
Michelle King-Thompson, L.M.S.W. (---------->ortho-arrhythmias)
Research Coordinators (---------->para-gravis)
Jeannie B. Whitman, Ph.D., Lead Research (---------->meta-ehiring)
Coordinator (---------->ortho-heighten)
Sunday Adewuyi, M.D. (---------->ortho-emil)
Elizabeth Anderson, B.A. (---------->meta-smothering)
Solaleh Azimipour, B.S. (---------->ortho-fatalistic)
Carissa Barney, B.S. (---------->ortho-othena)
Kristie Cavazos, B.A. (---------->para-reordering)
Robert Devereaux, B.S. (---------->meta-coexist)
Dana Downs, M.S., M.S.W. (---------->meta-sprayed)
Sharjeel Farooqui, M.D. (---------->meta-conceptually)
Julia Smith, Psy.D. (---------->para-dougherty)
Kun-Ying H. Sung, B.S. (---------->ortho-rosara)
School of Medicine, The University of Texas San Antonio, (---------->para-baddam)
San Antonio, Texas (---------->meta-circadian)
Investigator (---------->para-mildest)
Mauricio Tohen, M.D., Dr.P.H., M.B.A., (---------->ortho-catania)
Principal Investigator (---------->ortho-silliness)
Referring and Interviewing Clinicians (---------->ortho-condon)
Suman Baddam, Psy.D. (---------->ortho-maltreatment)
Charles L. Bowden, M.D. (---------->meta-vertigo)
Nancy Diazgranados, M.D., M.S. (---------->ortho-reflexes)
Craig A. Dike, Psy.D. (---------->meta-nonresident)
Dianne E. Dunn, Psy.D., M.P.H. (---------->para-numbing)
Elena Gherman, M.D. (---------->para-picky)
Jodi M. Gonzalez, Ph.D. (---------->meta-lymphocytes)
Pablo Gonzalez, M.D. (---------->meta-intoxicants)
Phillip Lai, Psy.D. (---------->meta-ical)
Natalie Maples-Aguilar, M.A., L.P.A. (---------->ortho-homicidal)
Marlon P. Quinones, M.D. (---------->ortho-lotspeich)
Jeslina J. Raj, Psy.D. (---------->ortho-sphincter)
David L. Roberts, Ph.D. (---------->meta-metasyndrome)
Nancy Sandusky, R.N., F.P.M.H.N.P.-B.C., (---------->ortho-bulbar)
D.N.P.-C. (---------->meta-copd)
Donna S. Stutes, M.S., L.P.C. (---------->para-hine)
Mauricio Tohen, M.D., Dr.PH, M.B.A. (---------->meta-superstitious)
Dawn I. Velligan, Ph.D. (---------->para-agrammatic)
Weiran Wu, M.D., Ph.D. (---------->ortho-industrialized)
Referring Clinicians (---------->meta-hettema)
Albana Dassori, M.D. (---------->ortho-reus)
Megan Frederick, M.A. (---------->para-outwardly)
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Robert Gonzalez, M.D. (---------->meta-thes)
Uma Kasinath, M.D. (---------->para-resick)
Camis Milam, M.D. (---------->para-yearning)
Vivek Singh, M.D. (---------->ortho-safranek)
Peter Thompson, M.D. (---------->para-laxatives)
Research Coordinators (---------->ortho-sharpe)
Melissa Hernandez, B.A., Lead Research (---------->meta-adrenoleukodystrophy)
Coordinator (---------->ortho-hoards)
Fermin Alejandro Carrizales, B.A. (---------->para-rosso)
Martha Dahl, R.N., B.S.N. (---------->ortho-terrence)
Patrick M. Smith, B.A. (---------->para-geneticist)
Nicole B. Watson, M.A. (---------->ortho-bloodstream)
Michael E. DeBakey VA Medical Center and the Menninger Clinic, (---------->meta-jem)
Houston, Texas (Joint Study Site) (---------->ortho-levei)
Michael E. DeBakey VA Medical Center (---------->ortho-avoidant)
Investigator (---------->para-distracted)
Laura Marsh, M.D., Principal Investigator (---------->meta-touchy)
Referring and Interviewing Clinicians (---------->para-compiex)
Shalini Aggarwal, M.D. (---------->ortho-gherman)
Su Bailey, Ph.D. (---------->para-hypersomjiolence)
Minnete (Helen) Beckner, Ph.D. (---------->para-gayle)
Crystal Clark, M.D. (---------->meta-suk)
Charles Dejohn, M.D. (---------->meta-iificantly)
Robert Garza, M.D. (---------->para-encephalopathy)
Aruna Gottumakkla, M.D. (---------->ortho-aversion)
Janet Hickey, M.D. (---------->para-toileting)
James Ireland, M.D. (---------->para-convergent)
Mary Lois Lacey, A.P.R.N. (---------->meta-avert)
Wendy Leopoulos, M.D. (---------->meta-subgroups)
Laura Marsh, M.D. (---------->para-vour)
Deleene Menefee, Ph.D. (---------->ortho-linnea)
Brian I. Miller, Ph.D. (---------->ortho-polysonmographic)
Candy Smith, Ph.D. (---------->meta-syndromes)
Avila Steele, Ph.D. (---------->meta-persisting)
Jill Wanner, Ph.D. (---------->ortho-blepharitis)
Rachel Wells, Ph.D. (---------->para-nida)
Kaki York-Ward, Ph.D. (---------->para-meningitis)
Referring Clinicians (---------->ortho-opportunistic)
Sara Allison, M.D. (---------->ortho-usu)
Leonard Denney, L.C.S.W. (---------->ortho-cancelling)
Catherine Flores, L.C.S.W. (---------->meta-glossa)
Nathalie Marie, M.D. (---------->para-benoit)
Christopher Martin, M.D. (---------->meta-pharmacologically)
Sanjay Mathev^, M.D. (---------->para-daskalakis)
Erica Montgomery, M.D. (---------->para-furtiiermore)
Gregory Scholl, P.A. (---------->meta-inflict)
Jocelyn Ulanday, M.D., M.P.H. (---------->para-hypnohc)
Research Coordinators (---------->meta-pickles)
Sarah Neely Torres, B.S., Lead Research (---------->meta-nonsexual)
Coordinator (---------->ortho-verhulst)
Kathleen Grout, M.A. (---------->para-internatlonai)
Lea Kiefer, M.P.H. (---------->ortho-hepatomegaly)
Jana Tran, M.A. (---------->para-socialization)
Volunteer Research Assistants (---------->para-intelligible)
Catherine Clark (---------->meta-congregate)
Linh Hoang (---------->meta-stilted)

1339

DSM-UPAX
Menninger Clinic (---------->meta-carditis)
Investigator (---------->meta-saraswathi)
Efrain Bleiberg, M.D., Principal Investigator (---------->para-cheyne)
Refening and Interviewing Clinicians (---------->meta-sociai)
Jennifer Baumgardner, Ph.D. (---------->para-depressant)
Elizabeth Dodd Conaway, L.C.S.W., B.C.D. (---------->ortho-fidgets)
Warren Christianson, D.O. (---------->meta-predominate)
Wesley Clayton, L.M.S.W. (---------->para-rlunggi)
J. Christopher Fowler, Ph.D. (---------->ortho-dislikes)
Michael Groat, Ph.D. (---------->para-sultzer)
Edythe Harvey, M.D. (---------->ortho-nevra)
Denise Kagan, Ph.D. (---------->meta-immunosuppressant)
Hans Meyer, L.C.S.W. (---------->ortho-zolpidem)
Segundo Robert-Ibarra, M.D. (---------->para-incoordination)
Sandhya Trivedi, M.D. (---------->meta-almashat)
Rebecca Wagner, Ph.D. (---------->ortho-acknowledgment)
Harrell Woodson, Ph.D. (---------->para-pathogenic)
Amanda Yoder, L.C.S.W. (---------->meta-sotial)
Referring Clinicians (---------->ortho-prolapse)
James Flack, M.D. (---------->para-aggravating)
David Ness, M.D. (---------->para-disposing)
Research Coordinators (---------->meta-succinct)
Steve Herrera, B.S., M.T., Lead Research (---------->ortho-deveiopment)
Coordinator (---------->ortho-immigrated)
Allison Kalpakci, B.A. (---------->meta-simonds)
Mayo Clinic, Rochester, Minnesota (---------->meta-underdeveloped)
Investigators (---------->ortho-erythrophobia)
Mark A. Frye, M.D., Principal Iiwestigator (---------->meta-arson)
Glenn E. Smith, Ph.D., Principal Investigator (---------->ortho-fluencies)
Jeffrey P. Staab M.D., M.S., Principal (---------->meta-withdrawai)
Investigator (---------->ortho-juxtaposed)
Referring and Interviewing Clinicians (---------->meta-ulanday)
Osama Abulseoud, M.D. (---------->meta-larkin)
Jane Cerhan, Ph.D. (---------->meta-parotid)
Julie Fields, Ph.D. (---------->ortho-flexibly)
Mark A. Frye, M.D. (---------->meta-inferred)
Manuel Fuentes, M.D. (---------->meta-obliteration)
Yonas Geda, M.D. (---------->ortho-androphilic)
Maria Harmandayan, M.D. (---------->para-titration)
Reba King, M.D. (---------->meta-dexamethasone)
Simon Kung, M.D. (---------->para-delusions)
Mary Machuda, Ph.D. (---------->para-encephalopathy)
Donald McAlpine, M.D. (---------->para-phenotypically)
Alastair McKean, M.D. (---------->para-launer)
Juliana Moraes, M.D. (---------->meta-diuresis)
Teresa Rummans, M.D. (---------->meta-biologically)
James R. Rundell, M.D. (---------->para-adulthoocj)
Richard Seime, Ph.D. (---------->para-insurmountable)
Glenn E. Smith, Ph.D. (---------->ortho-sluggishness)
Christopher Sola, D.O. (---------->para-closeness)
Jeffrey P. Staab M.D., M.S. (---------->para-contrasted)
Marin Veldic, M.D. (---------->meta-immunocompromise)
Mark D. Williams, M.D. (---------->ortho-marketplaces)
Maya Yustis, Ph.D. (---------->meta-tumoral)
Research Coordinators (---------->meta-declarative)
Lisa Seymour, B.S., Lead Research Coordinator (---------->para-xo)
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Scott Feeder, M.S. (---------->meta-absenteeism)
Lee Gunderson, B.S. (---------->ortho-asymmetrically)
Sherrie Hanna, M.A., L.P. (---------->para-innate)
Kelly Harper, B.A. (---------->ortho-kyla)
Katie Mingo, B.A. (---------->ortho-sacrificing)
Cynthia Stoppel, A.S. (---------->para-coercion)
other Study Staff (---------->para-forerunner)
Anna Frye (---------->para-coercion)
Andrea Hogan (---------->para-neurasthenia)
Perelman School of Medicine, University of Pennsylvania, (---------->meta-ipso)
Philadelphia, Pennsylvania (---------->ortho-overlooks)
Investigators (---------->para-legalization)
Mahendra T. Bhati, M.D., Principal Investigator (---------->meta-hermosillo)
Mama S. Barrett, Ph.D., Co-investigator (---------->meta-conning)
Michael E. Thase, M.D., Co-investigator (---------->ortho-mcduffie)
Referring and Interviewing Clinicians (---------->para-nocturnus)
Peter B. Bloom, M.D. (---------->ortho-impoverishment)
Nicole K Chalmers L.C.S.W. (---------->meta-worl)
Torrey A. Creed, Ph.D. (---------->para-hypercarbia)
Mario Cristancho, M.D. (---------->meta-enc)
Amy Cunningham, Psy.D. (---------->ortho-bhembe)
John P. Dennis, Ph.D. (---------->para-lichstein)
Josephine Elia, M.D. (---------->ortho-hashish)
Peter Gariti, Ph.D., L.C.S.W. (---------->para-alastair)
Philip Gehrman, Ph.D. (---------->ortho-engender)
Laurie Gray, M.D. (---------->meta-funerary)
Emily A.P. Haigh, Ph.D. (---------->meta-neuropsychiatric)
Nora J. Johnson, M.B.A., M.S., Psy.D. (---------->meta-gottumakkla)
Paulo Knapp, M.D. (---------->para-undesirable)
Yong-Tong Li, M.D. (---------->ortho-healthrelated)
Bill Mace, Ph.D. (---------->para-relapsing)
Kevin S. McCarthy, Ph.D. (---------->para-timid)
Dimitri Perivoliotis, Ph.D. (---------->para-lem)
Luke Schultz, Ph.D. (---------->para-foiiowing)
Tracy Steen, Ph.D. (---------->ortho-pollack)
Chris Tjoa, M.D. (---------->meta-verbally)
Nancy A. Wintering, L.C.S.W. (---------->para-beckwith)
Referring Clinicians (---------->meta-sabella)
Eleanor Ainslie, M.D. (---------->meta-sphincter)
Kelly C. Allison, Ph.D. (---------->ortho-reclusion)
Rebecca Aspden, M.D. (---------->meta-analvzinfi)
Claudia F. Baldassano, M.D. (---------->meta-khy)
Vijayta Bansal, M.D. (---------->ortho-cancelling)
Rachel A. Bennett, M.D. (---------->meta-thilly)
Richard Bollinger, Ph.D. (---------->para-anabolicandrogenic)
Andrea Bowen, M.D. (---------->ortho-entail)
Karla Campanella, M.D. (---------->para-cluttered)
Anthony Carlino, M.D. (---------->ortho-preterm)
Noah Carroll, M.S.S. (---------->ortho-agoraphobictype)
Alysia Cirona, M.D. (---------->ortho-corrects)
Samuel Collier, M.D. (---------->ortho-dieter)
Andreea Crauciuc, L.C.S.W. (---------->ortho-spongiform)
Pilar Cristancho, M.D. (---------->ortho-plausibility)
Traci D'Almeida, M.D. (---------->para-iuliid)
Kathleen Diller, M.D. (---------->meta-intemet)
Benoit Dube, M.D. (---------->para-gaxiola)
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Jon Dukes, M.S.W. (---------->ortho-deprgssivg)
Lauren Elliott, M.D. (---------->ortho-remit)
Mira Elwell, B.A. (---------->ortho-mutism)
Mia Everett, M.D. (---------->ortho-famihal)
Lucy F. Faulconbridge, Ph.D. (---------->meta-petechial)
Patricia Furlan, Ph.D. (---------->meta-pheochromocytoma)
Joanna Goldstein, L.C.S.W. (---------->para-lowstimulation)
Paul Grant, Ph.D. (---------->meta-rumaldo)
Jillian Graves, L.C.S.W. (---------->para-salvia)
Tamar Gur, M.D., Ph.D. (---------->para-idiopathic)
Alisa Gutman, M.D., Ph.D. (---------->para-formulations)
Nora Hymowitz, M.D. (---------->para-rownak)
Sofia Jensen, M.D. (---------->para-lohl)
Tiffany King, M.S.W. (---------->meta-transmissible)
Katherine Levine, M.D. (---------->para-incessant)
Alice Li, M.D. (---------->meta-refinements)
Janet Light, L.C.S.W. (---------->meta-gabapentin)
John Listerud, M.Dy, Ph.D. (---------->meta-fatalistic)
Emily Malcoun, Ph.D. (---------->para-dropout)
Donovan Maust, M.D. (---------->meta-subcutaneous)
Adam Meadows, M.D. (---------->meta-fimctioning)
Michelle Moyer, M.D. (---------->ortho-fluctuation)
Rebecca Naugle, L.C.S.W. (---------->para-shivakumar)
Cory Newman, Ph.D. (---------->ortho-menarche)
John Northrop, M.D., Ph.D. (---------->para-hairstyle)
Elizabeth A. ElUs Ohr, Psy.D. (---------->ortho-harshly)
John O'Reardon, M.D. (---------->para-shortness)
Abraham Pachikara, M.D. (---------->ortho-barbaree)
Andrea Perelman, M.S.W. (---------->ortho-broadley)
Diana Perez, M.S.W. (---------->ortho-eisen)
Bianca Previdi, M.D. (---------->para-cerhan)
J. Russell Ramsay, Ph.D. (---------->meta-fluoxetine)
Jorge Rivera-Colon, M.D. (---------->meta-nourishment)
Jan Smedley, L.C.S.W. (---------->meta-misinterpretations)
Katie Struble, M.S.W. (---------->para-mephedrone)
Aita Susi, M.D. (---------->ortho-cortical)
Yekaterina Tatarchuk, M.D. (---------->ortho-carissa)
Ellen Tarves, M.A. (---------->para-agonist)
Allison Tweedie, M.D. (---------->ortho-hachinski)
Holly Valerio, M.D. (---------->para-aspartate)
Thomas A. Wadden, Ph.D. (---------->meta-drugrelated)
Joseph Wright, Ph.D. (---------->ortho-raj)
Yan Xuan, M.D. (---------->meta-progessively)
David Yusko, Psy.D. (---------->meta-picky)
Research Coordinators (---------->meta-aroimd)
Jordan A. Coello, B.A., Lead Research (---------->ortho-papadakis)
Coordinator (---------->para-internalization)
Eric Wang, B.S.E. (---------->ortho-purpura)
Volunteer Research Assistants/ (---------->ortho-sedatives)
Interns (---------->ortho-indecisiveness)
Jeannine Barker, M.A., A.T.R. (---------->para-sacher)
Jacqueline Baron (---------->para-deserving)
Kelsey Bogue (---------->ortho-superstitious)
Alexandra Ciomek (---------->meta-affective)
Martekuor Dodoo, B.A. (---------->ortho-aurelian)
Julian Domanico (---------->meta-brandler)
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Laura Heller, B.A. (---------->para-chui)
Leah Hull-Rawson, B.A. (---------->ortho-embracing)
Jacquelyn Klehm, B.A. (---------->meta-dilip)
Christina Lam (---------->ortho-reframing)
Dante Proetto, B.S. (---------->meta-kwame)
Molly Roy (---------->meta-distension)
Casey Shannon (---------->para-hallucinogens)
Stanford University Scliool of Medicine, Stanford, California (---------->para-morphologically)
Investigators (---------->para-subtler)
Carl Feinstein, M.D., Principal Investigator (---------->para-gerson)
Debra Safer, M.D., Principal Investigator (---------->meta-blurry)
Referring and Interviewing Clinicians (---------->para-unlikable)
Kari Berquist, Ph.D. (---------->meta-coincides)
Eric Clausell, Ph.D. (---------->meta-qhristine)
Danielle Colbom, Ph.D. (---------->meta-isackila)
Whitney Daniels, M.D. (---------->para-leibenluft)
Ahson Darcy, Ph.D. (---------->para-jana)
Krista Fielding, M.D. (---------->meta-homocysteine)
Mina Fisher, M.D. (---------->para-nonfamilial)
Kara Fitzpatrick, Ph.D. (---------->meta-hypercapnic)
Wendy Froehlich, M.D. (---------->meta-heritability)
Grace Gengoux, Ph.D. (---------->meta-numbness)
Anna Cassandra Golding, Ph.D. (---------->ortho-deiusionai)
Lisa Groesz, Ph.D. (---------->para-endocarditis)
Kyle Hinman, M.D. (---------->ortho-darnall)
Rob Holaway, Ph.D. (---------->meta-leukocytosis)
Matthew Holve, M.D. (---------->para-protracted)
Rex Huang, M.D. (---------->para-smartest)
Nina Kirz, M.D. (---------->meta-amoimt)
Megan Klabunde, Ph.D. (---------->para-prosodic)
John Leckie, Ph.D. (---------->meta-stepwise)
Naomi Leslie, M.D. (---------->para-csemansky)
Adrianne Lona, M.D. (---------->meta-nulliparous)
Ranvinder Rai, M.D. (---------->ortho-disengagement)
Rebecca Rialon, Ph.D. (---------->para-sadism)
Beverly Rodriguez, M.D., Ph.D. (---------->para-hypervigilance)
Debra Safer, M.D. (---------->ortho-barros)
Mary Sanders, Ph.D. (---------->meta-conveyed)
Jamie Scaletta, Ph.D. (---------->para-overdoses)
Norah Simpson, Ph.D. (---------->meta-unappreciated)
Manpreet Singh, M.D. (---------->para-discoid)
Maria-Christina Stewart, Ph.D. (---------->para-coincidental)
Melissa Valias, M.D. (---------->para-suppressibility)
Patrick Whalen, Ph.D. (---------->meta-mistreated)
Sanno Zack, Ph.D. (---------->meta-bronchodilators)
Referring Clinicians (---------->para-cathinones)
Robin Apple, Ph.D. (---------->ortho-nadir)
Victor Carrion, M.D. (---------->meta-syncope)
Carl Feinstein, M.D. (---------->meta-cruelly)
Qhristine Gray, Ph.D. (---------->ortho-dyspepsia)
Antonio Hardan, M.D. (---------->ortho-repudiated)
Megan Jones, Psy.D. (---------->meta-configurai)
Linda Lotspeich, M.D. (---------->ortho-leam)
Lauren Mikula, Psy.D. (---------->para-impaction)
Brandyn Street, Ph.D. (---------->para-ingestion)
Violeta Tan, M.D. (---------->meta-paraphilic)
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Heather Taylor, Ph.D. (---------->meta-sphincter)
Jacob Towery, M.D. (---------->ortho-guarding)
Sharon Williams, Ph.D. (---------->meta-alden)
Research Coordinators (---------->ortho-misleadingly)
Kate Amow, B.A., Lead Research Coordinator (---------->para-manasse)
Nandini Datta, B.S. (---------->ortho-sheth)
Stephanie Manasse, B.A. (---------->para-alphabetic)
Volunteer Research Assistants/ (---------->meta-wend)
Interns (---------->para-hlnl)
Arianna Martin, M.S. (---------->para-designations)
Adriana Nevado, B.A. (---------->para-stereotypies)
Children’s Hospital Colorado, Aurora, Colorado (---------->para-wylie)
Investigator (---------->meta-forearm)
Marianne Wamboldt, M.D., Principal (---------->para-morbidity)
Investigator (---------->ortho-brommelhoff)
Referring and Interviewing (---------->para-paulsen)
Clinicians (---------->ortho-dizziness)
Galia Abadi, M.D. (---------->para-ierate)
Steven Behling, Ph.D. (---------->para-aggravation)
Jamie Blume, Ph.D. (---------->ortho-hyperpyrexia)
Adam Burstein, M.D. (---------->para-pupillary)
Debbie Carter, M.D. (---------->para-cerebrospinal)
Kelly Caywood, Ph.D. (---------->para-pilar)
Meredith Chapman, M.D. (---------->para-deities)
Paulette Christian, A.P.P.M.H.N. (---------->meta-multidimensional)
Mary Cook, M.D. (---------->ortho-puliing)
Anthony Cordaro, M.D. (---------->ortho-rosara)
Audrey Dumas, M.D. (---------->para-unmanageable)
Guido Frank, M.D. (---------->meta-navigating)
Karen Frankel, Ph.D. (---------->para-hara)
Darryl Graham, Ph.D. (---------->para-vanderlip)
Yael Granader, Ph.D. (---------->ortho-sboto)
Isabelle Guillemet, M.D. (---------->ortho-tearful)
Patrece Hairston, Ph.D. (---------->para-fetishistic)
Charles Harrison, Ph.D. (---------->ortho-nightmares)
Tammy Herckner, L.C.S.W. (---------->meta-palpitations)
Cassie Karlsson, M.D. (---------->para-mockery)
Kimberly Kelsay, M.D. (---------->para-stemming)
David Kieval, Ph.D. (---------->meta-inculcate)
Megan Klabunde, Ph.D. (---------->meta-replicative)
Jaimelyn Kost, L.C.S.W. (---------->meta-apprehensions)
Harrison Levine, M.D. (---------->ortho-ulanday)
Raven Lipmanson, M.D. (---------->para-fads)
Susan Lurie, M.D. (---------->para-predilection)
Asa Marokus, M.D. (---------->meta-kollar)
Idalia Massa, Ph.D. (---------->meta-blurring)
Christine McDunn, Ph.D. (---------->meta-joelle)
Scot McKay, M.D. (---------->meta-cyclotiiymic)
Marissa Murgolo, L.C.S.W. (---------->ortho-jeffries)
Alyssa Oland, Ph.D. (---------->ortho-articulatory)
Lina Patel, Ph.D. (---------->para-gastrostomy)
Rheena Pineda, Ph.D. (---------->ortho-stylistic)
Gautam Rajendran, M.D. (---------->ortho-crawling)
Diane Reichmuth, Ph.D (---------->ortho-discord)
Michael Rollin, M.D. (---------->para-nods)
Marlena Romero, L.C.S.W. (---------->ortho-choreiform)
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Michelle Roy, Ph.D. (---------->ortho-nada)
Celeste St. John-Larkin, M.D. (---------->para-sannar)
Elise Sannar, Ph.D. (---------->para-underreporting)
Daniel Savin, M.D. (---------->meta-orexin)
Claire Dean Sinclair, Ph.D. (---------->ortho-coldness)
Ashley Smith, L.C.S.W. (---------->meta-prh)
Mindy Solomon, Ph.D. (---------->ortho-overattribute)
Sally Tarbell, Ph.D. (---------->ortho-extraordinarily)
Helen Thilly, L.C.S.W. (---------->ortho-haggard)
Sara Tlustos-Carter, Ph.D. (---------->meta-anticonvulsants)
Holly Vause, A.P.P.M.H.N (---------->para-woodhouse)
Mariarme Wamboldt, M.D. (---------->meta-converging)
Angela Ward, L.C.S.W. (---------->ortho-adrenoleukodystrophy)
Jason Williams, Ph.D. (---------->ortho-marlena)
Jason Willoughby, Ph.D. (---------->meta-impulsecontrol)
Brennan Young, Ph.D. (---------->ortho-mythical)
Referring Clinicians (---------->meta-hyperamylasemia)
Kelly Bhatnagar, Ph.D. (---------->meta-embezzlement)
Jeffery Dolgan, Ph.D. (---------->para-assessrilbnt)
Jennifer Eichberg, L.C.S.W. (---------->meta-antiviral)
Jennifer Hagman, M.D. (---------->meta-inexplicable)
James Masterson, L.C.S.W. (---------->para-kimmel)
Hy Gia Park, M.D. (---------->meta-koro)
Tami Roblek, Ph.D. (---------->ortho-chloral)
Wendy Smith, Ph.D. (---------->para-impainnent)
David Williams, M.D. (---------->ortho-therese)
Research Coordinators (---------->para-fugue)
Laurie Burnside, M.S.M., C.C.R.C., Lead (---------->ortho-appreciates)
Research Coordinator (---------->meta-medulla)
Darci Anderson, B.A., C.C.R.C. (---------->para-mahesh)
Heather Kennedy, M.P.H. (---------->meta-sarcastic)
Amanda Millar, B.A. (---------->ortho-deviance)
Vanessa Waruinge, B.S. (---------->ortho-scot)
Elizabeth Wallace, B.A. (---------->ortho-estrogens)
Volunteer Research Assistants/ (---------->ortho-internment)
Interns (---------->meta-nonanmestic)
Wisdom Amouzou (---------->ortho-sorel)
Ashley Anderson (---------->ortho-paradoxical)
Michael Richards (---------->ortho-sedating)
Mateya Whyte (---------->para-unmotivated)
Baystate Medioal Center, Springfield, Massachusetts (---------->ortho-reliving)
Investigators (---------->meta-analgesia)
Bruce Waslick, M.D., Principal Investigator (---------->para-benzodiazepines)
Cheryl Bonica, Ph.D., Co-investigator (---------->para-iulild)
John Fanton, M.D., Co-investigator (---------->para-cyclosporine)
Barry Sarvet, M.D., Co-investigator (---------->meta-compel)
Referring and Interviewing Clinicians (---------->para-restroom)
Julie Bermant, R.N., M.S.N., N.P. (---------->meta-ketoacidosis)
Cheryl Bonica, Ph.D. (---------->meta-cryptococcosis)
Jodi Devine, L.I.C.S.W. (---------->para-fused)
William Fahey, Ph.D. (---------->ortho-indoleamines)
John Fanton, M.D. (---------->para-hypomagnesemia)
Stephane Jacobus, Ph.D. (---------->meta-tliat)
Barry Sarvet, M.D. (---------->meta-palpation)
Peter Thunfors, Ph,.D. (---------->para-depressant)
Bruce Waslick, M.D. (---------->meta-barnard)
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Vicki Weld, L.I.C.S.W. (---------->meta-myoclonus)
Sara Wiener, L.I.C.S.W. (---------->para-boyer)
Shadi Zaghloul, M.D. (---------->meta-kif)
Referring Clinicians (---------->meta-mahajan)
Sarah Detenber, L.I.C.S.W. (---------->meta-phonological)
Gordon Garrison, L.I.C.S.W. (---------->meta-emaciation)
Jacqueline Humpreys, L.I.C.S.W. (---------->para-plethysmography)
Noreen McGirr, L.I.C.S.W. (---------->ortho-outpatients)
New York state Psychiatric Institute, New York, N.Y., Weill Cornell (---------->meta-dysphonia)
Medical College, Payne Whitney and Westchester Divisions, New York (---------->para-bedbound)
and White Plains, N.Y., and North Shore Child and Family Guidance (---------->ortho-larl)
Center, Roslyn Heights, N.Y. (Joint Study Site) (---------->meta-wetherby)
Sarah Marcotte, L.C.S.W. (---------->meta-adultonset)
Patricia Rogowski, R.N., C.N.S. (---------->ortho-constituting)
Research Coordinators (---------->meta-asymmetric)
Julie Kingsbury, C.C.R.P., Lead Research (---------->para-rudeness)
Coordinator (---------->ortho-titration)
Brenda Martin, B.A. (---------->ortho-willoughby)
Volunteer Research Assistant/ (---------->ortho-capitalized)
Intern (---------->ortho-godbole)
Liza Detenber (---------->para-vandalizing)
Investigator (---------->ortho-peioonality)
Prudence W. Fisher, Ph.D., Principal (---------->meta-spiteful)
Investigator (---------->ortho-polydrug)
Research Coordinators (---------->para-neurofibrillary)
Julia K. Carmody, B.A., Lead Research (---------->meta-mellisha)
Coordinator (---------->ortho-retching)
Zvi R. Shapiro, B.A., Lead Research (---------->ortho-infallible)
Volunteers (---------->para-kinship)
Preeya Desai (---------->ortho-mugged)
Samantha Keller (---------->ortho-mescaline)
Jeremy Litfin, M.A. (---------->meta-unsanitary)
Sarah L. Pearlstein, B.A. (---------->meta-inancial)
Cedilla Sacher (---------->ortho-ensues)
Coordinator (---------->ortho-powderlike)
New York State Psychiatric Institute (---------->ortho-maher)
Refening and Interviewing Clinicians (---------->para-disrupted)
Michele Cohen, L.C.S.W. (---------->para-behaviorally)
Eduvigis Cruz-Arrieta, Ph.D. (---------->ortho-galasko)
Miriam Ehrensaft, Ph.D. (---------->para-nihilistic)
Laurence Greenhill, M.D. (---------->para-transfusions)
Schuyler Henderson, M.D., M.P.H. (---------->para-punitive)
Sharlene Jackson, Ph.D. (---------->para-monosyllabic)
Lindsay Moskowitz, M.D. (---------->meta-medicationinduced)
Sweene C. Oscar, Ph.D. (---------->ortho-provocative)
Xenia Protopopescu, M.D. (---------->ortho-rajiv)
James Rodriguez, Ph.D. (---------->ortho-manageable)
Gregory Tau, M.D. (---------->para-rdoc)
Melissa Tebbs, L.C.S.W. (---------->para-interdependence)
Carolina Velez-Grau, L.C.S.W. (---------->para-enteral)
Khadijah Booth Watkins, M.D. (---------->meta-gregariousness)
Referring Clinicians (---------->para-subtyped)
George Alvarado, M.D. (---------->ortho-collectivistic)
Alison Baker, M.D. (---------->ortho-triggering)
Elena Baron, Psy.D. (---------->ortho-newcomer)
Lincoln Bickford, M.D., Ph.D. (---------->ortho-derision)
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Zachary Blumkin, Psy.D. (---------->meta-upbringing)
Colleen Cullen, L.C.S.W. (---------->meta-acromegaly)
Chyristianne DeAlmeida, Ph.D. (---------->ortho-alvarez)
Matthew Ehrlich, M.D. (---------->para-traumaand)
Eve Friedl, M.D. (---------->meta-qh)
Clare Gaskins, Ph.D. (---------->para-snorting)
Alice Greenfield, L.C.S.W. (---------->ortho-precedes)
Liora Hoffman, M.D. (---------->para-pipich)
Kathleen Jung, M.D. (---------->ortho-amygdala)
Karimi Mailutha, M.D., M.P.H. (---------->ortho-poortinga)
Valentina Nikulina, Ph.D. (---------->meta-daphne)
Tal Reis, Ph.D. (---------->para-unkempt)
Moira Rynn, M.D. (---------->para-cryptococcus)
Jasmine Sawhney, M.D. (---------->para-cormnon)
Sarajbit Singh, M.D. (---------->ortho-impulsively)
Katherine Stratigos, M.D. (---------->meta-menopausal)
Oliver Stroeh, M.D. (---------->ortho-lavid)
Russell Tobe, M.D. (---------->ortho-admiring)
Meghan Tomb, Ph.D. (---------->para-fright)
Michelle Tricamo, M.D. (---------->ortho-conflicted)
Research Coordinators (---------->para-epileptogenic)
Angel A. Caraballo, M.D. (---------->ortho-stressors)
Erica M. Chin, Ph.D. (---------->para-bodner)
Daniel T. Chrzanowski, M.D. (---------->meta-intravascular)
Tess Dougherty, B.A. (---------->meta-monothetic)
Stephanie Hundt, M.A. (---------->ortho-filipa)
Moira A. Rynn, M.D. (---------->para-eduvigis)
Deborah Stedge, R.N. (---------->meta-posttransition)
Weill Cornell Medical College, Payne Whitney and Westchester Divisions (---------->meta-rotting)
Referring and Interviewing Clinicians (---------->para-abrupt)
Archana Basu, Ph.D. (---------->meta-sleeplessness)
Shannon M. Bennett, M.D. (---------->para-erectiie)
Maria De Pena-Nowak, M.D. (---------->meta-fads)
Jill Feldman, L.M.S.W. (---------->ortho-cluttered)
Dennis Gee, M.D. (---------->ortho-ineligibility)
Jo R. Hariton, Ph.D. (---------->ortho-dysphoriq)
Lakshmi P. Reddy, M.D. (---------->para-azimipour)
Margaret Yoon, M.D. (---------->para-hormonal)
Referring Clinicians (---------->meta-nussbaum)
Margo Benjamin, M.D. (---------->ortho-rephrased)
Vanessa Bobb, M.D. (---------->ortho-immunosorbent)
Elizabeth Bochtler, M.D. (---------->para-mcleod)
Katie Cave, L.C.S.W. (---------->para-colbom)
Maalobeeka Gangopadhyay, M.D. (---------->meta-underscoring)
Jodi Gold, M.D. (---------->para-fundamentalist)
Tejal Kaur, M.D. (---------->ortho-elie)
Aaron Krasner, M.D. (---------->para-freebase)
Amy Miranda, L.C.S.W. (---------->para-intravaginal)
Cynthia Pfeffer, M.D. (---------->meta-histrionic)
James Rebeta, Ph.D. (---------->para-rowland)
Sharon Skariah, M.D. (---------->meta-martyrdom)
Jeremy Stone, Ph.D. (---------->meta-dystonias)
Dirk Winter, M.D. (---------->para-negativity)
Research Coordinators (---------->meta-antipsycho)
Alex Eve Keller, B.S., Lead Research Coordinator (---------->ortho-involuntary)
Nomi Bodner (volunteer) (---------->meta-meperidine)
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Barbara L. Flye, Ph.D. (---------->para-maples)
Jamie S. Neiman (volunteer) (---------->para-ssler)
Rebecca L. Rendleman, M.D. (---------->meta-psychosis)
North Shore Child and Family Guidance Center (---------->meta-inpatients)
Referring and Interviewing Clinicians (---------->meta-undetected)
Casye Brachfeld-Launer, L.C.S.W. (---------->meta-calluses)
Susan Klein Cohen, Ph.D. (---------->meta-devious)
Amy Gelb, L.C.S.W.-R. (---------->para-peculiarities)
Jodi Glasser, L.C.S.W. (---------->meta-cassandra)
Elizabeth Goulding-Tag, L.C.S.W. (---------->ortho-differentiable)
Deborah B. Kassimir, L.C.S.W. (---------->para-factitious)
Margo Posillico Messina, L.C.S.W. (---------->ortho-niculescu)
Andréa Moullin-Heddle, L.M.S.W. (---------->para-healthrelated)
Lisa Pineda, L.C.S.W. (---------->para-civilly)
Elissa Smilowitz, L.C.S.W. (---------->ortho-toxoplasmosis)
Referring Clinicians (---------->para-ivlari)
Regina Barros-Rivera, L.C.S.W.-R. Assistant (---------->ortho-unremitting)
Executive Director (---------->para-vetting)
Maria Christiansen, B.S. (---------->ortho-prolactin)
Amy Davies-Hollander, L.M.S.W. (---------->para-thyroxine)
Eartha Hackett, M.S.Ed., M.Sc., B.Sc. (---------->meta-caressing)
Bruce Kaufstein, L.C.S.W.-R, Director of (---------->ortho-surges)
Clinical Services (---------->ortho-derailment)
Kathy Knaust, L.C.S.W. (---------->meta-powderlike)
John Levinson, L.C.S.W.-R, B.C.D. (---------->para-demeaning)
Andrew Maleckoff, L.C.S.W., Executive (---------->para-arrogant)
Director/CEO (---------->ortho-gynecologist)
Sarah Rosen, L.C.S.W.-R, A.C.S.W. (---------->para-insomr)
Abigail Rothenberg, L.M.S.W. (---------->ortho-porfiri)
Christine Scotten, A.C.S.W. (---------->meta-kopelowicz)
Michelle Spatano, L.C.S.W.-R. (---------->ortho-gannon)
Diane Straneri, M.S., R.N., C.S. (---------->para-interferon)
Rosara Torrisi, L.M.S.W. (---------->ortho-cowardly)
Rob Vichnis, L.C.S.W. (---------->ortho-sameness)
Research Coordinators (---------->meta-boyarsky)
Toni Kolb-Papetti, L.C.S.W. (---------->meta-medicationrelated)
Sheena M. Dauro (volunteer) (---------->ortho-trismus)
DSM-5 Field Trials Pilot Study, (---------->meta-synchronies)
Johns Hopkins Medical institution, Baltimore, Maryland (---------->ortho-syntonic)
A d u lt Sample (---------->ortho-comotbid)
Community Psychiatry Outpatient Program, Department of Psychiatry (---------->para-nuchae)
and Behavioral Sciences Main Campus (---------->meta-overuse)
Investigators (---------->ortho-distinctly)
Bernadette Cullen, M.B., B.Ch., B.A.O., (---------->meta-summing)
Principal Investigator (---------->ortho-distrust)
Holly C. Wilcox, Ph.D., Principal Investigator (---------->ortho-retinoic)
Referring and Interviewing (---------->ortho-tactilely)
Clinicians (---------->para-malnourished)
Bernadette Cullen, M.B., B.Ch., B.A.O. (---------->para-kagan)
Shane Grant, L.C.S.W.-C. (---------->meta-amphetamines)
Charee Green, L.C.P.C. (---------->ortho-unmotivated)
Emily Lorensen, L.C.S.W.-C. (---------->para-paroxysm)
Kathleen Malloy, L.C.P.C. (---------->ortho-specifier)
Gary Pilarchik, L.C.S.W.-C (---------->ortho-fists)
Holly Slater, L.C.P.C. (---------->meta-arme)
Stanislav Spivak, M.D. (---------->para-ley)
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Tarcia Spencer Turner, L.C.P.C. (---------->ortho-dementias)
Nicholas Seldes Windt, L.C.S.W.-C. (---------->para-oroblems)
Research Coordinators (---------->ortho-preoccupations)
Mellisha McKitty, B.A. (---------->ortho-radiological)
Alison Newcomer, M.H.S. (---------->meta-factitious)
P e d ia tric Sample (---------->meta-metasyndrome)
Child and Adölescent Outpatient Program, Department of Psycliiatry and (---------->ortho-madan)
Behavioral Sciences Bayview Medical Center (---------->ortho-deformity)
Investigators (---------->meta-exaggerating)
Joan P. Gerring, M.D., Principal Investigator (---------->meta-culltai)
Leslie Miller, M.D., Principal Investigator (---------->ortho-ivlaricers)
Holly C. Wilcox, Ph.D., Co-investigator (---------->ortho-venous)
Referring and Interviewing (---------->meta-rheumatic)
Clinicians (---------->meta-hich)
Shannon Barnett, M.D. (---------->meta-uremia)
Gwen Condon, L.C.P.C. (---------->meta-ttie)
Brijan Fellows, L.C.S.W.-C. (---------->para-uncomplicated)
Heather Gamer, L.C.S.W.-C. (---------->meta-talkable)
Joan P. Gerring, M.D. (---------->meta-rosenthal)
Anna Gonzaga, M.D. (---------->para-neurotransmitters)
Debra Jenkins, L.C.S.W.-C. (---------->para-perceptible)
Paige N. Johnston, L.C.P.C. (---------->para-polysomnographie)
Brenda Memel, D.N.P., R.N. (---------->meta-appenc)
Leslie Miller, M.D. (---------->meta-ounter)
Ryan Moore, L.C.S.W.-C. (---------->para-polysomnography)
Shauna Reinblatt, M.D. (---------->meta-dodoo)
Monique Vardi, L.C.P.C. (---------->ortho-reeve)
Research Coordinators (---------->meta-telekinesis)
Mellisha McKitty, B.A. (---------->para-akinesia)
Alison Newcomer, M.H.S. (---------->ortho-nof)
DSM-5 Field Trials in Routine Clinical Practice Settings: (---------->ortho-stomachache)
Collaborating Investigators (---------->ortho-subsume)
Archil Abashidze, M.D. (---------->meta-chipped)
Francis R. Abueg, Ph.D. (---------->meta-hypomanie)
Jennifer Louise Accuardi, M.S. (---------->para-ardor)
Balkozar S. Adam, M.D. (---------->para-ingestion)
Miriam E. Adams, Sc.D., M.S.W., L.I.C.S.W. (---------->ortho-schwarzenbart)
Suzanna C. Adams, M.A. (---------->ortho-admixtures)
Lawrence Adler, M.D. (---------->ortho-sotial)
Rownak Afroz, M.D. (---------->para-sanjeev)
Khalid I. Afzal, M.D. (---------->para-cathi)
Joseph Alimasuya, M.D. (---------->para-stereotyped)
Emily Allen, M.S. (---------->para-abnormality)
Katherine A. Allen, L.M.F.T., M.A. (---------->meta-attributions)
William D. Allen, M.S. (---------->para-cytology)
Jafar AlMashat, M.D. (---------->ortho-palsies)
Anthony T. Alonzo, D.M.F.T. (---------->para-mckay)
Guillermo Alvarez, B.A., M.A. (---------->para-dabrick)
Angela Amoia-Lutz, L.M.F.T. (---------->meta-shinn)
Krista A. Anderson, M.A., L.M.F.T. (---------->meta-lupus)
Lisa R. Anderson, M.Ed., L.C.P.C. (---------->para-deteriorating)
Pamela M. Anderson, L.M.F.T. (---------->meta-outbreaks)
Shannon N. Anderson, M.A., L.P.C., N.C.C. (---------->ortho-ying)
Eric S. Andrews, M.A. (---------->para-calibrated)
Vicki Arbuckle, M.S., Nursing(N.P.) (---------->ortho-sola)
Namita K. Arora, M.D. (---------->para-smilowitz)
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Darryl Arrington, M.A. (---------->ortho-inject)
Bearlyn Y. Ash, M.S. (---------->meta-myoinositol)
Wylie J. Bagley, Ph.D. (---------->para-isotretinoin)
Kumar D. Bahl, M.D. (---------->para-smokeless)
Deborah C. Bailey, M.A., M.S., Ph.D. (---------->meta-corbelle)
Carolyn Baird, D.N.P., M.B.A., R.N.-B.C., (---------->ortho-isotretinoin)
C.A.R.N.-A.P., I.C.C.D.P.D. (---------->meta-disconnection)
Joelle Bangsund M.S.W. (---------->meta-antipathy)
Maria Baratta, M.S.W., Ph.D. (---------->meta-hypersexuality)
Stan Barnard, M.S.W. (---------->ortho-abdominoperitoneal)
Deborah Barnes, M.S. (---------->meta-florentini)
Margaret L. Barnes, Ph.D. (---------->para-egocentric)
David Bamum, Ph.D. (---------->ortho-micrognathia)
Raymond M. Baum, M.D. (---------->meta-reframing)
Edward Wescott Beal, M.D. (---------->para-eyebrows)
Michelle Beaudoin, M.A. (---------->para-torry)
Ernest E. Beckham, Ph.D. (---------->ortho-barbiturate)
Lori L. Beckwith, M.Ed (---------->ortho-normed)
Emmet Bellville, M.A. (---------->meta-lew)
Randall E. Bennett, M.A. (---------->meta-triciiotiiiomania)
Lynn Benson, Ph.D. (---------->ortho-lipids)
Robert Scott Benson, M.D. (---------->ortho-spironolactone)
Linda Benton, M.S.W. (---------->ortho-squeezing)
Ditza D. Berger, Ph.D. (---------->para-cesar)
Louise I. Bertman, Ph.D. (---------->ortho-irrepressible)
Robin Bieber, M.S., L.M.F.T. (---------->meta-skodol)
Diana M. Bigham, M.A. (---------->ortho-schaper)
David R. Blackburn, Ph.D. (---------->ortho-cuitural)
Kelley Blackwell, L.M.F.T. (---------->para-sighted)
Lancia Blatchley, B.A., L.M.F.T. (---------->meta-vogt)
Stacey L. Block, L.M.S.W., A.C.S.W. (---------->ortho-holve)
Karen J. Bloodworth, M.S., N.C.C., L.P.C. (---------->para-schwarzenbart)
Lester Bloomenstiel, M.S. (---------->ortho-tumescence)
Christine M. Blue, D.O. (---------->meta-logopenic)
Marina Bluvshtein, Ph.D. (---------->meta-neurodegenerative)
Callie Gray Bobbitt, M.S.W., L.C.S.W. (---------->para-nourishment)
Moses L. Boone, Jr., L.M.S.W., B.C.D. (---------->ortho-geyer)
Steffanie Boudreau-Thomas, M.A.-L.P.C. (---------->ortho-stereotypies)
Jay L. Boulter, M.A. (---------->meta-elwell)
Aaron Daniel Bourne, M.A. (---------->ortho-gaskins)
Helen F. Bowden, Ph.D. (---------->meta-tiefer)
Aryn Bowley-Safranek, B.S., M.S. (---------->ortho-exacerbated)
Elizabeth Boyajian, Ph.D. (---------->para-yael)
Beth K. Boyarsky, M.D. (---------->meta-hypomanic)
Gail M. Boyd, Ph.D. (---------->meta-reciprocally)
Jeffrey M. Brandler, Ed.S., C.A.S., S.A.P. (---------->para-defiance)
Sandra L. Branton, Ed.D. (---------->ortho-exploiting)
Karen J. Brocco-Kish, M.D. (---------->ortho-nicasio)
Kristin Brooks, P.M.H.N.P. (---------->para-mckay)
Ann Marie Brown, M.S.W. (---------->meta-loeb)
Philip Brown, M.S.W. (---------->para-obsessivecompulsive)
Kellie Buckner, Ed.S. (---------->meta-neoplasm)
Richard Bunt, M.D. (---------->para-savin)
Neil P. Buono, D.Min. (---------->ortho-nonmelancholic)
Janice Bureau, M.S.W., L.C.S.W. (---------->para-ethnobotanical)
Kimlee Butterfield, M.S.W. (---------->para-offend)
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Claudia Byrne, Ph.D. (---------->meta-clarifying)
Quinn Callicott, M.S.W., L.C.S.W. (---------->ortho-imoortant)
Alvaro Camacho, M.D., M.P.H. (---------->para-ttie)
Sandra Cambra, Ph.D. (---------->para-conveyed)
Heather Campbell, M.A. (---------->meta-withdrawai)
Nancy Campbell, Ph.D., M.S.W. (---------->para-permanence)
Karen Ranee Canada, L.M.F.T. (---------->ortho-machuda)
Joseph P. Cannavo, M.D. (---------->ortho-psychiatrically)
Catherine P. Caporale, Ph.D. (---------->ortho-justine)
Frederick Capps, Ph.D., M.S. (---------->ortho-structurally)
Rebecca J. Carney, M.B.A., M.A., L.M.H.C. (---------->para-vividly)
Kelly J. Carroll, M.S.W. (---------->meta-hairdresser)
Richard W. Carroll, Ph.D., L.P.C., A.C.S. (---------->meta-intrauterine)
Sherry Casper, Ph.D. (---------->ortho-mclellan)
Joseph A. Catania, L.I.S.W.S., L.C.D.C. Ill (---------->ortho-desai)
Manisha P. Cavendish, Ph.D. (---------->meta-ordinarily)
Kenneth M. Certa, M.D. (---------->meta-symbolically)
Shambhavi Chandraiah, M.D. (---------->para-gynephilic)
Calvin Chatlos, M.D. (---------->ortho-deficii)
Daniel C. Chen, M.D. (---------->ortho-ruiza)
Darlene Cheryl, M.S.W. (---------->meta-cag)
Matthew R. Chirman, M.S. (---------->ortho-unrefreshing)
Carole A. Chisholm, M.S.W. (---------->para-ckle)
Shobha A. Chottera, M.D. (---------->para-longterm)
Joseph Logue Christenson, M.D. (---------->ortho-hypertrophy)
Pamela Christy, Psy.D. (---------->para-perpetuation)
Sharon M. Freeman Clevenger, Ph.D., (---------->meta-hyperextensible)
P.M.H.C.N.S.-B.C. (---------->meta-marginally)
Mary Ann Cohen, M.D. (---------->meta-husseini)
Mitchell J. Cohen, M.D. (---------->ortho-campo)
Diego L. Coira, M.D. (---------->ortho-impuise)
Melinda A. Lawless Coker, Psy.D. (---------->meta-ulrich)
Carol Cole, M.S.W., L.C.S.W. (---------->ortho-heckers)
Caron Collins, M.A., L.M.F.T. (---------->meta-wliich)
Wanda Collins, M.S.N. (---------->para-multiparity)
Linda Cook Cason, M.A. (---------->meta-iemperamental)
Ayanna Cooke-Chen, M.D., Ph.D. (---------->meta-generational)
Heidi B. Cooperstein, D.O. (---------->meta-conhised)
Ileana Corbelle, M.S.W. (---------->para-scintigraphy)
Kimberly Corbett, Ph.D. (---------->ortho-selfdiscipline)
Angelina Cordova, M.A.Ed. (---------->ortho-strep)
Jennifer Carol Cox, L.P.C. (---------->ortho-aruciety)
Sheree Cox, M.A., R.N., N.C.C., D.C.C., (---------->ortho-bucholz)
L.M.H.C. (---------->meta-modifiers)
William Frederick Cox, M.D. (---------->meta-quetiapine)
Sally M. Cox, M.S.Ed. (---------->para-budney)
Debbie Herman Crane, M.S.W. (---------->meta-trivedi)
Arthur Ray Crawford, III, Ph.D. (---------->para-captivity)
Roula Creighton, M.D. (---------->para-overconcem)
John R. Crossfield, L.M.H.C. (---------->para-discordance)
Sue Cutbirth, R.N., M.S.N, C.S., P.M.H.N.P. (---------->ortho-perturbations)
Marco Antonio Cuyar, M.S. (---------->meta-valentina)
Rebecca Susan Daily, M.D. (---------->para-overdiagnosed)
Lori S. Danenberg, Ph.D. (---------->meta-clairvoyance)
Chan Dang-Vu, M.D. (---------->para-tactile)
Mary Hynes Danielak, Psy.D. (---------->para-wealcness)
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Cynthia A. Darby, M.Ed., Ed.S. (---------->meta-intelligibility)
Douglas Darnall, Ph.D. (---------->ortho-veldic)
Christopher Davidson, M.D. (---------->meta-provokes)
Doreen Davis, Ph.D., L.C.S.W. (---------->ortho-dissociativity)
Sandra Davis, Ph.D., L.M.H.C., N.C.C. (---------->para-progressed)
Walter Pitts Davis, M.Th. (---------->meta-misleadingly)
Christian J. Dean, Ph.D. (---------->ortho-methylamphetamine)
Kent Dean, Ph.D. (---------->meta-jarrett)
Elizabeth Dear, M.A. (---------->meta-discernible)
Shelby DeBause, M.A. (---------->meta-traumas)
Rebecca B. DeLaney, M.S.S.W., L.C.S.W., B.C.D. (---------->ortho-marjorie)
John R. Delatorre, M.A. (---------->ortho-micturition)
Frank DeLaurentis, M.D. (---------->meta-hallmarks)
Eric Denner, M.A., M.B.A. (---------->ortho-initiates)
Mary Dennihan, L.M.F.T. (---------->ortho-cyclohexamine)
Kenny Dennis, M.A. (---------->meta-thomason)
Pamela L. Detrick, Ph.D., M.S., F.N.P.-B.C., (---------->meta-distension)
P.M.H.N.P.-B.C., R.N.-B.C., C.A.P., (---------->meta-wittchen)
G.C.A.C. (---------->para-methemoglobinemia)
Robert Detrinis, M.D. (---------->meta-pineda)
Daniel A. Deutschman, M.D. (---------->para-depressivity)
Tania Diaz, Psy.D. (---------->ortho-wasteful)
Sharon Dobbs, M.S.W., L.C.S.W. (---------->para-thunderstorms)
David Doreau, M.Ed. (---------->ortho-barillas)
Gayle L. Dosher, M.A. (---------->ortho-etrator)
D’Ann Downey, Ph.D., M.S.W. (---------->para-entrainment)
Beth Doyle, M.A. (---------->para-moodcongruent)
Amy J. Driskill, M.S., L.C.M.F.T. (---------->para-recreated)
James Drury, M.D. (---------->meta-atypicai)
Brenda-Lee Duarte, M.Ed. (---------->ortho-fascinations)
Shane E. Dulemba, M.S.N. (---------->para-eyetracking)
Nancy R. G. Dunbar, M.D. (---------->meta-hypercalcemia)
Cathy Duncan, M.A. (---------->para-noconsensus)
Rebecca S. Dunn, M.S.N., A.R.N.P. (---------->ortho-tetrahydropyridine)
Debbie Earnshaw, M.A. (---------->para-plattner)
Shawna Eddy-Kissell, M.A. (---------->para-chadwick)
Momen El Nesr, M.D. (---------->meta-antagonists)
Jeffrey Bruce Elliott, Psy.D. (---------->ortho-postmortem)
Leslie Ellis, Ph.D. (---------->para-ipsing)
Donna M. Emfield, L.C.P.C. (---------->para-antianxiety)
Gretchen S. Enright, M.D. (---------->meta-intellectually)
John C. Espy, Ph.D. (---------->para-ferent)
Renuka Evani, M.B.B.S., M.D. (---------->meta-cavazos)
Heather Evans, M.S.Ed, L.P.C.N.C.C. (---------->ortho-disparagingly)
Cesar A. Fabiani, M.D. (---------->para-transferrin)
Fahim Fahim, M.D. (---------->ortho-awakened)
Samuel Fam, M.D. (---------->meta-frontotemporal)
Edward H. Fankhanel, Ph.D., Ed.D. (---------->ortho-cholecystokinin)
Tamara Farmer, M.S.N, A.R.N.P. (---------->ortho-amputated)
Farida Farzana, M.D. (---------->para-transferrin)
Philip Fast, M.S. (---------->para-amends)
Patricia Feltrup-Exum, M.A.M.F.T. (---------->para-suspecting)
Hector J. Femandez-Barillas, Ph.D. (---------->para-deformity)
Julie Ferry, M.S.W., L.I.C.S.W. (---------->para-outwardly)
Jane Fink, Ph.D., M.S.S.A. (---------->meta-andreea)
Kathy Finkle, L.P.C.M.H. (---------->meta-arrogant)
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Steven Finlay, Ph.D. (---------->para-saliva)
Rik Fire, M.S.W., L.C.S.W. (---------->para-undeserving)
Ann Flood, Ph.D. (---------->para-insufficiently)
Jeanine Lee Foreman, M.S. (---------->para-hypomanie)
Thyra Fossum, Ph.D. (---------->meta-vanderlip)
Karen S. Franklin, L.I.C.S.W. (---------->meta-simonds)
Sherre K. Franklin, M.A. (---------->meta-lethality)
Helen R. Frey, M.A., E.D. (---------->para-neurogenetic)
Michael L. Freytag, B.S., M.A. (---------->meta-rumination)
Beth Gagnon, M.S.W. (---------->para-hypoemotionality)
Patrice L.R. Gallagher, Ph.D. (---------->meta-insistence)
Angela J. Gallien, M.A. (---------->para-hypercapnia)
Robert Gallo, M.S.W. (---------->ortho-dougherty)
Mario Galvarino, M.D. (---------->ortho-nervios)
Vladimir L Gasca, M.D. (---------->meta-walkup)
Joshua Gates, Ph.D. (---------->para-unselected)
Anthony Gaudioso, Ph.D. (---------->meta-osvchiatric)
Michelle S. Gauthier, A.P.R.N., M.S.N, (---------->para-diminish)
P.M.H.N.P.-B.C. (---------->ortho-conduction)
Rachel E. Gearhart, L.C.S.W. (---------->meta-soreness)
Stephen D. Gelfond, M.D. (---------->ortho-hamper)
Nancy S. Gerow, M.S. (---------->meta-emphatic)
Michael J. Gerson, Ph.D. (---------->meta-zakarchenco)
Susan M. A. Geyer, L.M.S.W. (---------->para-hypocapnia)
Lorrie Gfeller-Strouts, Ph.D. (---------->ortho-kyofu)
Shubu Ghosh, M.D. (---------->para-safranek)
Richard Dorsey Gillespie, M.Div. (---------->ortho-intoxicant)
Stuart A. Gitlin, M.S.S.A. (---------->ortho-diaphragmatic)
Jeannette E. Given, Ph.D. (---------->meta-gregarious)
Frances Gizzi, L.C.S.W. (---------->para-unneeded)
Stephen L Glicksman, Ph.D. (---------->meta-irrational)
Martha Glisky, Ph.D. (---------->ortho-debakey)
Sonia Godbole, M.D. (---------->para-navigating)
Howard M. Goldfischer, Psy.D. (---------->para-feigning)
Mary Jane Gonzalez-Huss, Ph.D. (---------->ortho-vengeful)
Michael L Good, M.D. (---------->para-gastrostomy)
Dawn Goodman-Martin, M.A.-L.M.H.C. (---------->meta-overestimate)
Robert Gorkin, Ph.D., M.D. (---------->ortho-polarity)
JeffGorski, M.S.W. (---------->para-lymphoid)
Linda O. Graf, M.Ed., L.C.P.C. (---------->para-kraemer)
Ona Graham, Psy.D. (---------->ortho-trachman)
Aubrie M. Graves, L.M.S.W., C.A.S.A.C. (---------->para-ncd)
Howard S. Green, M.D. (---------->ortho-paracetamol)
Karen Torry Green, M.S.W. (---------->ortho-ehvayne)
Gary Greenberg, Ph.D. (---------->ortho-joop)
Marjorie Greenhut, M.A. (---------->meta-discernible)
James L. Greenstone, Ed.D., J.D. (---------->meta-psychoticism)
Raymond A. Griffin, Ph.D. (---------->meta-thoman)
Joseph Grillo, Ph.D. (---------->para-shrugging)
Janeane M. Grisez, A.A., B.A. (---------->ortho-bereavement)
Lawrence S. Gross, M.D. (---------->para-deceiving)
Robert J. Gross, M.D. (---------->ortho-cryptococcosis)
Sally J. Grosscup, Ph.D. (---------->para-twitching)
Philip A. Grossi, M.D. (---------->para-ocular)
Gabrielle Guedet, Ph.D. (---------->para-craddock)
Nicholas Guenzel, B.A., B.S., M.S.N. (---------->ortho-decompensation)
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Mary G. Hales, M.A. (---------->ortho-dishonorable)
Tara C. Haley, M.S., L.M.F.T. (---------->para-punching)
John D. Hall, M.D. (---------->ortho-damiaan)
Amy Hammer, M.S.W. (---------->para-laziness)
Michael S. Hanau, M.D. (---------->ortho-exhibitionism)
Linda K.W. Hansen, M.A., L.P. (---------->meta-baskin)
Genevieve R. Hansler, M.S.W. (---------->para-disparate)
Mary T. Harrington, L.C.S.W. (---------->meta-salbutamol)
Lois Hartman, Ph.D. (---------->meta-myoclonus)
Steven Lee Hartsock, Ph.D., M.S.W. (---------->para-ehiring)
Victoria Ann Harwood, M.S.W., L.C.S.W. (---------->para-xbo)
Rossi A. Hassad, Ph.D., M.P.H. (---------->para-helmick)
Erin V. Hatcher, M.S.N. (---------->meta-unfilled)
Richard L. Hauger, M.D. (---------->ortho-disappearance)
Kimberly M. Haverly, M.A. (---------->ortho-conununities)
Gale Eisner Heater, M.S., M.F.T. (---------->meta-flushed)
Katlin Hecox, M.A. (---------->ortho-stubborn)
Brenda Heideman, M.S.W. (---------->para-precipitate)
Melinda Heinen, M.Sc. (---------->meta-alisa)
Marie-Therese Heitkamp, M.S. (---------->para-midlife)
Melissa B. Held, M.A. (---------->para-landau)
Jessica Hellings, M.D. (---------->para-jeslina)
Bonnie Helmick-O'Brien, M.A., L.M.F.T. (---------->ortho-nonaggressive)
MaLinda T. Henderson, M.S.N, F.P.M.H.N.P. (---------->para-secondhand)
Gwenn Herman, M.S.W. (---------->para-roslyn)
Martha W. Hernandez, M.S.N, A.P.R.N., (---------->ortho-disinhihition)
P.M.H.C.N.S. (---------->ortho-gillespie)
Robin L. Hewitt, M.S. (---------->para-millar)
Kenneth Hoffman, Ph.D. (---------->ortho-terrell)
Patricia E. Hogan, D.O. (---------->ortho-undetectable)
Peggy Holcomb, Ph.D. (---------->para-enuretic)
Garland H. Holloman, Jr., M.D. (---------->para-goulding)
Kimberly Huegel, M.S.W., L.C.S.W. (---------->ortho-aperiodic)
Jason Hughes, L.P.C.-S., N.C.C. (---------->ortho-marya)
Jennifer C. Hughes, Ph.D., M.S.W., L.LS.W.-S. (---------->meta-goofiness)
Michelle K. Humke, M.A. (---------->para-carpal)
Judith G. Hunt, L.M.F.T. (---------->ortho-vehicular)
Tasneem Hussainee, M.D. (---------->meta-mindy)
Sharlene J. Hutchinson, M.S.N. (---------->meta-andr)
Muhammad Ikram, M.D. (---------->ortho-dimsdale)
Sunday Ilechukwu, M.D., D.Psy. Cli. (---------->ortho-tfie)
Douglas H. Ingram, M.D. (---------->ortho-sores)
Marilynn Irvine, Ph.D. (---------->ortho-ictally)
Marjorie Isaacs, Psy.D. (---------->para-sor)
Raymond Isackila, Ed.S., P.C.C.-S., L.I.C.D.C. (---------->para-rapidity)
Mohammed A. Issa, M.D. (---------->ortho-feinstein)
John L. Jankord, M.A. (---------->meta-neurocognitive)
Barbara P. Jannah, L.C.S.W. (---------->ortho-plms)
C. Stuart Johnson, M.S. (---------->meta-resemblance)
Dawn M. Johnson, M.A. (---------->para-triazolam)
Deanna V. Johnson, M.S., A^P.R.N., B.C. (---------->meta-khyal)
Eric C. Johnson, M.F.T. (---------->meta-qj)
Joy Johnson, Ph.D., L.C.S.W. (---------->para-borderiine)
Willard Johnson, Ph.D. (---------->meta-irregularities)
Xenia Johnson-Bhembe, M.D. (---------->ortho-selfmutilation)
Vann S. Joines, Ph.D. (---------->ortho-wary)
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Margaret Jones, Psy.D. (---------->para-zippers)
Patricia Jorgenson, M.S.W. (---------->meta-perelman)
Steven M. Joseph, M.D. (---------->meta-frail)
Taylere Joseph, M.A. (---------->meta-preschoolers)
Jeanette M. Joyner-Craddock, M.S.S.W. (---------->meta-cadasil)
Melissa Kachapis, M.A. (---------->ortho-familiality)
Charles T. Kaelber, M.D. (---------->meta-lulixed)
Aimee C. Kaempf, M.D. (---------->ortho-catatonia)
Peter Andrew Kahn, M.D. (---------->para-hypogonadal)
Robert P. Kahn-Rose, M.D. (---------->para-dysreguiation)
Maher Karam-Hage, M.D. (---------->meta-underachievement)
Todd H. Kasdan, Ph.D. (---------->ortho-lessened)
Karen Kaufman, M.S., L.M.F.T. (---------->meta-vj)
Rhesa Kaulia, M.A., M.F.T. (---------->ortho-cyclohexamine)
Debbie Lynn Kelly, M.S.N, P.M.H.N.P.-B.C. (---------->para-antonacci)
W. Stephen Kelly, Ph.D. (---------->ortho-ostracism)
Selena Kennedy, M.A. (---------->ortho-triphasic)
Judith A. Kenney, M.S., L.P.C. (---------->ortho-apathetic)
Mark Patrick Kerekes, M.D. (---------->ortho-nnin)
Alyse Kerr, M.S., N.C.C., N.A.D.D.-C.C., L.P.C. (---------->ortho-gaskins)
Karen L. Kerschmann, L.C.S.W. (---------->para-lias)
Marcia Kesner, M.S. (---------->ortho-cambra)
Ashan Khan, Ph.D. (---------->ortho-atonia)
Shaukat Khan, M.D. (---------->para-supine)
Audrey Khatchikian, Ph.D. (---------->para-unfocused)
Laurie B. Kimmel, M.S.W. (---------->meta-pudendal)
Jason H. King, Ph.D. (---------->ortho-enacting)
Nancy Leigh King, M.S.W., L.C.S.W., L.C.A.S. (---------->ortho-paley)
Kyle Kinne, M.S.C (---------->para-trimethobenzamide)
Cassandra M. Klyman, M.D. (---------->meta-dabrick)
David R. Knapp, L.C.S.W. (---------->meta-kolb)
Margaret Knerr, M.S. (---------->para-bibeau)
Michael R. Knox, Ph.D. (---------->para-kyofu)
Carolyn Koblin, M.S. (---------->ortho-ohayon)
Valerie Kolbert, M.S., A.R.N.P.-B.C. (---------->ortho-veracity)
Heather Koontz, M.S.W. (---------->ortho-fll)
Faye Koop, Ph.D., L.C.M.F.T. (---------->meta-cfi)
Fern M. Kopakin, M.S.W., L.C.S.W. (---------->ortho-usefully)
Joel Kotin, M.D. (---------->ortho-reted)
Sharlene K. Kraemer, M.S.E. (---------->para-overdoses)
Marjorie Vego Krausz, M.A., Ed.D. (---------->para-datta)
Nancy J. Krell, M.S.W. (---------->para-paraneoplastic)
Mindy E. Kronenberg, Ph.D. (---------->para-finlay)
EHvayne Kruse, M.S., M.F.T. (---------->meta-preteens)
Ajay S. Kuchibhatla, M.D. (---------->meta-straneri)
Shubha N. Kumar, M.D. (---------->meta-clevenger)
Helen H. Kyomen, M.D., M.S. (---------->ortho-tamara)
Rebecca M. Lachut, M.Ed., Ed.S. (---------->ortho-sannar)
Alexis Lake, M.S.S. (---------->para-disdainful)
Ramaswamy Lakshmanan, M.D. (---------->meta-flamboyance)
Brigitta Lalone, L.C.S.W.-R (---------->meta-inflicting)
John W. Lancaster, Ph.D. (---------->ortho-psychophysiological)
Patience R. Land, L.I.C.S.W., M.S.W., M.P.A. (---------->ortho-kufungisisa)
Amber Lange, M.A., Ph.D. (---------->ortho-bodyfocused)
Jeff K. Larsen, M.A. (---------->ortho-tics)
Nathan E. Lavid, M.D. (---------->para-suggestible)
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Michelle Leader, Ph.D. (---------->meta-healed)
Stephen E. Lee, M.D. (---------->meta-refractory)
Cathryn L. Leff, Ph.D., L.M.F.T. (---------->meta-beesdo)
Rachael Kollar Leombruno, L.M.F.T. (---------->meta-downregulation)
Arlene I. Lev, M.S.W., L.C.S.W.-R (---------->meta-yee)
Gregory K. Lewis, M.A.-L.M.F.T. (---------->ortho-socioculturally)
Jane Hart Lewis, M.S. (---------->ortho-faniily)
Melissa S. Lewis, M.S.W., L.I.C.S.W. (---------->para-troublesome)
Norman Gerald Lewis, F.R.A.N.Z.C.P. (---------->ortho-dropout)
Robin Joy Lewis, Ph.D. (---------->ortho-penal)
Ryan Michael Ley, M.D. (---------->ortho-magnitudes)
Tammy R. Lias, M.A. (---------->meta-overwhelms)
Russell F. Lim, M.D. (---------->ortho-subtypes)
Jana Lincoln, M.D. (---------->meta-cryptococcosis)
Ted Lindberg, L.M.S.W., L.M.F.T., M.S.W. (---------->ortho-paroxetine)
Peggy Solow Liss, M.S.W. (---------->para-constructional)
Andrea Loeb, Psy.D. (---------->para-wealcness)
William David Lohr, M.D. (---------->meta-chronically)
Mary L. Ludy, M.A., L.M.H.C., L.M.F.T. (---------->para-modality)
Nathan Lundin, M.A., L.P.C. (---------->meta-grandiosity)
Veena Luthra, M.D. (---------->meta-depressants)
Patti Lyerly, L.C.S.W. (---------->para-muppa)
Denise E. Maas, M.A. (---------->para-adriana)
Silvia MacAllister, L.M.F.T. (---------->para-hypothermia)
Nicola MacCallum, M.S., M.F.C. Therapy (---------->meta-prolactin)
Colin N. MacKenzie, M.D. (---------->meta-impuise)
Cynthia Mack-Emsdorff, Ph.D. (---------->para-buiimia)
John R. Madsen-Bibeau, M.S., M.Div (---------->ortho-mescaline)
Christopher J. Maglio, Ph.D. (---------->ortho-tangentiality)
Deepak Mahajan, M.D. (---------->para-gastrostomy)
Debra Majewski, M.A. (---------->meta-psen)
Harish Kumar Malhotra, M.D. (---------->ortho-mcglashan)
Pamela Marcus, R.N., M.S. (---------->para-soqal)
Mary P. Marshall, Ph.D. (---------->ortho-rosario)
Flora Lynne Martin, M.A., L.P.C., A.D.C. (---------->ortho-zack)
Robert S. Martin, M.D. (---------->para-hypoemotionality)
Jennifer L. Martinez, M.S. (---------->meta-autobiographical)
Ninfa Martinez-Aguilar, M.A., M.F.T. (---------->para-hypercalcemia)
Emily Martinsen, M.S.W. (---------->para-moodincongruent)
Farhan A. Matin, M.D. (---------->meta-prolongations)
Janus Maybee, P.M.H.N.P. (---------->ortho-overconnection)
Karen Mazarin-Stanek, M.A. (---------->para-napping)
Eben L. McClenahan, M.D., M.S. (---------->ortho-kahn)
Jerlyn C. McCleod, M.D. (---------->ortho-biochemically)
Susan E. McCue, M.S.W., L.C.S.W. (---------->ortho-follov)
Kent D. McDonald, M.S. (---------->meta-reconceptualized)
Daniel McDonnell, M.S.N, P.M.H.-N.P. (---------->meta-keane)
Robert McElhose, Ph.D. (---------->meta-maladaptive)
Lisa D. McGrath, Ph.D. (---------->meta-kirmayer)
Mark McGrosky, M.S.W. (---------->para-ersomnolence)
Katherine M. McKay, Ph.D. (---------->ortho-restarting)
Darren D. McKinnis, M.S.W. (---------->ortho-intolerances)
Mona McNelis-Broadley, M.S.W., L.C.S.W. (---------->ortho-highrisk)
Rick McQuistion, Ph.D. (---------->ortho-lacrima)
Susan Joy Mendelsohn, Psy.D. (---------->meta-hinton)
Barbara S. Menninga, M.Ed. (---------->ortho-rohde)
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Hindi Mermelstein, M.D., F.A.P.M. (---------->ortho-tliat)
Rachel B. Michaelsen, M.S.W. (---------->meta-passivity)
Thomas F. Micka, M.D. (---------->ortho-deciliter)
Tonya Miles, Psy.D. (---------->ortho-paracetamol)
Matthew Miller, M.S. (---------->meta-stereotypically)
Michael E. Miller, M.D. (---------->meta-relationsliip)
Noel Miller, L.M.S.W., M.B.A., M.P.S. (---------->ortho-parenthetical)
Kalpana Miriyala, M.D. (---------->meta-hyperactive)
Sandra Moenssens, M.S. (---------->meta-ofer)
Erin Mokhtar, M.A. (---------->ortho-nonfunctional)
Robert E. Montgomery, M.Ed. (---------->ortho-tiptoes)
Susan Moon, M.A. (---------->ortho-ayanna)
Theresa K. Moon, M.D. (---------->meta-spatano)
David B. Moore, B.A., M.Div., M.S.S.W., Ph.D. (---------->para-fio)
Joanne M. Moore, M.S. (---------->meta-referential)
Peter I. M. Moran, M.B.B.Ch. (---------->ortho-rationalizing)
Anna Moriarty, M.P.S., L.P.C., L.M.H.C. (---------->para-blockers)
Richard Dean Morris, M.A. (---------->para-hypermobility)
Michael M. Morrison, M.A. (---------->para-impressionability)
Carlton E. Munson, Ph.D. (---------->ortho-iviedical)
Timothy A. Murphy, M.D. (---------->para-witik)
Beth L. Murphy, Psy.D. (---------->ortho-aimety)
Melissa A. Myers, M.D. (---------->para-obsessions)
Stefan Nawab, M.D. (---------->meta-mapt)
Allyson Matney Neal, D.N.P. (---------->para-aspiration)
Steven Nicholas, M.A. (---------->ortho-cuthbert)
Aurelian N. Niculescu, M.D. (---------->para-argumentativeness)
Earl S. Nielsen, Ph.D. (---------->para-flirtatiousness)
Terry Oleson, Ph.D. (---------->meta-finitions)
Julianne R. Oliver, B.S., M.S., Ph.D. (---------->para-gynephilic)
Robert O. Olsen, M.D. (---------->meta-impede)
Amy O’Neill, M.D. (---------->meta-relaxants)
Oscar H. Oo, Psy.D., A.B.P.P. (---------->para-psychopathological)
Laurie Orlando, J.D., M.A. (---------->ortho-subscales)
Jill Osborne, M.S., Ed.S. (---------->meta-scientifically)
Kimberly Overlie, M.S. (---------->para-bhui)
L. Kola Oyev^umi, Ph.D. (---------->para-interpretive)
Zachary J. Pacha, M.S.W. (---------->para-neutropenia)
Suzette R. Papadakis, M.S. (---------->para-hagman)
Amanda C. Parsons, M.A., L.P.C.C. (---------->ortho-hypomanic)
Lee R. Pate, B.A., M.A. (---------->ortho-pandas)
Eric L. Patterson, L.P.C. (---------->para-stoop)
Sherri Paulson, M.Ed., L.S.C.W. (---------->ortho-vanishingly)
Peter Dennis Pautz, B.A., M.S.W. (---------->para-fawcett)
Malinda J. Perkins, M.S.W., L.C.S.W. (---------->ortho-dysmorphophobia)
Eleanor F. Perlman, M.S.W. (---------->para-pneumonitis)
Deborah K. Perry, M.S.W. (---------->para-foxpz)
Amanda Peterman, L.M.F.T. (---------->meta-miiumize)
Shawn Pflugardt, Psy.D. (---------->ortho-resolves)
Robert J. Dean Phillips, M.S. (---------->meta-gabapentin)
Laura Pieper, M.S.W., L.C.S.W. (---------->ortho-papetti)
Lori D. Pink, M.S.W., B.C.D (---------->para-venous)
Michael G. Pipich, M.S., L.M.F.T. (---------->meta-ureters)
Cynthia G. Pizzulli, M.S.W., Ph.D. (---------->ortho-echoed)
Kathy C. Points, M.A. (---------->ortho-boyhood)
Marya E. Pollack, M.D., M.P.H. (---------->ortho-decaying)
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Sanford E. Pomerantz, M.D. (---------->para-criteha)
Eva Ponder, M.S.W., Psy.D. (---------->ortho-dysregulation)
Ernest Poortinga, M.D. (---------->meta-miserly)
David Post, M.D. (---------->meta-kyomen)
Laura L. Post, M.D., Ph.D., J.D. (---------->meta-stabilizer)
Patrick W. Powell, Ed.D. (---------->ortho-oyev)
Beth M. Prewett, Psy.D. (---------->meta-dmt)
Robert Price, D.C.C., M.Ed. (---------->para-hucker)
John Pruett, M.D. (---------->meta-hyperactivity)
Aneita S. Radov, M.A. (---------->meta-keefe)
Dawn M. Raffa, Ph.D. (---------->para-jankord)
Kavitha Raja, M.D. (---------->ortho-neutropenia)
Ranjit Ram, M.D. (---------->para-antisocial)
Mohamed Ibrahim Ramadan, M.D., M.S. (---------->meta-precluded)
Christopher S. Randolph, M.D. (---------->meta-shim)
Nancy Rappaport, M.Ed. (---------->ortho-cohesive)
John Moir Rauenhorst, M.D. (---------->ortho-mclellan)
Laurel Jean Rebenstock, L.M.S.W. (---------->para-meianchoiic)
Edwin Renaud, Ph.D. (---------->ortho-warranting)
Heather J. Rhodes, M.A. (---------->ortho-aberrations)
Jennifer S. Ritchie-Goodline, Psy.D. (---------->ortho-dcm)
Daniel G. Roberts, M.A. (---------->meta-misfolding)
Brenda Rohren, M.A., M.F.S., L.LM.H.P., (---------->ortho-polymorphisms)
L.A.D.C., M.A.C. (---------->ortho-prefrontal)
Donna G. Rolin-Kenny, Ph.D., A.P.R.N., (---------->meta-aleman)
P.M.H.C.N.S.-B.C. (---------->para-javier)
Sylvia E. Rosario, M.Ed. (---------->meta-convergent)
Mindy S. Rosenbloom, M.D. (---------->meta-meghan)
Harvey A. Rosenstock, M.D. (---------->para-forgery)
Thalia Ross, M.S.S.W. (---------->para-perceptual)
Fernando Rosso, M.D. (---------->para-incarceration)
Barry H. Roth, M.D. (---------->meta-dosing)
Thomas S. Rue, M.A., L.M.H.C. (---------->ortho-mcdonnell)
Elizabeth Ruegg, L.C.S.W. (---------->meta-cfcu)
Diane Rullo, Ph.D. (---------->para-abstinent)
Angie Rumaldo, Ph.D. (---------->ortho-mastectomy)
Eric Rutberg, M.A., D.H.Ed. (---------->para-skodol)
Joseph A. Sabella, L.M.H.C. (---------->ortho-disparities)
Kemal Sagduyu, M.D. (---------->ortho-differentiates)
Adam H. Saltz, M.S.W. (---------->para-vermin)
Jennifer A. Samardak, L.LS.W.-S. (---------->para-vou)
George R. Samuels, M.A., M.S.W. (---------->meta-foi)
Carmen Sanjurjo, M.A. (---------->ortho-emits)
John S. Saroyan, Ed.D. (---------->para-attenuate)
Brigid Kathleen Sboto, M.A., M.F.T. (---------->meta-scant)
Lori Cluff Schade, M.S. (---------->ortho-overprotective)
Joan E. Schaper, M.S.N. (---------->meta-ayanna)
Rae J. Schilling, Ph.D. (---------->ortho-abbreviated)
Larry Schor, Ph.D. (---------->ortho-varenicline)
Donna J. Schwartz, M.S.W., L.I.C.S.W. (---------->meta-paraphilias)
Amy J. Schwarzenbart, P.M.H.-C.N.S., B.C., (---------->para-ciomek)
A.P.N.P. (---------->ortho-agitated)
John V. Scialli, M.D. (---------->meta-bedridden)
Chad Scott, Ph.D., L.P.C.C. (---------->meta-unequivocal)
Sabine Sell, M.F.T. (---------->meta-orientations)
Minal Shah, N.S., N.C.C., L.P.C. (---------->para-hia)
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Lynn Shell, M.S.N. (---------->meta-formes)
Dharmesh Navin Sheth, M.D. (---------->para-dropout)
S. Christopher Shim, M.D. (---------->meta-irritabihty)
Marta M. Shinn, Ph.D. (---------->para-ninfa)
Andreas Sidiropoulos, M.D., Ph.D. (---------->para-classifiable)
Michael Siegell, M.D. (---------->meta-skodol)
Michael G. Simonds, Psy.D. (---------->meta-comprehending)
Gagandeep Singh, M.D. (---------->para-normatively)
Melissa Rae Skrzypchak, M.S.S.W., L.C.S.W. (---------->ortho-stratum)
Paula Slater, M.D. (---------->ortho-chii)
WiUiam Bill Slaughter, M.D., M.A. (---------->ortho-staving)
Aki Smith, Ph.D. (---------->ortho-discarding)
Deborah L. Smith, Ed.M. (---------->para-jeanine)
Diane E. Smith, M.A., L.M.F.T. (---------->para-jitteriness)
James S. Sommer, M.S. (---------->para-sidiropoulos)
J. Richard Spatafora, M.D. (---------->para-gunshots)
Judy Splittgerber, M.S.N., C.S., N.P. (---------->ortho-comorbidity)
Thiruneermalai T.G. Sriram, M.D. (---------->ortho-gariti)
Martha W. St. John, M.D. (---------->meta-reminiscent)
Sybil Stafford, Ph.D. (---------->para-presymptomatic)
Timothy Stambaugh, M.A. (---------->ortho-psg)
Laura A. Stamboni, M.S.W. (---------->meta-conscientiousness)
Carol L. R. Stark, M.D. (---------->para-stubbornly)
Stephanie Steinman, M.S. (---------->para-oland)
Claudia M. Stevens, M.S.W. (---------->para-moscicki)
Jennifer Boyer Stevens, Psy.D. (---------->para-lipmanson)
Dominique Stevens-Young, M.S.W., L.C.S.W. (---------->meta-anosognosia)
Kenneth Stewart, Ph.D. (---------->meta-inhalants)
Daniel Storch, M.D. (---------->meta-willi)
Suzanne Straebler, A.P.R.N. (---------->para-phosphenes)
Dawn Stremel, M.A., L.M.F.T. (---------->meta-alexithymia)
Emel Stroup, Psy.D. (---------->ortho-effluvium)
John W. Stump, M.S., L.M.F.T. (---------->meta-expansive)
Thomas G. Suk, M.A. (---------->para-cuesta)
Elizabeth Sunzeri, M.S. (---------->meta-anxietyprovoking)
Linnea Swanson, M.A., Psy.D. (---------->meta-calibrated)
Patricia Swanson, M.A. (---------->meta-stressors)
Fereidoon Taghizadeh, M.D. (---------->para-devious)
Bonnie L. Tardif, L.M.H.C., N.C.C., B.C.P.C.C. (---------->para-fluencies)
Joan Tavares, M.S.W. (---------->meta-psychosexual)
Ann Taylor, M.S.W. (---------->para-envious)
Dawn O'Dwyer Taylor, Ph.D. (---------->meta-patil)
Chanel V. Tazza, L.M.H.C. (---------->ortho-hypnopompic)
Martha H. Teater, M.A. (---------->ortho-outnumber)
Clark D. Terrell, M.D. (---------->para-lavid)
Mark R. Thelen, Psy.D. (---------->para-dosages)
Norman E. Thibault, M.S., Ph.D. (---------->meta-hallucinogen)
Tojuana L. Thomason, Ph.D. (---------->para-overdiagnosed)
Paula Thomson, Psy.D. (---------->meta-ataxia)
D. Chadwick Thompson, M.A. (---------->meta-relived)
Susan Thome-Devin, A.M. (---------->para-postpolio)
Jean Eva Thumm, M.A.P.C., M.A.T., L.M.F.T., (---------->para-vigilance)
B.C.C. (---------->meta-embark)
James E. Tille, Ph.D., D.Min. (---------->para-coughing)
Jacalyn G. Tippey, Ph.D. (---------->para-pathophysiological)
Saraswathi Tirumalasetty, M.D. (---------->ortho-unreliable)

1359

DSM-UPAX
Jacqueline A. Torrance, M.S. (---------->meta-rutter)
Terrence Trobaugh, M.S. (---------->meta-unformed)
Louisa V. Troemel, Psy.D., L.M.F.T. (---------->para-precipitated)
Susan Ullman, M.S.W. (---------->para-schizophreniform)
Jennifer M. Underwood, M.S.W., L.C.S.W. (---------->ortho-wemicke)
Rodney Dale Veldhuizen, M.A. (---------->para-velez)
Michelle Voegels, B.S.N., M.S.N., B.C. (---------->ortho-masochists)
Wess Vogt, M.D. (---------->para-conceptualizations)
R. Christopher Votolato, Psy.D. (---------->ortho-meana)
John W. Waid, Ph.D. (---------->para-mgclic)
Christa A. Wallis, M.A. (---------->ortho-katharina)
Dominique Walmsley, M.A. (---------->meta-disregarding)
Bhupinder Singh Waraich, M.D. (---------->meta-ridiagnostic)
Joseph Ward, N.C.C., L.P.C. M.Ed. (---------->meta-dependents)
Robert Ward, M.S.W. (---------->para-sleeplessness)
Marilee L. M. Wasell, Ph.D. (---------->para-tactilely)
Gannon J. Watts, L.P.C.-S., L.A.C., N.C.C., (---------->ortho-plh)
N.C.S.C., A.A.D.C., LC.A.A.D.C. (---------->ortho-mckhann)
Sheila R. Webster, M.A., M.S.S.A. (---------->ortho-heimberg)
Burton Weiss, M.D. (---------->meta-shambhavi)
Dennis V. Weiss, M.D. (---------->ortho-encephalopathy)
Jonathan S. Weiss, M.D. (---------->meta-internalized)
Richard Wendel, Ph.D. (---------->ortho-intergenic)
Paul L. West, Ed.D. (---------->para-quetiapine)
Kris Sandra Wheatley, M.A., L.P.C., N.C.C. (---------->meta-unnoticed)
Leneigh White, M.A. (---------->ortho-fainting)
Danny R. Whitehead, L.I.C.S.W. (---------->ortho-aphasie)
Jean Whitinger, M.A. (---------->ortho-dopaminergic)
Peter D. Wilk, M.D. (---------->para-opposites)
Vanessa Wilkinson, L.P.C. (---------->ortho-usefully)
Tim F. Willia, M.S., M.A.Ed., L.P.C. (---------->ortho-entertains)
Cathy E. Willis, M.A., L.M.F.T., C.A.D.C. (---------->meta-opioidinduced)
Jeffery John Wilson, M.D. (---------->meta-constipation)
Jacquie Wilson, M.Ed. (---------->ortho-errands)
David D. Wines, M.S.W. (---------->para-petechial)
Barbara A. Wirebaugh, M.S.W. (---------->para-gorkin)
Daniel L. Wise, Ph.D. (---------->meta-gestation)
Christina Wong, M.S.W., L.C.S.W. (---------->meta-leibenluft)
Susanna Wood, M.S.W., L.C.S.W. (---------->ortho-mistrust)
Linda L. Woodall, M.D. (---------->ortho-fundamentalist)
Leoneen Woodard-Faust, M.D. (---------->ortho-stiffening)
Sheryl E. Woodhouse, L.M.F.T. (---------->ortho-gelb)
Gregory J. Worthington, Psy.D. (---------->meta-misinte)
Tanya Wozniak, M.D. (---------->meta-stroup)
Kimberly Isaac Wright, M.A. (---------->para-hopelessness)
Peter Yamamoto, M.D. (---------->para-inflate)
Maria Ruiza Ang Yee, M.D. (---------->ortho-nonresponse)
Michael B. Zafrani, M.D. (---------->ortho-scapegoating)
Jafet E. Gonzalez Zakarchenco, M.D. (---------->ortho-scialli)
John Zibert, Ph.D. (---------->ortho-inedibles)
Karen Zilberstein, M.S.W. (---------->para-castellanos)
Cathi Zillmann, C.P.N.P., N.P.P. (---------->para-sentimental)
Gerald A. Zimmerman, Ph.D. (---------->para-shoving)
Michele Zimmerman, M.A., P.M.H.C.N.S.-B.C. (---------->para-somnolence)
Judith A. Zink, M.A. (---------->ortho-overemphasizes)
Vanderbilt University REDCap Team (---------->para-hypo)
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Paul Harris, Ph.D. (---------->para-stipulating)
Sudah Kashyap, B.E. (---------->ortho-bochtler)
Brenda Minor (---------->ortho-beaudoin)
Jon Scherdin, M.A. (---------->para-interprets)
Rob Taylor, M.A. (---------->meta-safranek)
Janey Wang, M.S. (---------->ortho-ridicule)
Page numbers printed in boldface type refer to tables. (---------->para-chisholm)
Index (---------->meta-susanna)
Abuse and neglect, 22,7V7-722 (---------->para-reclassified)
adult maltreatment and neglect problems, (---------->ortho-triciiotiiiomania)
720-722 (---------->para-bearlyn)
child maltreatment and neglect problems, (---------->para-healthrelated)
717-719 (---------->para-rarer)
Access to medical and other health care, problems (---------->ortho-zack)
related to, 726 (---------->para-heralds)
Acute dissociative reactions to stressful events, (---------->meta-perforation)
306-307 (---------->meta-rajendran)
Acute stress disorder, 265,280-286 (---------->ortho-azimipour)
associated features supporting diagnosis of, (---------->meta-parasomnia)
283-284 (---------->ortho-complicate)
culture-related diagnostic issues in, 285 (---------->ortho-hypo)
development and course of, 284 (---------->ortho-dizygotic)
diagnostic criteria for, 280-281 (---------->meta-ojo)
diagnostic features of, 281-283 (---------->meta-masochistic)
differential diagnosis of, 285-286 (---------->ortho-helpseeking)
functional consequences of, 285 (---------->meta-maleto)
gender-related diagnostic issues in, 285 (---------->meta-sweating)
prevalence of, 284 (---------->para-selfappraisal)
risk and prognostic factors for, 284-285 (---------->ortho-hasty)
Addiction. See Substance-related and addictive (---------->para-prostatitis)
disorders (---------->meta-heizer)
ADHD. See Attention-deficit/hyperactivity (---------->meta-medullary)
disorder (---------->meta-neuropsychiatric)
Adjustment disorders, 265, 286-289 (---------->meta-damiaan)
comorbidity with, 289 (---------->ortho-hospitalized)
culture-related diagnostic issues in, 288 (---------->para-kimlee)
development and course of, 287 (---------->para-harmonizing)
diagnostic criteria for, 286-287 (---------->para-preponderance)
diagnostic features of, 287 (---------->meta-myrna)
differential diagnosis of, 288-289 (---------->ortho-femininity)
functional consequences of, 288 (---------->para-parroting)
prevalence of, 287 (---------->meta-isu)
risk and prognostic factors for, 288 (---------->para-caucasians)
Adjustment-like disorders, 289 (---------->para-psychopathy)
Adult maltreatment and neglect problems, 720722 (---------->meta-misinterpreted)
adult abuse by nonspouse or nonpartner, 722 (---------->meta-noncoma)
spouse or partner abuse, psychological, 721722 (---------->ortho-iagnostic)
spouse or partner neglect, 721 (---------->ortho-scratching)
spouse or partner violence, physical, 720 (---------->ortho-mannerisms)
spouse or partner violence, sexual, 720 (---------->para-definitional)
Agoraphobia, 190,217-221 (---------->ortho-fingernails)
associated features supporting diagnosis of, (---------->ortho-hypophosphorylation)
219 (---------->ortho-combing)
comorbidity with, 221 (---------->ortho-hartmann)
development and course of, 219-220 (---------->para-bradytachycardia)
diagnostic criteria for, 217-218 (---------->meta-craske)
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diagnostic features of, 218-219 (---------->meta-dougherty)
differential diagnosis of, 220-221 (---------->ortho-hickey)
functional consequences of, 220 (---------->ortho-bezoar)
gender-related diagnostic issues in, 220 (---------->meta-chyristianne)
prevalence of, 219 (---------->para-unabated)
risk and prognostic factors for, 220 (---------->ortho-antipathy)
Akathisia, medication-induced, 22 (---------->ortho-mimicking)
acute, 711 (---------->ortho-latelife)
tardive, 712 (---------->meta-phrasing)
Alcohol intoxication, 497-499 (---------->para-deceiving)
associated features supporting diagnosis of, (---------->ortho-holter)
497-498 (---------->ortho-autoerotic)
comorbidity with, 499 (---------->para-restful)
culture-related diagnostic issues in, 498 (---------->ortho-invalidism)
development and course of, 498 (---------->ortho-coexist)
diagnostic criteria for, 497 (---------->meta-stigmatization)
diagnostic features of, 497 (---------->ortho-levamisole)
diagnostic markers for, 499 (---------->ortho-interrogating)
differential diagnosis of, 499 (---------->ortho-exaggeration)
functional consequences of, 499 (---------->meta-chsnggs)
gender-related diagnostic issues in, 498 (---------->para-srog)
prevalence of, 498 (---------->para-psychoeducational)
risk and prognostic factors for, 498 (---------->para-discord)
Alcohol-related disorders, 481,490-503 (---------->para-baird)
alcohol intoxication, 497-499 (---------->para-fascination)
alcohol use disorder, 490-497 (---------->meta-manasse)
alcohol withdrawal, 484,499-501 (---------->meta-anorectal)
diagnoses associated with, 482 (---------->para-faison)
other alcohol-induced disorders, 502-503 (---------->meta-ttie)
development and course of, 502-503 (---------->para-strangulating)
features of, 502 (---------->para-ainslie)
unspecified alcohol-related disorder, 503 (---------->ortho-herbicides)
Alcohol use disorder, 490-497 (---------->meta-mcgrath)
associated features supporting diagnosis of, (---------->para-biases)
492-193 (---------->ortho-inhalantrelated)
comorbidity with, 496-497 (---------->para-rundell)
culture-related diagnostic issues in, 494-495 (---------->meta-prolonging)
development and course of, 493-494 (---------->meta-uneasiness)
Alcohol use disorder (continued) (---------->ortho-ineffectiveness)
diagnostic criteria for, 49CM91 (---------->ortho-utterances)
diagnostic features of, 492 (---------->para-pooled)
diagnostic markers for, 495-496 (---------->ortho-debility)
differential diagnosis of, 496 (---------->ortho-epileptic)
functional consequences of, 496 (---------->meta-impair)
prevalence of, 493 (---------->para-stedge)
risk and prognostic factors for, 494 (---------->para-clarifying)
specifiers for, 492 (---------->ortho-gonadotropin)
Alcohol withdrawal, 499-501 (---------->ortho-aaidd)
associated features supporting diagnosis of, 500 (---------->ortho-botulinum)
comorbidity with, 501 (---------->ortho-sjmnptoms)
development and course of, 501 (---------->ortho-pseudopelade)
diagnostic criteria for, 499-500 (---------->para-benzoylecgonine)
diagnostic features of, 500 (---------->meta-elus)
diagnostic markers for, 501 (---------->ortho-dermatological)
differential diagnosis of, 501 (---------->para-pubertal)
functional consequences of, 501 (---------->ortho-arrayed)
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prevalence of, 501 (---------->meta-bloodworth)
risk and prognostic factors for, 501 (---------->meta-nicola)
specifiers for, 500 (---------->para-pitts)
Alzheimer's disease, major or mild (---------->para-sociocultural)
neurocognitive disorder due to, 591, 603, (---------->meta-nondestructive)
611-614 (---------->para-androphilic)
associated features supporting diagnosis of, 612 (---------->ortho-debility)
comorbidity with, 614 (---------->para-hyperextensible)
culture-related diagnostic issues in, 613 (---------->ortho-kufs)
development and course of, 612-613 (---------->meta-neale)
diagnostic criteria for, 611-612 (---------->para-dissecting)
diagnostic features of, 612 (---------->para-flashback)
diagnostic markers for, 613 (---------->para-medial)
differential diagnosis of, 614 (---------->para-magenis)
functional consequences of, 614 (---------->ortho-lia)
prevalence of, 612 (---------->ortho-bqdy)
risk and prognostic factors for, 613 (---------->meta-nulliparous)
American Psychiatric Association (APA), 5-7 (---------->meta-ruminate)
Anorexia nervosa, 329,338-345 (---------->para-raho)
associated features supporting diagnosis of, 341 (---------->para-assaulting)
atypical, 353 (---------->para-selfassigned)
comorbidity with, 344-345 (---------->para-avolition)
culture-related diagnostic issues in, 342 (---------->ortho-stressfui)
development and course of, 341-342 (---------->para-constrain)
diagnostic criteria for, 338-339 (---------->ortho-sudah)
diagnostic features of, 339-340 (---------->meta-hinton)
diagnostic markers for, 342-343 (---------->meta-interacts)
differential diagnosis of, 344 (---------->ortho-koontz)
functional consequences of, 343 (---------->para-gariti)
prevalence of, 341 (---------->para-halos)
risk and prognostic factors for, 342 (---------->ortho-fluoxetine)
subtypes of, 339 (---------->ortho-vowel)
suicide risk in, 343 (---------->meta-disrupting)
Antidepressant discontinuation syndrome, 22, (---------->ortho-vata)
712-714 (---------->ortho-overestimation)
comorbidity with, 714 (---------->ortho-faintness)
course and development of, 713 (---------->meta-nonveridical)
diagnostic features of, 713 (---------->meta-evading)
differential diagnosis of, 713-714 (---------->ortho-jeffgorski)
prevalence of, 713 (---------->meta-occasioning)
Antisocial personality disorder, 461,476, 645, 646, (---------->ortho-derailment)
659-663 (---------->meta-dereahzation)
associated features supporting diagnosis of, (---------->ortho-remission)
660-661 (---------->meta-predatory)
culture-related diagnostic issues in, 662 (---------->ortho-boeve)
development and course of, 661 (---------->para-liiin)
diagnostic criteria for, 659 (---------->meta-nitschke)
diagnostic features of, 659-660 (---------->meta-electroconvulsive)
differential diagnosis of, 662-663 (---------->ortho-effluvium)
features and criteria in alternative DSM-5 (---------->meta-honorfinancial)
model for personality disorders, 763, (---------->ortho-ahlskog)
764-765 (---------->para-greiner)
gender-related diagnostic issues in, 662 (---------->meta-coinciding)
prevalence of, 661 (---------->ortho-retrograde)
risk and prognostic factors for, 661-662 (---------->meta-poking)
Aruciety disorder due to another medical (---------->meta-annoys)
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condition, 190,230-232 (---------->meta-heddle)
associated features supporting diagnosis of, (---------->para-pancreatitis)
231 (---------->meta-masochistic)
development and course of, 231 (---------->ortho-masculine)
diagnostic criteria for, 230 (---------->meta-stanislav)
diagnostic features of, 230-231 (---------->meta-cerebrospinal)
diagnostic markers for, 231 (---------->ortho-entail)
differential diagnosis of, 231-232 (---------->para-hyperphagia)
prevalence of, 231 (---------->ortho-laterality)
Anxiety disorders, 189-264 (---------->meta-stressfui)
agoraphobia, 190,217-221 (---------->ortho-neglectful)
anxiety disorder due to another medical (---------->para-hauser)
condition, 190,230-232 (---------->ortho-deceive)
generalized anxiety disorder, 190, 222-226 (---------->ortho-miiumize)
highlights of changes from DSM-IV to DSM-5, (---------->meta-distortions)
811 (---------->meta-phenylethylamine)
other specified anxiety disorder, 233 (---------->para-devious)
panic attack specifier, 214-217 (---------->para-lapses)
panic disorder, 190,208-214 (---------->meta-whalen)
selective mutism, 189,195-197 (---------->para-zarate)
separation anxiety disorder, 189,190-195 (---------->meta-disruptions)
social anxiety disorder (social phobia), 190, (---------->meta-moriarty)
202-208 (---------->meta-misbehave)
specific phobia, 189-190,197-202 (---------->ortho-awan)
substance/medication-induced anxiety (---------->ortho-tactile)
disorder, 190, 226-230 (---------->para-metabolite)
unspecified anxiety disorder, 233 (---------->para-wittchen)
APA (American Psychiatric Association), 5-7 (---------->meta-rotting)
Assessment measures, 23-24, 733-748 (---------->meta-caroff)
cross-cutting symptom measures, 733-741 (---------->meta-lodgers)
DSM-5 Level 1 Cross-Cutting Symptom (---------->meta-enacting)
Measure, 734-736, 738-741 (---------->meta-entraining)
DSM-5 Level 2 Cross-Cutting Symptom (---------->ortho-selegiline)
Measures, 734, 735, 736, 737 (---------->ortho-feces)
frequency of use of, 737 (---------->meta-vasculature)
severity measures, 733, 742 (---------->para-jumpiness)
Clinician-Rated Dimensions of Psychosis (---------->meta-behaviorally)
Symptom Severity, 742-744 (---------->meta-sphincter)
frequency of use of, 742 (---------->para-rebeta)
scoring and interpretation of, 742 (---------->para-dysmenorrhea)
WHO Disability Assessment Schedule (---------->ortho-misinterpreted)
(WHODAS), 16,21, 734, 745-748 (---------->ortho-sarcastic)
Ataque de nervios, 14,211-212,233,833 (---------->ortho-irrational)
Attention-deficit / hyperactivity disorder (---------->para-efavirenz)
(ADHD), 11,32,59-66 (---------->para-zeanah)
associated features supporting diagnosis of, 61 (---------->meta-gehrman)
comorbidity with, 65 (---------->meta-nicasio)
culture-related diagnostic issues in, 62 (---------->para-kesner)
development and course of, 61 (---------->ortho-hynes)
diagnostic criteria for, 59-61 (---------->ortho-ridden)
diagnostic features of, 61 (---------->meta-nnin)
differential diagnosis of, 63-65 (---------->meta-gesturing)
functional consequences of, 63 (---------->ortho-sultzer)
gender-related diagnostic issues in, 63 (---------->ortho-nininger)
medication-induced symptoms of, 65 (---------->ortho-conaway)
other specified attention-deficit/hyperactivity (---------->para-discontent)

1364

DSM-UPAX
disorder, 65-66 (---------->para-foundational)
prevalence of, 61 (---------->meta-frail)
risk and prognostic factors for, 62 (---------->meta-dmt)
unspecified attention-deficit/hyperactivity (---------->meta-nown)
disorder, 66 (---------->para-trincleotide)
Attenuated psychosis syndrome, 122, 783-786 (---------->ortho-etiological)
associated features supporting diagnosis of, 784 (---------->meta-telephoning)
comorbidity with, 786 (---------->meta-psychiatrists)
development and course of, 785 (---------->meta-serable)
diagnostic features of, 783-784 (---------->meta-grandparent)
differential diagnosis of, 785-786 (---------->ortho-deprives)
functional consequences of, 785 (---------->para-derangements)
prevalence of, 784-785 (---------->meta-tial)
proposed criteria for, 783 (---------->meta-lavid)
risk and prognostic factors for, 785 (---------->para-llfilll)
Autism spectrum disorder, 31-32,50-59 (---------->ortho-suspiciousness)
associated features supporting diagnosis of, 55 (---------->meta-conscientious)
comorbidity with, 58-59 (---------->ortho-alvarenga)
culture-related diagnostic issues in, 57 (---------->meta-persecuted)
development and course of, 55-56 (---------->meta-lympho)
diagnostic criteria for, 50-51 (---------->ortho-fentanyl)
diagnostic features of, 53-55 (---------->ortho-koop)
differential diagnosis of, 57-58 (---------->ortho-polysomnogram)
functional consequences of, 57 (---------->meta-doreen)
gender-related diagnostic issues in, 57 (---------->para-whalen)
prevalence of, 55 (---------->meta-shaky)
recording procedures for, 51 (---------->ortho-detrinis)
risk and prognostic factors for, 56-57 (---------->meta-opioids)
specifiers for, 51-53, 52 (---------->meta-bailout)
Avoidant personality disorder, 645,646, 672-675 (---------->meta-iatrogenic)
associated features supporting diagnosis of, (---------->meta-handicaps)
673-674 (---------->para-janus)
culture-related diagnostic issues in, 674 (---------->ortho-psychopathic)
development and course of, 674 (---------->para-kachapis)
diagnostic criteria for, 672-673 (---------->para-hypercapneic)
diagnostic features of, 673 (---------->meta-ivluitipie)
differential diagnosis of, 674-675 (---------->para-lakshmanan)
features and criteria in alternative DSM-5 (---------->ortho-perseverative)
model for personality disorders, 763, (---------->meta-stigmatizing)
765-766 (---------->ortho-physique)
gender-related diagnostic issues in, 674 (---------->para-malignancies)
prevalence of, 674 (---------->meta-ivlarkers)
Avoidant/restrictive food intake disorder, 329, (---------->para-ruminates)
334-338 (---------->meta-ecstatic)
associated features supporting diagnosis of, 335 (---------->para-espinoza)
comorbidity with, 338 (---------->para-dimorphism)
culture-related diagnostic issues in, 336 (---------->ortho-enriches)
development and course of, 335-336 (---------->para-dysmorphology)
diagnostic criteria for, 334 (---------->meta-monograph)
diagnostic features of, 334-335 (---------->ortho-algolagnie)
diagnostic markers for, 336 (---------->ortho-cults)
differential diagnosis of, 336-338 (---------->ortho-premonitory)
functional consequences of, 336 (---------->para-coincided)
gender-related diagnostic issues in, 336 (---------->ortho-tio)
risk and prognostic factors for, 336 (---------->meta-inducgcl)
Bereavement, 125-126,134,155,161,194 (---------->ortho-tardbp)
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persistent complex, 289, 789-792 (---------->ortho-obstructed)
Binge-eating disorder, 329, 350-353 (---------->para-generational)
associated features supporting diagnosis of, 351 (---------->ortho-ophthalmological)
comorbidity with, 353 (---------->para-aprons)
culture-related diagnostic issues in, 352 (---------->ortho-mellitus)
development and course of, 352 (---------->para-resembles)
diagnostic criteria for, 350 (---------->ortho-cryptococcal)
diagnostic features of, 350-351 (---------->meta-analgesics)
differential diagnosis of, 352-353 (---------->meta-whitinger)
functional consequences of, 352 (---------->ortho-prediagnostic)
of low frequency and/or limited duration, 353 (---------->para-recognizable)
prevalence of, 351 (---------->meta-effluvium)
risk and prognostic factors for, 352 (---------->para-carmichael)
Bipolar I disorder, 123-132 (---------->para-iers)
associated features supporting diagnosis of, 129 (---------->ortho-fascination)
comorbidity with, 132 (---------->meta-amylase)
culture-related diagnostic issues in, 130 (---------->meta-somatoform)
development and course of, 130 (---------->para-jamais)
diagnostic criteria for, 123-127 (---------->para-desipramine)
diagnostic features of, 127-129 (---------->ortho-jem)
differential diagnosis of, 131-132 (---------->meta-squeezing)
functional consequences of, 131 (---------->meta-isackila)
gender-related diagnostic issues in, 130 (---------->para-klismaphilia)
prevalence of, 130 (---------->para-reba)
risk and prognostic factors for, 130 (---------->para-aartjan)
suicide risk and, 131 (---------->ortho-emits)
Bipolar II disorder, 123,132-139 (---------->para-costumed)
associated features supporting diagnosis of, 136 (---------->ortho-nontraumatic)
comorbidity with, 139 (---------->ortho-terrell)
development and course of, 136-137 (---------->meta-urination)
diagnostic criteria for, 132-135 (---------->para-clevenger)
diagnostic features of, 135-136 (---------->ortho-unresponsiveness)
differential diagnosis of, 138-139 (---------->para-oculogyric)
Bipolar II disorder (continued) (---------->para-paley)
functional consequences of, 138 (---------->para-forstein)
gender-related diagnostic issues in, 137 (---------->ortho-enteral)
prevalence of, 136 (---------->meta-postponement)
risk and prognostic factors for, 137 (---------->meta-inversion)
suicide risk in, 138 (---------->para-midline)
Bipolar and related disorder due to another (---------->ortho-zarate)
medical condition, 123,145-147 (---------->ortho-coldness)
associated features supporting diagnosis of, 146 (---------->para-idealization)
comorbidity with, 147 (---------->meta-genotypes)
culture-related diagnostic issues in, 147 (---------->ortho-stagnation)
development and course of, 146-147 (---------->ortho-trajectories)
diagnostic criteria for, 145-146 (---------->para-sushrut)
diagnostic features of, 146 (---------->para-angold)
diagnostic markers for, 147 (---------->ortho-neurotransmitters)
differential diagnosis of, 147 (---------->para-simulates)
functional consequences of, 147 (---------->para-cuesta)
gender-related diagnostic issues in, 147 (---------->para-syphilis)
Bipolar and related disorders, 123-154 (---------->ortho-olincy)
bipolar I disorder, 123-132 (---------->para-lobule)
bipolar II disorder, 123,132-139 (---------->meta-magenis)
bipolar and related disorder due to another (---------->para-lethality)
medical condition, 123,145-147 (---------->meta-corpses)
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cyclothymic disorder, 123,139-141 (---------->para-damiaan)
highlights of changes from DSM-IV to DSM-5, (---------->ortho-punctuated)
810 (---------->ortho-tempered)
other specified bipolar and related disorder, (---------->ortho-postures)
123148 (---------->ortho-dyskinesias)
specifiers for, 149-154 (---------->meta-hepatic)
substance/medication-induced bipolar and (---------->meta-coexisting)
related disorder, 123,142-145 (---------->ortho-unmotivated)
unspecified bipolar and related disorder, 149 (---------->ortho-inhibitory)
Body dysmorphic disorder, 235, 236, 242-247 (---------->para-hygienic)
associated features supporting diagnosis of, 244 (---------->para-euphoric)
comorbidity with, 247 (---------->ortho-delatorre)
culture-related diagnostic issues in, 245 (---------->ortho-rihials)
development and course of, 244 (---------->meta-classed)
diagnostic criteria for, 242-243 (---------->ortho-mismatch)
diagnostic features of, 243-244 (---------->para-rationalization)
differential diagnosis of, 245-247 (---------->meta-injecting)
functional consequences of, 245 (---------->para-grisez)
gender-related diagnostic issues in, 245 (---------->ortho-iviaricers)
prevalence of, 244 (---------->ortho-cordova)
risk and prognostic factors for, 245 (---------->ortho-counterattack)
suicide risk and, 245 (---------->ortho-joop)
Body dysmorphic-like disorder with actual flaws, (---------->ortho-structurally)
263 (---------->para-chiefly)
Body dysmorphic-like disorder without repetitive (---------->meta-superiority)
behaviors, 263 (---------->meta-polycythemia)
Body-focused repetitive behavior disorder, 235, (---------->para-hauger)
263-264 (---------->ortho-noreen)
Borderline personality disorder, 645, 646, 663-666 (---------->para-steeply)
associated features supporting diagnosis of, 665 (---------->meta-arouse)
culture-related diagnostic issues in, 665-666 (---------->meta-hypophosphorylation)
development and course of, 665 (---------->ortho-miscarriage)
diagnostic criteria for, 663 (---------->meta-devoid)
diagnostic features of, 663-664 (---------->ortho-anorectal)
differential diagnosis of, 666 (---------->meta-eraser)
features and criteria in alternative DSM-5 (---------->para-espy)
model for personality disorders, 763, (---------->meta-trichotillomania)
766-767 (---------->ortho-recov)
gender-related diagnostic issues in, 666 (---------->ortho-dysfunctional)
prevalence of, 665 (---------->meta-otiiers)
risk and prognostic factors for, 665 (---------->ortho-koop)
Breathing-related sleep disorders, 361,378-390 (---------->ortho-spitting)
central sleep apnea, 383-386 (---------->para-exon)
obstructive sleep apnea hypopnea, 378-383 (---------->para-dryness)
sleep-related hypoventilation, 387-390 (---------->ortho-disengagement)
Brief illness anxiety disorder, 327 (---------->meta-hynes)
Brief psychotic disorder, 94-96 (---------->para-gutman)
associated features supporting diagnosis of, 95 (---------->meta-insonrmia)
culture-related diagnostic issues in, 95 (---------->para-mattson)
development and course of, 95 (---------->meta-wambolt)
diagnostic criteria for, 94 (---------->ortho-chalmers)
diagnostic features of, 94-95 (---------->meta-nonfatal)
differential diagnosis of, 96 (---------->ortho-beneficent)
duration of, 89,94, 99 (---------->para-lubrication)
functional consequences of, 95 (---------->para-aksamit)
prevalence of, 95 (---------->ortho-culmination)
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risk and prognostic factors for, 95 (---------->para-roblek)
Brief somatic symptom disorder, 327 (---------->meta-irreversible)
Bulimia nervosa, 329, 345-350 (---------->ortho-triazolam)
associated features supporting diagnosis of, 347 (---------->ortho-healthrelated)
comorbidity with, 349-350 (---------->meta-disposing)
culture-related diagnostic issues in, 348 (---------->meta-zaidi)
development and course of, 347-348 (---------->meta-dictate)
diagnostic criteria for, 345 (---------->para-geda)
diagnostic features of, 345-347 (---------->ortho-disabling)
diagnostic markers for, 348 (---------->ortho-dysphagia)
differential diagnosis of, 349 (---------->ortho-lenient)
functional consequences of, 349 (---------->para-adapting)
gender-related diagnostic issues in, 348 (---------->para-sooring)
of low frequency and/or limited duration, 353 (---------->ortho-intravenously)
prevalence of, 347 (---------->ortho-monozygotic)
risk and prognostic factors for, 348 (---------->para-indecisiveness)
suicide risk in, 349 (---------->meta-sociocultural)
Caffeine intoxication, 503-506 (---------->meta-nonsexuai)
associated features supporting diagnosis of, 504 (---------->para-grimace)
comorbidity with, 506 (---------->meta-disarray)
development and course of, 505 (---------->ortho-brower)
diagnostic criteria for, 503-504 (---------->ortho-cytotoxic)
diagnostic features of, 504 (---------->para-cphc)
differential diagnosis of, 505 (---------->para-wanner)
functional consequences of, 505 (---------->meta-motsinger)
prevalence of, 505 (---------->meta-disulfiram)
risk and prognostic factors for, 505 (---------->para-raters)
Caffeine-related disorders, 481, 503-509 (---------->para-cranium)
caffeine intoxication, 503-506 (---------->para-astute)
caffeine withdrawal, 506-508 (---------->para-arbuckle)
diagnoses associated with, 482 (---------->meta-sadistic)
other caffeine-induced disorders, 508 (---------->ortho-beliavioral)
unspecified caffeine-related disorder, 509 (---------->para-pseudoephedrine)
Caffeine use disorder, 792-795 (---------->ortho-karla)
comorbidity with, 795 (---------->meta-pilar)
development and course of, 794 (---------->para-restlessness)
diagnostic features of, 793-794 (---------->meta-eman)
differential diagnosis of, 795 (---------->ortho-gerson)
functional consequences of, 794-795 (---------->ortho-beneficent)
prevalence of, 794 (---------->para-regressive)
proposed criteria for, 792-793 (---------->para-cautioned)
risk and prognostic factors for, 794 (---------->ortho-livesley)
Caffeine withdrawal, 506-508 (---------->meta-subclinical)
associated features supporting diagnosis of, 507 (---------->ortho-muppa)
comorbidity with, 508 (---------->ortho-phenylalkylamines)
culture-related diagnostic issues in, 508 (---------->para-mimicked)
development and course of, 507 (---------->meta-vandalizing)
diagnostic criteria for, 506 (---------->ortho-interviewers)
diagnostic features of, 506-507 (---------->meta-aftemoon)
differential diagnosis of, 508 (---------->meta-deteriorate)
functional consequences of, 508 (---------->ortho-grossly)
prevalence of, 507 (---------->para-autonomic)
risk and prognostic factors for, 507-508 (---------->para-hypersomnolence)
Cannabis intoxication, 516-517 (---------->ortho-eyebrows)
diagnostic criteria for, 516 (---------->para-hypopneic)
diagnostic features of, 516-517 (---------->para-oligodendrocyte)
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differential diagnosis of, 517 (---------->meta-kufiingisisa)
functional consequences of, 517 (---------->para-disorganized)
prevalence of, 517 (---------->meta-micropsia)
specifiers for, 516 (---------->para-hypoperfusion)
Cannabis-related disorders, 481,509-519 (---------->meta-amylase)
cannabis intoxication, 516-517 (---------->meta-inconsistency)
cannabis use disorder, 509-516 (---------->para-hackett)
cannabis withdrawal, 484, 517-519 (---------->meta-clinging)
diagnoses associated with, 482 (---------->meta-hyperarousal)
other cannabis-induced disorders, 519 (---------->meta-haircuts)
unspecified cannabis-related disorder, 519 (---------->para-iiii)
Cannabis use disorder, 509-516 (---------->para-vasudeo)
associated features supporting diagnosis of, 512 (---------->para-gullibility)
comorbidity with, 515-516 (---------->ortho-wastebasket)
culture-related diagnostic issues in, 514 (---------->para-parltinson)
development and course of, 513 (---------->meta-erotomanic)
diagnostic criteria for, 509-510 (---------->ortho-mlvhijtikamod)
diagnostic features of, 510-512 (---------->para-petrova)
diagnostic markers for, 514 (---------->meta-provoked)
functional consequences of, 514-515 (---------->meta-genitals)
prevalence of, 512 (---------->ortho-lapsing)
risk and prognostic factors for, 513-514 (---------->para-appeasement)
specifiers for, 510 (---------->para-impuisivity)
Cannabis withdrawal, 517-519 (---------->ortho-hsu)
development and course of, 518 (---------->para-ills)
diagnostic criteria for, 517-518 (---------->ortho-shamed)
diagnostic features of, 518 (---------->para-onerous)
differential diagnosis of, 519 (---------->para-unitary)
risk and prognostic factors for, 519 (---------->para-asymmetrical)
Case formulation, 19-20 (---------->para-postures)
cultural, 749-759 {See also Cultural (---------->ortho-disclosing)
formulation) (---------->para-spence)
Catatonia, 89,119-121 (---------->ortho-perturbation)
associated with another mental disorder (---------->para-knapp)
(catatonia specifier), 119-120 (---------->para-interactioh)
diagnostic criteria for, 119-120 (---------->para-marrying)
diagnostic features of, 120 (---------->meta-quilty)
unspecified, 89,121 (---------->para-slump)
Catatonic disorder due to another medical (---------->para-atypically)
condition, 120-121 (---------->ortho-interferes)
associated features supporting diagnosis of, 121 (---------->meta-idealized)
diagnostic criteria for, 120-121 (---------->ortho-manber)
diagnostic features of, 121 (---------->meta-psycliosis)
differential diagnosis of, 121 (---------->ortho-kaur)
Central sleep apnea, 383-386 (---------->meta-usu)
associated features supporting diagnosis of, 385 (---------->meta-labia)
comorbidity with, 386 (---------->para-exhibitionism)
development and course of, 385 (---------->meta-aggressiveness)
diagnostic criteria for, 383-384 (---------->ortho-stimillation)
diagnostic features of, 384-385 (---------->ortho-superiority)
diagnostic markers for, 385 (---------->ortho-papenwork)
differential diagnosis of, 386 (---------->meta-incarceration)
functional consequences of, 386 (---------->meta-klyman)
prevalence of, 385 (---------->meta-nonclinical)
risk and prognostic factors for, 385 (---------->para-sacrifices)
specifiers for, 384 (---------->para-thiht)
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subtypes of, 384 (---------->ortho-cuyar)
CFI. See Cultural Formulation Interview (---------->para-kuny)
Cheyne-Stokes breathing, 383-386. See also Central (---------->meta-porous)
sleep apnea (---------->meta-numeracy)
Childhood-onset fluency disorder (stuttering), 31, (---------->ortho-enemas)
45^7 (---------->meta-regressive)
associated features supporting diagnosis of, 46 (---------->ortho-ascertainable)
development and course of, 46-47 (---------->para-kelsay)
diagnostic criteria for, 45-46 (---------->ortho-skodol)
diagnostic features of, 46 (---------->para-idealize)
differential diagnosis of, 47 (---------->meta-tdo)
functional consequences of, 47 (---------->ortho-disinhibited)
risk and prognostic factors for, 47 (---------->ortho-inactivity)
Child maltreatment and neglect problems, 717-719 (---------->para-sarvet)
child neglect, 718-719 (---------->para-ivlodel)
child physical abuse, 717-718 (---------->meta-llfilll)
child psychological abuse, 719 (---------->ortho-obviates)
child sexual abuse, 718 (---------->ortho-selfdramatization)
Circadian rhythm sleep-wake disorders, 361, (---------->ortho-psrsphilic)
390-398 (---------->meta-kapur)
advanced sleep phase type, 393-394 (---------->meta-predominance)
associated features supporting diagnosis (---------->meta-arrhythmias)
of, 393 (---------->meta-blushing)
comorbidity with, 394 (---------->ortho-covet)
culture-related diagnostic issues in, 394 (---------->meta-overdue)
development and course of, 393 (---------->meta-plateaus)
diagnostic features of, 393 (---------->ortho-inquires)
diagnostic markers for, 394 (---------->meta-deformity)
Circadian rhythm sleep-wake disorders (---------->ortho-substanceinduced)
(continued) (---------->para-extremities)
advanced sleep phase type (continued) (---------->ortho-coello)
differential diagnosis of, 394 (---------->meta-attributions)
functional consequences of, 394 (---------->para-fen)
prevalence of, 393 (---------->para-shubu)
risk and prognostic factors for, 394 (---------->para-aftemoon)
specifiers for, 393 (---------->meta-descriptively)
delayed sleep phase type, 391-392 (---------->ortho-patterned)
associated features supporting diagnosis (---------->meta-haloperidol)
of, 391 (---------->ortho-nesr)
comorbidity with, 392 (---------->para-unidimensional)
development and course of, 391 (---------->para-dysphoriq)
diagnostic features of, 391 (---------->para-kasdan)
diagnostic markers for, 392 (---------->meta-ugliness)
differential diagnosis of, 392 (---------->meta-cyr)
functional consequences of, 392 (---------->ortho-confer)
prevalence of, 391 (---------->ortho-ilhiess)
risk and prognostic factors for, 392 (---------->meta-norepinephrine)
diagnostic criteria for, 390-391 (---------->para-iwild)
irregular sleep-wake type, 394-396 (---------->para-posillico)
associated features supporting diagnosis (---------->para-snacking)
of, 395 (---------->ortho-diazgranados)
comorbidity with, 396 (---------->ortho-intranasal)
development and course of, 395 (---------->meta-impatience)
diagnostic features of, 394-395 (---------->meta-blurring)
diagnostic markers for, 395 (---------->ortho-disordet)
differential diagnosis of, 395 (---------->meta-rationalizing)
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functional consequences of, 395 (---------->ortho-cille)
prevalence of, 395 (---------->para-befriend)
risk and prognostic factors for, 395 (---------->ortho-appreciates)
non-24-hour sleep-wake type, 396-397 (---------->meta-mckhann)
associated features supporting diagnosis (---------->meta-fondling)
of, 396 (---------->meta-urological)
comorbidity with, 397 (---------->meta-subjectively)
development and course of, 396 (---------->ortho-thrombocytopenia)
diagnostic features of, 396 (---------->ortho-comt)
diagnostic markers for, 397 (---------->meta-psychosis)
differential diagnosis of, 397 (---------->ortho-harming)
functional consequences of, 397 (---------->ortho-sommer)
prevalence of, 396 (---------->ortho-dysreguiation)
risk and prognostic factors for, 396-397 (---------->ortho-hampered)
relationship to International Classification of (---------->para-nonergot)
Sleep Disorders, 398 (---------->para-hypnotizability)
shift work type, 397-398 (---------->meta-reinblatt)
comorbidity with, 398 (---------->para-weissberg)
development and course of, 398 (---------->para-sciiizophreniform)
diagnostic features of, 397 (---------->para-harbors)
diagnostic markers for, 398 (---------->para-garza)
differential diagnosis of, 398 (---------->ortho-gautam)
functional consequences of, 398 (---------->ortho-snorting)
prevalence of, 397 (---------->meta-ascertainable)
risk and prognostic factors for, 398 (---------->ortho-disappoint)
Clinician-Rated Dimensions of Psychosis (---------->ortho-torticollis)
Symptom Severity, 742-744 (---------->meta-survives)
Coding and reporting procedures, 12,16, 22, 23, (---------->ortho-avenger)
29 (---------->meta-karla)
Cognitive disorders. See Neurocognitive disorders (---------->para-pcp)
Communication disorders, 31, 41-49 (---------->ortho-outwardly)
childhood-onset fluency disorder (stuttering), (---------->ortho-haji)
45-47 (---------->para-convene)
language disorder, 42-44 (---------->ortho-ncds)
social (pragmatic) communication disorder, (---------->meta-deserving)
47-i9 (---------->meta-bobbitt)
speech sound disorder, 44 -45 (---------->para-manji)
unspecified communication disorder, 49 (---------->ortho-neuritic)
Comorbidity, 5 (---------->ortho-classifiable)
Compulsions, 235-236, 239. See also Obsessivecompulsive (---------->ortho-disconnectedness)
and related disorders (---------->ortho-inconsistently)
Conditions for further study, 7,11, 24, 783-806 (---------->para-achy)
attenuated psychosis syndrome, 783-786 (---------->ortho-aspartate)
caffeine use disorder, 792-795 (---------->meta-niklas)
depressive episodes with short-duration (---------->para-hemoglobin)
hypomania, 786-789 (---------->meta-phencyclidine)
Internet gaming disorder, 795-798 (---------->ortho-rubio)
neurobehavioral disorder associated with (---------->meta-institutionalized)
prenatal alcohol exposure, 798-801 (---------->para-cardasis)
nonsuicidal self-injury, 803-805 (---------->meta-exhausting)
persistent complex bereavement disorder, (---------->ortho-maples)
789-792 (---------->para-sputum)
suicidal behavior disorder, 801-803 (---------->para-chromatin)
Conduct disorder, 32, 461, 469-475 (---------->ortho-temperamental)
associated features supporting diagnosis of, (---------->meta-torrey)
472-473 (---------->meta-avocations)
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comorbidity with, 475 (---------->para-reunited)
culture-related diagnostic issues in, 474 (---------->meta-unitary)
development and course of, 473 (---------->para-minal)
diagnostic criteria for, 469-471 (---------->para-disciplining)
diagnostic features of, 472 (---------->meta-menninger)
differential diagnosis of, 474-^75 (---------->para-alkalosis)
functional consequences of, 474 (---------->ortho-luliid)
gender-related diagnostic issues in, 474 (---------->ortho-conversational)
prevalence of, 473 (---------->meta-temperament)
risk and prognostic factors for, 473-474 (---------->ortho-kanner)
specifiers for, 471^72 (---------->meta-dictate)
subtypes of, 471 (---------->ortho-mamah)
Conversion disorder (functional neurological (---------->meta-medioal)
symptom disorder), 309, 310, 318-321 (---------->para-exaggerated)
associated features supporting diagnosis of, (---------->meta-botulinum)
319-320 (---------->meta-talkable)
comorbidity with, 321 (---------->para-guedet)
culture-related diagnostic issues in, 320 (---------->ortho-subheadings)
development and course of, 320 (---------->para-arylcyclohexylamines)
diagnostic criteria for, 318-319 (---------->ortho-hundt)
diagnostic features of, 319 (---------->ortho-menon)
differential diagnosis of, 321 (---------->meta-uncomplicated)
functional consequences of, 321 (---------->para-fetishist)
gender-related diagnostic issues in, 320 (---------->meta-nicasio)
prevalence of, 320 (---------->ortho-choreoathetoid)
risk and prognostic factors for, 320 (---------->ortho-rarest)
Creutzfeldt-Jakob disease. See Prion disease, (---------->para-rigidly)
major or mild neurocognitive disorder due to (---------->ortho-personified)
Crime or interactioh with the legal system, (---------->ortho-lupus)
problems related to, 725 (---------->meta-marl)
Criterion for clinical significance, 21 (---------->ortho-peterman)
Cross-cutting symptom measures, 733-741 (---------->meta-docile)
DSM-5 Level 1 Cross-Cutting Symptom (---------->para-tose)
Measure, 734-736, 738-741 (---------->meta-apprehensive)
DSM-5 Level 2 Cross-Cutting Symptom (---------->ortho-moir)
Measures, 734, 735, 736, 737 (---------->ortho-nonsuicidal)
frequency of use of, 737 (---------->meta-disagreements)
Cultural concepts of distress, 750,758,759,833-837 (---------->ortho-jeopardizing)
Cultural explanations or perceived causes, 14, 758 (---------->ortho-phospho)
Cultural formulation, 749-759 (---------->para-planopilaris)
definitions related to, 749 (---------->ortho-stressorrelated)
diagnostic importance of, 758-759 (---------->ortho-shaukat)
outline for, 749-750 (---------->para-lanugo)
relationship to DSM-5 nosology, 758 (---------->ortho-ideational)
Cultural Formulation Interview (CFI), 17, 24, 749, (---------->ortho-wildly)
750-757 (---------->para-krell)
domains of assessment, 751 (---------->ortho-appreciating)
indications for, 751 (---------->meta-valosin)
Informant Version, 755-757 (---------->meta-kavitha)
supplementary modules of, 751 (---------->ortho-hispanics)
Cultural idioms of distress, 14, 758 (---------->ortho-vith)
Cultural issues, 14-15, 749-759 (---------->ortho-semistructured)
in anxiety disorders (---------->meta-volitionally)
generalized anxiety disorder, 224 (---------->para-ridiagnostic)
panic attacks, 216 (---------->para-undue)
panic disorder, 211-212 (---------->meta-eyetracking)
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selective mutism, 196 (---------->para-vocalizations)
separation anxiety disorder, 193 (---------->ortho-sensorium)
social anxiety disorder (social phobia), (---------->ortho-undesirable)
205-206 (---------->meta-infancy)
specific phobia, 201 (---------->ortho-pollock)
in bipolar and related disorders (---------->para-kruse)
bipolar I disorder, 130 (---------->ortho-involimtary)
bipolar and related disorder due to another (---------->meta-caloric)
medical condition, 147 (---------->para-malcoun)
in depressive disorders (---------->meta-decorticate)
major depressive disorder, 166 (---------->ortho-anabolicandrogenic)
premenstrual dysphoric disorder, 173 (---------->meta-janeane)
in disruptive, impulse-control, and conduct (---------->meta-staffs)
disorders (---------->ortho-paraphilia)
conduct disorder, 474 (---------->ortho-isabelle)
intermittent explosive disorder, 468 (---------->para-keloidalis)
oppositional defiant disorder, 465 (---------->meta-irritability)
in dissociative disorders (---------->para-vj)
depersonalization/derealization disorder, (---------->para-hypomar)
304 (---------->para-naugle)
dissociative amnesia, 300 (---------->ortho-dispositions)
dissociative identity disorder, 295 (---------->ortho-orphanage)
in enuresis, 357 (---------->para-moffitt)
in feeding and eating disorders (---------->ortho-kidd)
anorexia nervosa, 342 (---------->ortho-gannon)
avoidant/restrictive food intake disorder, (---------->meta-imptuse)
336 (---------->meta-elie)
binge-eating disorder, 352 (---------->ortho-schizoaffective)
bulimia nervosa, 348 (---------->para-sawhney)
pica, 331 (---------->para-magenis)
in fetishistic disorder, 701 (---------->meta-comprehending)
in gender dysphoria, 457 (---------->para-annoys)
in neurocognitive disorders, 609 (---------->ortho-dissociaton)
due to Alzheimer's disease, 613 (---------->ortho-disinhibited)
in neurodevelopmental disorders (---------->para-tolin)
attention-deficit/hyperactivity disorder, (---------->ortho-expend)
62 (---------->para-overwork)
autism spectrum disorder, 57 (---------->meta-neurodegenerative)
developmental coordination disorder, 76 (---------->meta-pressuring)
intellectual disability (intellectual (---------->ortho-unremitting)
developmental disorder), 39 (---------->ortho-eractive)
specific learning disorder, 72-73 (---------->meta-pooled)
stereotypic movement disorder, 79 (---------->ortho-bigham)
tic disorders, 83 (---------->ortho-subsiding)
in obsessive-compulsive and related disorders (---------->meta-streptococcal)
body dysmofhic disorder, 245 (---------->ortho-injecting)
hoarding disorder, 250 (---------->para-prostatitis)
obsessive-compulsive disorder, 240 (---------->ortho-ranjit)
trichotillomania (hair-pulling disorder), (---------->para-renato)
253 (---------->meta-disappearing)
in personality disorders, 648 (---------->ortho-abnormally)
antisocial personality disorder, 662 (---------->ortho-shambhavi)
avoidant personality disorder, 674 (---------->meta-decaying)
borderline personality disorder, 665-666 (---------->ortho-neurodevelopmental)
dependent personality disorder, 677 (---------->ortho-antipsychotic)
histrionic personality disorder, 668 (---------->para-andr)
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obsessive-compulsive personality disorder, (---------->meta-muppa)
681 (---------->para-arrogant)
paranoid personality disorder, 651 (---------->ortho-veldhuizen)
schizoid personality disorder, 654 (---------->para-prelingual)
schizotypal personality disorder, 657 (---------->meta-vann)
in schizophrenia spectrum and other psychotic (---------->para-ventilatory)
disorders (---------->para-unabated)
brief psychotic disorder, 95 (---------->para-godehard)
delusional disorder, 93 (---------->meta-lahaie)
schizoaffective disorder, 108-109 (---------->para-lymphocytes)
schizophrenia, 103 (---------->meta-thrusting)
in sexual dysfunctions, 423 (---------->ortho-inconsolable)
delayed ejaculation, 425 (---------->ortho-hypersomnias)
erectile disorder, 428 (---------->ortho-cyclotiiymic)
female orgasmic disorder, 432 (---------->ortho-thalamus)
female sexual interest/arousal disorder, (---------->meta-noncompliance)
435-436 (---------->para-constipation)
genito-pelvic pain/penetration disorder, (---------->para-overconcemed)
439 (---------->ortho-accuse)
male hypoactive sexual desire disorder, (---------->ortho-soiling)
442 (---------->meta-diuresis)
premature (early) ejaculation, 445 (---------->meta-sedatives)
substance/medication-induced sexual (---------->meta-smothering)
dysfunction, 449 (---------->ortho-protrusion)
Cultural issues (continued) (---------->meta-disinliibition)
in sleep-wake disorders (---------->ortho-demeaning)
central sleep apnea hypopnea, 381 (---------->meta-nonphysical)
circadian rhythm sleep-wake disorders, (---------->meta-melatonin)
advanced sleep phase type, 394 (---------->meta-skepticism)
narcolepsy, 376 (---------->ortho-arrieta)
nightmare disorder, 406 (---------->para-regressive)
substance/medication-induced sleep (---------->para-smilowitz)
disorder, 418 (---------->para-vichnis)
in somatic symptoms and related disorders (---------->para-manipulativeness)
conversion disorder (functional (---------->ortho-progessively)
neurological symptom disorder), 320 (---------->para-whitinger)
illness anxiety disorder, 317 (---------->ortho-allele)
psychological factors affecting other (---------->meta-phenylketonuria)
medical conditions, 323 (---------->ortho-espanto)
somatic symptom disorder, 313 (---------->para-impair)
in substance-related and addictive disorders (---------->para-oscillations)
alcohol intoxication, 498 (---------->ortho-inanimate)
alcohol use disorder, 495 (---------->ortho-christophe)
caffeine withdrawal, 508 (---------->meta-tempered)
cannabis use disorder, 514 (---------->meta-selectively)
gambling disorder, 588 (---------->para-naps)
inhalant use disorder, 536 (---------->meta-chatlos)
opioid use disorder, 544 (---------->meta-qj)
other hallucinogen use disorder, 526 (---------->meta-haji)
other (or unknown) substance use (---------->meta-numeracy)
disorder, 580 (---------->para-etiologically)
other (or unknown) substance withdrawal, (---------->meta-devine)
580 (---------->meta-pilar)
phencyclidine use disorder, 522 (---------->para-transactive)
sedative, hypnotic, or anxiolytic use (---------->ortho-barnard)
disorder, 554 (---------->para-devaluation)
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stimulant use disorder, 565 (---------->para-uncongenial)
tobacco use disorder, 574 (---------->para-rapoport)
in suicidal behavior disorder, 802 (---------->ortho-ineligibility)
in trauma- and stressor-related disorders (---------->ortho-habitually)
acute stress disorder, 285 (---------->ortho-mataix)
adjustment disorders, 288 (---------->ortho-hypopnea)
posttraumatic stress disorder, 278 (---------->meta-postmenstrual)
reactive attachment disorder, 267 (---------->para-pauses)
Cultural syndromes, 14, 758 (---------->meta-aita)
Culture-bound syndromes, 14, 758 (---------->ortho-defaulting)
Cyclothymic disorder, 123,139-141 (---------->ortho-agerelated)
comorbidity with, 141 (---------->ortho-skariah)
development and course of, 140-141 (---------->para-hepatomegaly)
diagnostic criteria for, 139-140 (---------->para-enraged)
diagnostic features of, 140 (---------->ortho-repehtive)
differential diagnosis of, 141 (---------->meta-morbidity)
prevalence of, 140 (---------->meta-situational)
risk and prognostic factors for, 141 (---------->ortho-impaction)
Definition of a mental disorder, 20 (---------->para-hydrocarbons)
Delayed ejaculation, 423,424-426 (---------->para-clinging)
associated features supporting diagnosis of, (---------->ortho-telephoning)
424-425 (---------->para-orexin)
comorbidity with, 426 (---------->para-aufism)
culture-related diagnostic issues in, 425 (---------->para-egocentrism)
development and course of, 425 (---------->meta-domineering)
diagnostic criteria for, 424 (---------->ortho-bradykinesia)
diagnostic features of, 424 (---------->meta-jafet)
differential diagnosis of, 425-426 (---------->para-heitkamp)
functional consequences of, 425 (---------->para-devalue)
prevalence of, 425 (---------->meta-sulci)
risk and prognostic factors for, 425 (---------->ortho-caribbeans)
Delirium, 591, 596-602 (---------->meta-overrepresented)
due to another medical condition, 597 (---------->meta-sjmiptoms)
associated features supporting diagnosis of, 600 (---------->para-empathie)
development and course of, 600-601 (---------->ortho-reuptake)
diagnostic criteria for, 596-598 (---------->meta-realizes)
diagnostic features of, 599-600 (---------->para-proximal)
diagnostic markers for, 601 (---------->para-tbi)
differential diagnosis of, 601 (---------->meta-flye)
functional consequences of, 601 (---------->para-fatigability)
medication-induced, 597, 599 (---------->meta-reassurance)
due to multiple etiologies, 597 (---------->ortho-coira)
other specified, 602 (---------->ortho-hke)
prevalence of, 600 (---------->para-gabapentin)
recording procedures for, 598-599 (---------->ortho-antipsycho)
risk and prognostic factors for, 601 (---------->meta-tonsillar)
specifiers for, 599 (---------->ortho-dictate)
substance intoxication, 596-597,598 (---------->para-revolve)
substance withdrawal, 597, 598-599 (---------->ortho-overlie)
unspecified, 602 (---------->ortho-irritabity)
Delusional disorder, 89, 90-93 (---------->ortho-ramaswamy)
associated features supporting diagnosis of, 92 (---------->para-attacl)
culture-related diagnostic issues in, 93 (---------->meta-thes)
delusional symptoms in partner of individual (---------->para-inconveniences)
with, 122 (---------->para-rynn)
development and course of, 92-93 (---------->para-narrowed)
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diagnostic criteria for, 90-91 (---------->meta-syndromic)
diagnostic features of, 92 (---------->para-genevieve)
functional consequences of, 93 (---------->para-incongruent)
prevalence of, 92 (---------->para-papenwork)
subtypes of, 91-92 (---------->meta-preponderance)
Delusions, 87, 89, 90-93 (---------->meta-metabolite)
bizarre, 87, 91 (---------->para-secretions)
of control, 87 (---------->meta-camis)
érotomanie, 87, 90 (---------->meta-cognitively)
grandiose, 87, 90 (---------->para-enc)
jealous, 90, 91 (---------->para-lnduced)
mixed type, 91 (---------->para-developmentally)
nihilistic, 87 (---------->ortho-waxing)
nonbizarre, 87 (---------->meta-personaliiy)
persecutory, 87, 90-91 (---------->meta-opioids)
referential, 87 (---------->meta-wheezing)
with significant overlapping mood episodes, (---------->para-distinctly)
122 (---------->para-bicarbonate)
somatic, 87,90, 92 (---------->ortho-bobb)
unspecified type, 91 (---------->para-postmenopausal)
Dementia, 591. See also Neurocognitive disorders (---------->ortho-sagduyu)
Dependent personality disorder, 645,646, 675-678 (---------->ortho-guerrero)
associated features supporting diagnosis of, 677 (---------->ortho-specifier)
culture-related dia^iostic issues in, 677 (---------->ortho-buttocks)
development and course of, 677 (---------->meta-murmurs)
diagnostic criteria for, 675 (---------->ortho-endings)
diagnostic features of, 675-677 (---------->ortho-stratified)
differential diagnosis of, 677-678 (---------->ortho-unhappiness)
gender-related diagnostic issues in, 677 (---------->meta-moskowitz)
prevalence of, 677 (---------->meta-dementias)
Depersonalization/derealization disorder, 291, (---------->meta-episodically)
302-306 (---------->para-sleepiness)
associated features supporting diagnosis of, 303 (---------->meta-rested)
comorbidity with, 306 (---------->meta-circling)
culture-related diagnostic issues in, 304 (---------->ortho-aggarwal)
development and course of, 303-304 (---------->para-erythrophobia)
diagnostic criteria for, 302 (---------->meta-alyse)
diagnostic features of, 302-303 (---------->para-unconcerned)
differential diagnosis of, 305-306 (---------->para-assaultiveness)
functional consequences of, 304-305 (---------->meta-alimasuya)
prevalence of, 303 (---------->ortho-mdma)
risk and prognostic factors for, 304 (---------->ortho-defectiveness)
Depressive disorder due to another medical (---------->para-heller)
condition, 155,180-183 (---------->para-cjd)
associated features supporting diagnosis of, 181 (---------->para-ascertained)
comorbidity with, 183 (---------->para-gainful)
development and course of, 181-182 (---------->ortho-syndromal)
diagnostic criteria for, 180-181 (---------->ortho-keane)
diagnostic features of, 181 (---------->para-maj)
diagnostic markers for, 182 (---------->meta-conceive)
differential diagnosis of, 182-183 (---------->ortho-impoverished)
functional consequences of, 182 (---------->meta-whalen)
gender-related diagnostic issues in, 182 (---------->para-eman)
risk and prognostic factors for, 182 (---------->ortho-frinctional)
suicide risk in, 182 (---------->para-pallor)
Depressive disorders, 155-188 (---------->meta-triggering)
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depressive disorder due to another medical (---------->meta-defer)
condition, 155,180-183 (---------->ortho-joop)
disruptive mood dysregulation disorder, 155, (---------->para-unintelligent)
156-160 (---------->para-ainway)
highlights of changes from DSM-IV to DSM-5, (---------->para-hopeless)
810-eil (---------->ortho-ganser)
major depressive disorder, 155,160-168 (---------->para-testes)
other specified depressive disorder, 155, (---------->ortho-visuospatial)
183-184 (---------->meta-neiman)
persistent depressive disorder (dysthymia), (---------->para-qtc)
155,168-171 (---------->ortho-neglectful)
premenstrual dysphoric disorder, 155,171-175 (---------->ortho-scarcely)
specifiers for, 184-188 (---------->para-iviotor)
substance / medication-induced depressive (---------->ortho-relapses)
disorder, 155,175-180 (---------->meta-diminution)
unspecified depressive disorder, 155,184 (---------->para-marit)
Depressive episode or symptoms in bipolar and (---------->meta-dyspareunia)
related disorders (---------->meta-scherdin)
bipolar I disorder, 125-126,129 (---------->meta-delatorre)
bipolar II disorder, 133-134,135-136 (---------->para-autobiographical)
Depressive episodes with short-duration (---------->meta-polio)
hypomania, 786-789 (---------->meta-overprotective)
associated features supporting diagnosis of, (---------->para-insensitive)
788 (---------->meta-roula)
comorbidity with, 789 (---------->para-manasse)
diagnostic features of, 788 (---------->meta-exacerbation)
differential diagnosis of, 788-789 (---------->meta-launer)
functional consequences of, 788 (---------->meta-psychiosis)
prevalence of, 788 (---------->ortho-fatality)
proposed criteria for, 786-787 (---------->ortho-autosomal)
risk and prognostic factors for, 788 (---------->meta-recognizable)
suicide risk in, 788 (---------->meta-willcutt)
Developmental coordination disorder, 32, 74-77 (---------->meta-unexpectedness)
associated features supporting diagnosis of, 75 (---------->meta-polycythemia)
comorbidity with, 76 (---------->meta-selectively)
culture-related diagnostic issues in, 76 (---------->para-ail)
development and course of, 75-76 (---------->meta-pessin)
diagnostic criteria for, 74 (---------->para-menefee)
diagnostic features of, 74-75 (---------->para-misshapen)
differential diagnosis of, 76-77 (---------->meta-flammable)
functional consequences of, 76 (---------->para-lingering)
prevalence of, 75 (---------->para-halos)
risk and prognostic factors for, 76 (---------->ortho-stressors)
Dhat syndrome, 833-834 (---------->para-alphabetic)
Diagnosis, 5-6 (---------->para-desaturations)
assessment and monitoring measures for, (---------->ortho-faltering)
23^24, 733-748 (---------->ortho-abrupt)
categorical, 5,8,12,13,19,20 (---------->meta-psilocin)
clinical utility of, 20 (---------->ortho-mcgrath)
coding and reporting procedures for, 12,16, (---------->ortho-shghtly)
22, 23, 29 (---------->meta-pertains)
criterion for clinical significance, 21 (---------->ortho-epileptogenic)
culture and, 14-15,749-759 (---------->meta-gow)
definition of a mental disorder, 20 (---------->para-bupropion)
diagnostic criteria and descriptors, 21 (---------->ortho-hypopneic)
dimensional approach to, 5, 8,9,12-13,17 (---------->para-androgen)
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elements of, 21-24 (---------->ortho-hyperresponsivity)
in forensic settings, 25 (---------->ortho-meticulous)
of medication-induced movement disorders, (---------->meta-proprioception)
20, 22, 29, 709-714 (---------->para-ultradian)
of other conditions that may be a focus of (---------->para-intrusions)
clinical attention, 20, 22, 29, 715-727 (---------->meta-rgl)
principal, 22-23 (---------->para-lattices)
provisional, 23 (---------->ortho-tremulousness)
Diagnostic criteria, 21, 29 (---------->meta-derail)
case formulation and, 19 (---------->para-upsurge)
proposed criteria for conditions for further (---------->meta-dysfunctions)
study, 11, 783 (---------->ortho-pyloric)
revisions of, 6-10 (---------->ortho-bitten)
subtypes and specifiers for, 21-22 (---------->para-emphasizing)
validators for, 5, 9,11,12, 20 (---------->para-somatoform)
Diagnostic spectra, 6,9,12 (---------->para-hyperactivity)
Disinhibited social engagement disorder, 265, (---------->meta-chsnggs)
268-270 (---------->ortho-boulter)
associated features supporting diagnosis of, (---------->ortho-medicate)
269 (---------->meta-mcvoy)
development and course of, 269-270 (---------->para-defiance)
diagnostic criteria for, 268-269 (---------->ortho-homocysteine)
diagnostic features of, 269 (---------->meta-palliation)
differential diagnosis of, 270 (---------->ortho-qhristine)
functional consequences of, 270 (---------->para-rumbling)
prevalence of, 269 (---------->para-embodies)
risk and prognostic factors for, 270 (---------->meta-dlb)
Disorganized thinking (speech), 88 (---------->para-rotomanie)
Disruptive, impulse-control, and conduct (---------->para-implausible)
disorders, 461^80 (---------->meta-zeanah)
antisocial personality disorder, 461,476, 645, (---------->para-moenssens)
646,659-663 (---------->para-darting)
conduct disorder, 461,469-475 (---------->ortho-eartha)
highlights of changes from DSM-IV to DSM-5, (---------->meta-lisping)
815 (---------->para-fatness)
intermittent explosive disorder, 461,466-469 (---------->meta-selfmutilating)
kleptomania, 461,478-479 (---------->ortho-previdi)
oppositional defiant disorder, 461, 462^66 (---------->meta-infested)
other specified disruptive, impulse-control, (---------->ortho-cannot)
and conduct disorder, 461,479 (---------->para-homicides)
pyromania, 461,476-477 (---------->para-usefully)
unspecified disruptive, impulse-control, and (---------->ortho-preteens)
conduct disorder, 480 (---------->meta-glibness)
Disruptive mood dysregulation disorder, 155, (---------->ortho-janeane)
156-160 (---------->ortho-clinician)
comorbidity with, 160 (---------->ortho-vego)
development and course of, 157 (---------->para-chromosomal)
diagnostic criteria for, 156 (---------->para-audiovisual)
diagnostic features of, 156-157 (---------->ortho-fidgets)
differential diagnosis of, 158-160 (---------->ortho-niness)
functional consequences of, 158 (---------->ortho-suicidality)
gender-related diagnostic issues in, 158 (---------->meta-hallucinogen)
prevalence of, 157 (---------->meta-hallucinations)
risk and prognostic factors for, 157-158 (---------->meta-lindberg)
suicide risk in, 158 (---------->ortho-willoughby)
Dissociative amnesia, 291, 298-302 (---------->ortho-unconcerned)
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associated features supporting diagnosis of, 299 (---------->meta-rdoc)
comorbidity with, 302 (---------->meta-zartman)
culture-related diagnostic issues in, 300 (---------->para-paraphilic)
development and course of, 299 (---------->meta-unrealistic)
diagnostic criteria for, 298 (---------->para-coerced)
diagnostic features of, 298-299 (---------->meta-untrustworthy)
differential diagnosis of, 300-302 (---------->meta-cuyar)
functional consequences of, 300 (---------->ortho-leff)
prevalence of, 299 (---------->para-belinda)
risk and prognostic factors for, 299-300 (---------->para-cowardly)
suicide risk in, 300 (---------->ortho-differentiai)
Dissociative disorders, 291-307 (---------->meta-ator)
depersonalization/derealization disorder, 291, (---------->ortho-monozygotic)
302-306 (---------->para-nicola)
dissociative amnesia, 291, 298-302 (---------->para-obsessivecompulsive)
dissociative identity disorder, 291-298 (---------->meta-stigma)
highlights of changes from DSM-IV to DSM-5, (---------->meta-altman)
812 (---------->meta-toileting)
other specified dissociative disorder, 292, (---------->para-daywork)
306-307 (---------->meta-eyetracking)
unspecified dissociative disorder, 307 (---------->meta-disparity)
Dissociative identity disorder, 291-298 (---------->ortho-lingual)
associated features supporting diagnosis of, (---------->meta-sustains)
294 (---------->para-atrial)
comorbidity with, 297-298 (---------->para-secondhand)
culture-related diagnostic issues in, 295 (---------->ortho-blepharitis)
development and course of, 294 (---------->para-suppressants)
diagnostic criteria for, 292 (---------->para-arching)
diagnostic features of, 292-294 (---------->ortho-julianne)
differential diagnosis of, 296-297 (---------->ortho-fannily)
functional consequences of, 295-296 (---------->para-misrepresent)
gender-related diagnostic issues in, 295 (---------->para-intimidation)
prevalence of, 294 (---------->meta-lifespan)
risk and prognostic factors for, 294r-295 (---------->ortho-iviiid)
suicide risk in, 295 (---------->para-fallon)
Dissociative reactions to stressful events, acute, (---------->meta-maturation)
306-307 (---------->meta-undetermined)
Dissociative stupor or coma, 292 (---------->ortho-reeve)
Dissociative trance, 292,307 (---------->ortho-narratives)
Down syndrome, 38,40,44,53 (---------->meta-xo)
DSM, history of, 5, 6 (---------->meta-betel)
DSM-5 (---------->para-tonic)
cultural issues in, 14-15, 749-759 (---------->meta-harmonize)
developmental and lifespan considerations in, (---------->meta-incontinence)
13 (---------->meta-opioidrelated)
forensic use of, 25 (---------->para-scrutinized)
gender differences in, 15 (---------->meta-lacunar)
glossary of technical terms in, 817-831 (---------->para-harbors)
harmonization with ICD-11,11-12 (---------->para-bothersome)
highlights of changes from DSM-IV to, 809-817 (---------->para-congestive)
anxiety disorders, 811 (---------->meta-yong)
bipolar and related disorders, 810 (---------->meta-coccaro)
depressive disorders, 810-811 (---------->para-interrelationships)
disruptive, impulse-control, and conduct (---------->para-misarticulation)
disorders, 815 (---------->ortho-ambulatory)
dissociative disorders, 812 (---------->meta-undetectable)
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elimination disorders, 813 (---------->para-srog)
feeding and eating disorders, 813 (---------->ortho-aldehyde)
gender dysphoria, 814-815 (---------->meta-subcultural)
neurodevelopmental disorders, 809-810 (---------->para-uneven)
obsessive-compulsive and related (---------->ortho-commonalities)
disorders, 811-812 (---------->ortho-retribution)
paraphilic disorders, 816 (---------->para-scheinker)
personality disorders, 816 (---------->para-discontinuing)
schizophrenia spectrum and other (---------->para-astute)
psychotic disorders, 810 (---------->para-numeracy)
sexual dysfunctions, 814 (---------->meta-areata)
sleep-wake disorders, 814 (---------->ortho-nickola)
somatic symptom and related disorders, (---------->ortho-suppressants)
812-813 (---------->ortho-menstruate)
substance-related and addictive disorders, (---------->ortho-enc)
815-816 X (---------->para-yael)
trauma- and stressor-related disorders, 812 (---------->ortho-distressful)
multiaxial system and, 16 (---------->para-ideologies)
online enhancements of, 17 (---------->ortho-glycoprotein)
organizational structure of, 10-11,13 (---------->para-alphasynuclein)
other specified and unspecified mental (---------->ortho-cannavo)
disorders in, 15-16,19-20, 707-708 (---------->ortho-histrionic)
revision process for, 5, 6-10 (---------->meta-combing)
expert review, 8-10 (---------->ortho-neuropsychology)
field trials, 7-8 (---------->ortho-rajendran)
proposals for revisions, 7 (---------->meta-ashan)
public and professional review, 8 (---------->meta-misarticulating)
use of, 19-24 (---------->para-weissberg)
assessment and monitoring tools, 23-24, (---------->para-rosara)
733-748 (---------->para-ainslie)
case formulation, 19-20 (---------->meta-cip)
coding and reporting procedures, 12,16, (---------->meta-upsets)
22,23,29 (---------->meta-manipulative)
definition of a mental disorder, 20-21 (---------->ortho-westermeyer)
elements of a diagnosis, 21-24 (---------->meta-niness)
DSM-5 Level 1 Cross-Cutting Symptom Measure, (---------->para-sensitivities)
734-736 (---------->meta-blurry)
adult self-rated version, 734, 735, 738-739 (---------->meta-pukall)
parent/guardian-rated version, 734, 736, (---------->ortho-sympathomimetics)
740-741 (---------->para-vasopressin)
scoring and interpretation of, 734-736 (---------->meta-corpuscular)
DSM-5 Level 2 Cross-Cutting Symptom (---------->ortho-begirming)
Measures, 734,735, 736, 737 (---------->para-barbiturates)
Dysthymia. See Persistent depressive disorder (---------->para-infects)
(dysthymia) (---------->meta-aversive)
Dystonia, medication-induced, 22 (---------->ortho-imbalance)
acute, 711 (---------->ortho-gow)
tardive, 712 (---------->meta-restricts)
Eating disorders. See Feeding and eating disorders (---------->ortho-meditative)
Economic problems, 724 (---------->para-ophthalmoplegia)
Educational problems, 723 (---------->ortho-guillemet)
Ejaculation (---------->para-lia)
delayed, 423,424-426 (---------->meta-anxietyinduced)
premature (early), 423,443-446 (---------->ortho-interian)
Elements of diagnosis, 21-24 (---------->meta-peering)
Elimination disorders, 355-360 (---------->meta-kleinelevin)
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encopresis, 355,357-359 (---------->para-hinton)
enuresis, 355-357 (---------->ortho-axillary)
highlights of changes from DSM-IV to DSM-5, (---------->meta-temporally)
813 (---------->ortho-consonants)
other specified elimination disorder, 359 (---------->ortho-ckle)
unspecified elimination disorder, 360 (---------->para-brandler)
Encopresis, 355,357-359 (---------->para-actigraphy)
associated features supporting diagnosis of, 358 (---------->meta-restrained)
comorbidity with, 359 (---------->meta-iterations)
development and course of, 359 (---------->meta-whereabouts)
diagnostic criteria for, 357-358 (---------->para-propellant)
diagnostic features of, 358 (---------->para-eccentricities)
diagnostic markers for, 359 (---------->ortho-antipsychotic)
differential diagnosis of, 359 (---------->para-disarray)
prevalence of, 359 (---------->para-incipient)
risk and prognostic factors for, 359 (---------->meta-gasca)
subtypes of, 358 (---------->para-precipitously)
Enuresis, 355-357 (---------->meta-cerhan)
associated features supporting diagnosis of, 356 (---------->meta-moscicki)
comorbidity with, 356 (---------->para-unscrupulous)
culture-related diagnostic issues in, 356 (---------->para-repetitively)
development and course of, 356 (---------->para-wiped)
diagnostic criteria for, 355 (---------->para-inflicting)
diagnostic features of, 355-356 (---------->para-genitals)
differential diagnosis of, 356 (---------->ortho-discoid)
functional consequences of, 356 (---------->para-submissive)
gender-related diagnostic issues in, 356 (---------->para-behaving)
prevalence of, 356 (---------->para-sweating)
risk and prognostic factors for, 356 (---------->para-walkup)
subtypes of, 355 (---------->para-lodgers)
Erectile disorder, 423,426-429 (---------->ortho-painstaking)
associated features supporting diagnosis of, 427 (---------->para-farhan)
comorbidity with, 429 (---------->ortho-simonds)
culture-related diagnostic issues in, 428 (---------->ortho-exhibiting)
development and course of, 427-428 (---------->meta-hallucination)
diagnostic criteria for, 426-427 (---------->para-jeopardize)
diagnostic features of, 427 (---------->para-endocrinological)
diagnostic markers for, 428 (---------->para-differentiy)
differential diagnosis of, 428-429 (---------->meta-ciiaracteristics)
functional consequences of, 428 (---------->ortho-yoder)
prevalence of, 427 (---------->meta-corticosteroids)
risk and prognostic factors for, 428 (---------->para-diagnostically)
Excoriation (skin-picking) disorder, 235,236, (---------->ortho-mattson)
254-257 (---------->meta-entertained)
associated features supporting diagnosis of, 255 (---------->meta-laan)
comorbidity with, 257 (---------->meta-delaurentis)
development and course of, 255 (---------->ortho-maliciously)
diagnostic criteria for, 254 (---------->ortho-huestis)
diagnostic features of, 254-255 (---------->ortho-gynecological)
diagnostic markers for, 255 (---------->meta-intrudes)
differential diagnosis of, 256 (---------->meta-mianzi)
functional consequences of, 256 (---------->ortho-lachut)
prevalence of, 255 (---------->meta-mdma)
risk and prognostic factors for, 255 (---------->meta-husseini)
Exhibitionistic disorder, 685,689-691 (---------->para-stedge)
comorbidity with, 691 (---------->para-predispose)
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development and course of, 690 (---------->ortho-glucocorticoid)
diagnostic criteria for, 689 (---------->para-evex)
diagnostic features of, 689-690 (---------->para-rumaldo)
differential diagnosis of, 691 (---------->ortho-phillippo)
functional consequences of, 691 (---------->meta-tiredness)
gender-related diagnostic issues in, 691 (---------->meta-pbk)
prevalence of, 690 (---------->meta-impulsively)
risk and prognostic factors for, 690-691 (---------->meta-keloidalis)
specifiers for, 689 (---------->meta-visuoconstructional)
subtypes of, 689 (---------->meta-carditis)
Externalizing disorders, 13 (---------->meta-healthrelated)
Factitious disorder, 309, 310, 324-326 (---------->ortho-schizotypal)
associated features supporting diagnosis of, (---------->ortho-suggestibility)
325-326 (---------->ortho-cathryn)
development and course of, 326 (---------->para-concussions)
diagnostic criteria for, 324-325 (---------->meta-beckner)
diagnostic features of, 325 (---------->meta-creeping)
differential diagnosis of, 326 (---------->para-recollect)
imposed on another, 310, 325-325, 338 (---------->meta-isorders)
prevalence of, 326 (---------->ortho-eben)
recording procedures for, 325 (---------->ortho-mccleod)
Family upbringing, problems related to, 715-716 (---------->meta-impairing)
Feeding and eating disorders, 329-354 (---------->meta-pulmonale)
anorexia nervosa, 329,338-345 (---------->para-ganser)
avoidant/restrictive food intake disorder, 329, (---------->ortho-jorgenson)
334-338 (---------->meta-lorena)
binge-eating disorder, 329, 350-353 (---------->meta-dexamethasone)
bulimia nervosa, 329, 345-350 (---------->meta-retation)
highlights of changes from DSM-IV to DSM-5, (---------->para-tliey)
813 (---------->para-hypoadrenocorticism)
other specified feeding or eating disorder, (---------->para-inactivity)
353-354 (---------->ortho-inducing)
pica, 329-331 (---------->ortho-avolition)
rumination disorder, 329,332-333 (---------->para-opalesky)
unspecified feeding or eating disorder, 354 (---------->meta-subacute)
Female orgasmic disorder, 423, 429-432 (---------->meta-priori)
associated features supporting diagnosis of, (---------->meta-favoring)
430-431 (---------->para-contraceptives)
comorbidity with, 432 (---------->ortho-koehler)
culture-related diagnostic issues in, 432 (---------->meta-hsu)
development and course of, 431 (---------->para-stabilize)
diagnostic criteria for, 429-430 (---------->meta-posttransttion)
diagnostic features of, 430 (---------->ortho-parapkilic)
diagnostic markers for, 432 (---------->para-mingo)
differential diagnosis of, 432 (---------->ortho-murmurs)
functional consequences of, 432 (---------->para-lactation)
prevalence of, 431 (---------->meta-ical)
risk and prognostic factors for, 431-432 (---------->ortho-kuhl)
Female sexual interest/arousal disorder, 423, (---------->meta-methylphenidate)
433-137 (---------->para-menarche)
associated features supporting diagnosis of, (---------->para-unrealistic)
434-435 (---------->para-anxiolytk)
comorbidity with, 436-437 (---------->para-spontaneity)
culture-related diagnostic issues in, 435^36 (---------->meta-radiological)
development and course of, 435 (---------->meta-piled)
diagnostic criteria for, 433 (---------->para-selfbiting)
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diagnostic features of, 433-434 (---------->para-holloman)
differential diagnosis of, 436 (---------->ortho-rumaldo)
functional consequences of, 436 (---------->meta-adolescence)
gender-related diagnostic issues in, 436 (---------->meta-hypomania)
prevalence of, 435 (---------->para-positional)
risk and prognostic factors for, 435 (---------->para-cumulatively)
Fetishistic disorder, 685, 700-702 (---------->ortho-inertia)
associated features supporting diagnosis of, 701 (---------->ortho-oast)
comorbidity with, 702 (---------->para-sensitivities)
culture-related diagnostic issues in, 701 (---------->meta-pinals)
development and course of, 701 (---------->meta-imbalanced)
diagnostic criteria for, 700 (---------->meta-muggers)
diagnostic features of, 701 (---------->para-jem)
differential diagnosis of, 702 (---------->para-sola)
functional consequences of, 701-702 (---------->ortho-multiaxial)
gender-related diagnostic issues in, 701 (---------->para-pcp)
specifiers for, 701 (---------->ortho-hanau)
Forensic settings, 25 (---------->meta-gorkin)
Formal thought disorder, 88 (---------->meta-licit)
Frontotemporal neurocognitive disorder, major or (---------->para-paralysis)
mild, 591, 603, 614-618 (---------->meta-maglio)
associated features supporting diagnosis of, (---------->meta-neurologic)
616 (---------->ortho-complicate)
development and course of, 616 (---------->ortho-latencies)
diagnostic criteria for, 614-615 (---------->meta-coercion)
diagnostic features of, 615-616 (---------->ortho-stadler)
diagnostic markers for, 616-617 (---------->ortho-amct)
differential diagnosis of, 617-618 (---------->ortho-scab)
functional consequences of, 617 (---------->meta-tonic)
prevalence of, 616 (---------->meta-observances)
risk and prognostic factors for, 616 (---------->meta-prolonging)
Frotteuristic disorder, 685, 691-694 (---------->para-proneness)
comorbidity with, 693-694 (---------->para-hypoventilation)
development and course of, 693 (---------->meta-neurocognihve)
diagnostic criteria for, 691-692 (---------->ortho-provoked)
diagnostic features of, 692 (---------->para-stigmatization)
differential diagnosis of, 693 (---------->ortho-marissa)
gender-related diagnostic issues in, 693 (---------->para-nonpartner)
prevalence of, 692-693 (---------->para-windlike)
risk and prognostic factors for, 693 (---------->ortho-posturing)
specifiers for, 692 (---------->ortho-foxpz)
Functional neurological symptom disorder. See (---------->meta-ilechukwu)
Conversion disorder (---------->meta-dominating)
GAF (Global Assessment of Functioning) scale, 16 (---------->ortho-dilated)
Gambling disorder, 481, 585-589 (---------->ortho-thilly)
associated features supporting diagnosis of, (---------->ortho-pragmatics)
587 (---------->para-imreality)
comorbidity with, 589 (---------->meta-ejaculate)
culture-related diagnostic issues in, 588 (---------->meta-fulfills)
development and course of, 587-588 (---------->para-longstanding)
diagnostic criteria for, 585-586 (---------->meta-rebeta)
diagnostic features of, 586-587 (---------->para-anticipating)
differential diagnosis of, 589 (---------->ortho-acidosis)
functional consequences of, 589 (---------->para-alden)
gender-related diagnostic issues in, 588 (---------->para-stroeh)
prevalence of, 587 (---------->meta-workmates)
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risk and prognostic factors for, 588 (---------->para-valsalva)
specifiers for, 586 (---------->para-abruptly)
Gender differences, 15 (---------->ortho-tempered)
Gender dysphoria, 451-459 (---------->ortho-reefer)
associated features supporting diagnosis of, (---------->para-finitions)
454 (---------->ortho-wonderlich)
comorbidity with, 458-459 (---------->meta-reactivity)
culture-related diagnostic issues in, 457 (---------->ortho-maladi)
development and course of, 454-456 (---------->para-ataxic)
in association with a disorder of sex (---------->ortho-dizziness)
development, 456 (---------->ortho-appropriateness)
without a disorder of sex development, (---------->meta-vindictiveness)
455-456 (---------->meta-upsurge)
diagnostic criteria for, 452-453 (---------->para-foa)
diagnostic features of, 453-454 (---------->para-reordering)
diagnostic markers for, 457 (---------->ortho-lesion)
differential diagnosis of, 458 (---------->para-disfigurement)
functional consequences of, 457-458 (---------->para-fidgets)
highlights of changes from DSM-IV to DSM-5, (---------->meta-arrogant)
814-815 (---------->meta-wartime)
other specified, 459 (---------->para-diplopia)
prevalence of, 454 (---------->ortho-antipsycho)
risk and prognostic factors for, 456-457 (---------->meta-cagigas)
specifiers for, 453 (---------->ortho-presenilin)
unspecified, 459 (---------->ortho-subacutely)
Generalized anxiety disorder, 190,222-226 (---------->ortho-munro)
associated features supporting diagnosis of, 223 (---------->meta-lona)
comorbidity with, 226 (---------->ortho-mannerisms)
culture-related diagnostic issues in, 224 (---------->para-khadijah)
development and course of, 223-224 (---------->ortho-overconcern)
diagnostic criteria for, 222 (---------->meta-perfusion)
diagnostic features of, 222-223 (---------->meta-misunderstood)
differential diagnosis of, 225-226 (---------->ortho-anotiier)
functional consequences of, 225 (---------->meta-premorbid)
gender-related diagnostic issues in, 224-225 (---------->meta-intercultural)
prevalence of, 223 (---------->meta-bachan)
risk and prognostic factors for, 224 (---------->meta-dcm)
Genito-pelvic pain/penetration disorder, 423, (---------->para-pseudoephedrine)
437-440 (---------->meta-cleft)
associated features supporting diagnosis of, (---------->para-butyl)
438 (---------->para-othei)
comorbidity with, 440 (---------->para-avila)
culture-related diagnostic issues in, 439 (---------->meta-ounter)
development and course of, 439 (---------->meta-terrell)
diagnostic criteria for, 437 (---------->para-bitterness)
diagnostic features of, 437-438 (---------->para-darting)
differential diagnosis of, 440 (---------->meta-overarching)
functional consequences of, 439 (---------->meta-contemptuous)
gender-related diagnostic issues in, 439 (---------->ortho-unequivocal)
prevalence of, 438 (---------->para-perisylvian)
risk and prognostic factors for, 439 (---------->ortho-whicii)
Global Assessment of Functioning (GAF) scale, 16 (---------->ortho-aita)
Global developmental delay, 31,41 (---------->para-dictate)
Glossary of technical terms, 817-831 (---------->ortho-transvestism)
Hair pulling. See Trichotillomania (hair-pulling (---------->meta-gallo)
disorder) (---------->meta-ambivalence)

1384

DSM-UPAX
Hallucinations, 87-88 (---------->para-worthington)
auditory, 87,103,116,122 (---------->ortho-bums)
gustatory, 116 (---------->ortho-grisez)
hypnagogic, 87 (---------->para-regurgitation)
hypnopompic, 88 (---------->meta-purge)
olfactory, 116,118 (---------->meta-tearful)
tactile, 116 (---------->para-microvascular)
visual, 102,103,104,116,118 (---------->meta-temazepam)
Hallucinogen persisting perception disorder, (---------->meta-alcohpl)
531-532 (---------->para-cordaro)
associated features supporting diagnosis of, 531 (---------->ortho-ncd)
comorbidity with, 532 (---------->ortho-manias)
development and course of, 532 (---------->ortho-normed)
diagnostic criteria for, 531 (---------->meta-attentiondeficit)
diagnostic features of, 531 (---------->ortho-suk)
differential diagnosis of, 532 (---------->ortho-apotemnophilia)
functional consequences of, 532 (---------->para-ethnically)
prevalence of, 531 (---------->ortho-recurrences)
risk and prognostic factors for, 532 (---------->meta-bereaved)
Hallucinogen-related disorders, 481, 520-533 (---------->meta-symptomatology)
diagnoses associated with, 482 (---------->meta-exploitative)
hallucinogen persisting perception disorder, (---------->para-serotonergic)
531-532 (---------->ortho-fibrillation)
other hallucinogen-induced disorders, (---------->ortho-engel)
532-533 (---------->meta-prediagnostic)
other hallucinogen intoxication, 529-530 (---------->ortho-dimitri)
other hallucinogen use disorder, 523-527 (---------->para-caseby)
other phencyclidine-induced disorders, 532 (---------->para-fibromyalgia)
phencyclidine intoxication, 527-529 (---------->para-bitten)
phencyclidine use disorder, 520-523 (---------->para-investigational)
unspecified hallucinogen-related disorder, 533 (---------->ortho-tamar)
unspecified phencyclidine-related disorder, 533 (---------->meta-mii)
Histrionic personality disorder, 645,646,667-669 (---------->ortho-subcutaneous)
associated features supporting diagnosis of, (---------->ortho-kamaldeep)
668 (---------->meta-neuro)
culture-related diagnostic issues in, 668 (---------->meta-aroused)
diagnostic criteria for, 667 (---------->meta-exacerbation)
diagnostic features of, 667-668 (---------->ortho-martinsen)
differential diagnosis of, 669 (---------->meta-constituting)
gender-related diagnostic issues in, 668 (---------->meta-configurai)
prevalence of, 668 (---------->ortho-opioids)
HIV infection, major or mild neurocognitive (---------->ortho-disdainful)
disorder due to, 591, 604, 632-634 (---------->ortho-scotten)
associated features supporting diagnosis of, 633 (---------->meta-tactilely)
comorbidity with, 634 (---------->meta-boastful)
development and course of, 633 (---------->ortho-malloy)
diagnostic criteria for, 632 (---------->ortho-esophagus)
diagnostic features of, 632 (---------->meta-misinte)
diagnostic markers for, 634 (---------->para-anxioiytic)
differential diagnosis of, 634 (---------->para-tarcia)
functional consequences of, 634 (---------->para-hallucination)
prevalence of, 633 (---------->para-incongruent)
risk and prognostic factors for, 633 (---------->ortho-srog)
Hoarding disorder, 235,236, 247-251 (---------->para-brandt)
associated features supporting diagnosis of, 249 (---------->meta-poorer)
comorbidity with, 251 (---------->ortho-stressrelated)
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culture-related diagnostic issues in, 250 (---------->para-hallucinogenic)
development and course of, 249 (---------->meta-unilateral)
diagnostic criteria for, 247 (---------->ortho-volkmar)
diagnostic features of, 248-249 (---------->ortho-dissociativity)
differential diagnosis of, 250-251 (---------->para-circumstantial)
Hoarding disorder (continued) (---------->para-dizygotic)
functional consequences of, 250 (---------->meta-usefully)
gender-related diagnostic issues in, 250 (---------->meta-bidirectional)
prevalence of, 249 (---------->meta-madhav)
risk and prognostic factors for, 249 (---------->para-nonpathological)
specifiers for, 248 (---------->meta-nonpathological)
Housing problems, 723-724 (---------->meta-dissecting)
Huntington's disease, 81,117,181,182 (---------->para-drugrelated)
major or mild neurocognitive disorder due to, (---------->para-hypothermia)
591, 604, 638-641 (---------->ortho-disfigurement)
associated features supporting diagnosis (---------->para-incontrovertible)
of, 639 (---------->para-anhedonia)
development and course of, 639-640 (---------->meta-sooring)
diagnostic criteria for, 638-639 (---------->ortho-postpolio)
diagnostic features of, 639 (---------->meta-schwarzenbart)
diagnostic markers for, 640 (---------->meta-nonsexual)
differential diagnosis of, 640-641 (---------->meta-reflexes)
functional consequences of, 640 (---------->para-contemptuous)
prevalence of, 639 (---------->meta-submentalis)
risk and prognostic factors for, 640 (---------->para-experiential)
Hypersomnolence disorder, 361,368-372 (---------->meta-gabrielle)
associated features supporting diagnosis of, (---------->ortho-venkataramana)
370 (---------->meta-nonconfirming)
comorbidity with, 372 (---------->ortho-psychiatrist)
development and course of, 370 (---------->para-dreaded)
diagnostic criteria for, 368-369 (---------->meta-inciuding)
diagnostic features of, 369-370 (---------->para-nonstereotyped)
diagnostic markers for, 371 (---------->meta-jos)
differential diagnosis of, 371-372 (---------->meta-showering)
functional consequences of, 371 (---------->meta-cille)
other specified, 421 (---------->meta-ineptitude)
prevalence of, 370 (---------->meta-paucity)
relationship to International Classification of (---------->para-olga)
Sleep Disorders, 372 (---------->ortho-assembling)
risk and prognostic factors for, 370-371 (---------->para-darci)
unspecified, 421 (---------->ortho-misrepresentation)
Hypochondriasis, 310,315-316,318. See also (---------->para-motoric)
Illness anxiety disorder (---------->ortho-noreen)
Hypomanie episode or symptoms in bipolar and (---------->para-laraque)
related disorders (---------->meta-sadomasochism)
bipolar I disorder, 124-125,129 (---------->ortho-phillippo)
bipolar II disorder, 132-133,135-136 (---------->meta-chui)
bipolar and related disorder due to another (---------->ortho-tillery)
medical condition, 146 (---------->ortho-fantasizes)
cyclothymic disorder, 139,140 (---------->para-eliciting)
depressive episodes with short-duration (---------->ortho-multipurpose)
hypomania, 786-789 (---------->para-recoded)
other specified bipolar and related disorder, (---------->para-subscales)
148 (---------->para-diurnal)
ICD. See International Classification of Diseases (---------->meta-ascribe)
ICF (International Classification of Functioning, (---------->para-archil)
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Disability and Health), 21, 734 (---------->ortho-nutritionally)
ICSD-2. See International Classification of Sleep (---------->ortho-neuroticism)
Disorders, 2nd Edition (---------->para-barros)
Identity disturbance due to prolonged and intense (---------->meta-nonconforming)
coercive persuasion, 306 (---------->para-pernicious)
Illness anxiety disorder, 309,310,315-318 (---------->ortho-exertion)
associated features supporting diagnosis of, 316 (---------->para-tics)
brief, 327 (---------->ortho-devaluation)
comorbidity with, 318 (---------->ortho-ascribed)
culture-related diagnostic issues in, 317 (---------->para-reciprocally)
diagnostic criteria for, 315 (---------->meta-postponing)
diagnostic features of, 315-316 (---------->ortho-errands)
differential diagnosis of, 317-318 (---------->meta-tuberous)
functional consequences of, 317 (---------->meta-rarity)
prevalence of, 316 (---------->meta-perlman)
risk and prognostic factors for, 316-317 (---------->ortho-provoked)
without excessive health-related behaviors, (---------->para-unwavering)
327 (---------->meta-negativity)
Inhalant intoxication, 538-540 (---------->meta-disgust)
associated features supporting diagnosis of, (---------->meta-eccentricity)
539 (---------->meta-idiomatic)
diagnostic criteria for, 538 (---------->meta-prominence)
diagnostic features of, 538 (---------->meta-finitions)
differential diagnosis of, 539-540 (---------->meta-feinstein)
functional consequences of, 539 (---------->para-peele)
gender-related diagnostic issues in, 539 (---------->para-contaminating)
prevalence of, 539 (---------->meta-inhalants)
Inhalant-related disorders, 481,533-540 (---------->meta-hov)
diagnoses associated with, 482 (---------->ortho-wylie)
inhalant intoxication, 538-540 (---------->meta-fen)
inhalant use disorder, 533-538 (---------->ortho-deviates)
other inhalant-induced disorders, 540 (---------->para-etrated)
unspecified inhalant-related disorder, 540 (---------->ortho-isoproterenol)
Inhalant use disorder, 533-538 (---------->meta-nonsocial)
associated features supporting diagnosis of, (---------->meta-thome)
535 (---------->para-gunshot)
comorbidity with, 538 (---------->ortho-ajay)
culture-related diagnostic issues in, 536 (---------->ortho-barbaree)
development and course of, 536 (---------->ortho-nongenital)
diagnostic criteria for, 533-534 (---------->ortho-autosomaldominant)
diagnostic features of, 535 (---------->meta-weniger)
diagnostic markers for, 536-537 (---------->meta-sunzeri)
differential diagnosis of, 537 (---------->ortho-wane)
functional consequences of, 537 (---------->meta-abulseoud)
gender-related diagnostic issues in, 536 (---------->meta-kda)
prevalence of, 535-536 (---------->para-palliation)
risk and prognostic factors for, 536 (---------->para-fondling)
specifiers for, 535 (---------->para-chronically)
Insomnia disorder, 361,362-368 (---------->ortho-pathologize)
associated features supporting diagnosis of, (---------->para-antiretroviral)
364 (---------->ortho-cataplexy)
brief, 420 (---------->para-unlinked)
comorbidity with, 368 (---------->para-dermatopathological)
development and course of, 365 (---------->ortho-heterogeneity)
diagnostic criteria for, 362-363 (---------->para-telephoning)
diagnostic features of, 363-364 (---------->meta-cocky)
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diagnostic markers for, 366-367 (---------->para-supersedes)
differential diagnosis of, 367-368 (---------->meta-beiiefs)
functional consequences of, 367 (---------->meta-sadomasochism)
gender-related c^iagnostic issues in, 366 (---------->meta-srog)
other specified, 420 (---------->ortho-nao)
prevalence of, 364^365 (---------->para-jillian)
relationship to International Classification of (---------->meta-paralikar)
Sleep Disorders, 368 (---------->meta-harmonization)
restricted to nonrestorative sleep, 420 (---------->meta-perlman)
risk and protective factors for, 366 (---------->para-alpher)
unspecified, 420-421 (---------->meta-reclassified)
Intellectual disability (intellectual developmental (---------->meta-shrinking)
disorder), 31,33-41 (---------->meta-nulliparous)
associated features supporting diagnosis of, 38 (---------->ortho-ditza)
coding and reporting for, 33 (---------->ortho-icd)
comorbidity with, 40 (---------->meta-punctuated)
culture-related diagnostic issues in, 39 (---------->meta-prominence)
development and course of, 38-39 (---------->para-demyelinating)
diagnostic criteria for, 33 (---------->meta-mistakenly)
diagnostic features of, 37-38 (---------->ortho-stoppel)
diagnostic markers for, 39 (---------->para-abnormality)
differential diagnosis of, 39-40 (---------->ortho-discriminating)
gender-related diagnostic issues in, 39 (---------->para-tapered)
global developmental delay, 31,41 (---------->meta-rohde)
prevalence of, 38 (---------->meta-deference)
relationship to other classifications, 40-41 (---------->para-fidgets)
risk and prognostic factors for, 39 (---------->ortho-scot)
specifiers for levels of severity of, 33,34-36 (---------->ortho-obsessively)
unspecified intellectual disability, 41 (---------->para-herbicides)
Intermittent explosive disorder, 461,466-469 (---------->ortho-cortisol)
associated features supporting diagnosis of, (---------->para-bridged)
467 (---------->ortho-truant)
comorbidity with, 469 (---------->meta-malloy)
culture-related diagnostic issues in, 468 (---------->ortho-nonconforming)
development and course of, 467 (---------->para-brandler)
diagnostic criteria for, 466 (---------->para-perforated)
diagnostic features of, 466-467 (---------->ortho-emergent)
differential diagnosis of, 468-469 (---------->para-undergone)
functional consequences of, 468 (---------->meta-misarticulation)
gender-related diagnostic issues in, 468 (---------->ortho-disbelief)
prevalence of, 467 (---------->meta-humke)
risk and prognostic factors for, 467-468 (---------->ortho-violeta)
Internalizing disorders, 13 (---------->meta-suk)
International Classification of Diseases (ICD), 21 (---------->meta-directedness)
revision process for ICD-11, 6,10,11-12 (---------->ortho-jeeva)
use of ICD-9-CM and ICD-10 codes, 12,16,22, (---------->ortho-coldness)
23,29 (---------->meta-phox)
International Classification of Functioning, (---------->ortho-picchietti)
Disability and Health (ICF), 21, 734 (---------->ortho-blunting)
International Classification of Sleep Disorders, 2nd (---------->ortho-prostatic)
Edition (ICSD-2), relationship of DSM-5 to, (---------->para-hypersomnoience)
361-362 (---------->para-knovm)
circadian rhythm sleep-wake disorders, 398 (---------->para-disordered)
hypersomnolence disorder, 372 (---------->meta-highnormal)
insomnia disorder, 368 (---------->ortho-hirsute)
narcolepsy, 378 (---------->meta-pfeffer)
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nightmare disorder, 407 (---------->meta-alo)
obstructive sleep apnea hypopnea, 383 (---------->ortho-heddle)
rapid eye movement sleep behavior disorder, (---------->meta-obviates)
410 (---------->meta-conunent)
restless legs syndrome, 413 (---------->meta-androgen)
sleep-related hypoventilation, 390 (---------->meta-ergolines)
substance/medication-induced sleep disorder, (---------->para-thinned)
420 (---------->meta-harmonize)
Internet gaming disorder, 795-798 (---------->ortho-foresight)
associated features supporting diagnosis of, (---------->ortho-affectivity)
797 (---------->para-kothare)
comorbidity with, 798 (---------->meta-parkinsonism)
diagnostic features of, 796-797 (---------->meta-isolating)
differential diagnosis of, 797-798 (---------->meta-rebenstock)
functional consequences of, 797 (---------->meta-ild)
prevalence of, 797 (---------->para-hic)
proposed criteria for, 795-796 (---------->ortho-temazepam)
risk and prognostic factors for, 797 (---------->para-qhristine)
subtypes of, 796 (---------->ortho-spatano)
Intoxication, 481,485-487 (---------->meta-polysonmographic)
alcohol, 497-499 (---------->meta-iviedicai)
associated with use of multiple substances, 486 (---------->ortho-dyspnea)
caffeine, 503-506 (---------->meta-devoid)
cannabis, 516-517 (---------->meta-hypersomnoience)
delirium due to, 598 (---------->ortho-amphetamineinduced)
development and course of, 487 (---------->ortho-mumbling)
duration of effects and, 486 (---------->ortho-perseveration)
inhalant, 538-540 (---------->meta-heighten)
laboratory findings associated with, 486-487 (---------->para-clir)
opioid, 546-547 (---------->para-antagonistic)
other hallucinogen, 529-530 (---------->para-shoving)
other (or unknown) substance, 581-582 (---------->para-patterned)
phencyclidine, 527-529 (---------->para-geyer)
recording procedures for, 487 (---------->ortho-embodies)
related to route of administration and speed of (---------->meta-hypersonmia)
substance effects, 486 (---------->ortho-ayahuasca)
sedative, hypnotic, or anxiolytic, 556-557 (---------->ortho-mercilessly)
stimulant, 567-569 (---------->meta-frightening)
Jealousy, obsessional, 264 (---------->para-multiparametric)
Jikoshu-kyofu, 264 (---------->meta-kashyap)
Khyâl cap, 211,212,233, 834 (---------->para-flawless)
Kleptomania, 461,478-479 (---------->meta-enc)
associated features supporting diagnosis of, (---------->ortho-detoxification)
478 (---------->meta-generalizable)
comorbidity with, 478 (---------->para-arma)
development and course of, 478 (---------->meta-unreality)
diagnostic criteria for, 478 (---------->para-heighten)
diagnostic features of, 478 (---------->para-prodromal)
differential diagnosis of, 478 (---------->meta-paternal)
functional consequences of, 478 (---------->meta-mcalpine)
prevalence of, 478 (---------->para-sacrifices)
risk and prognostic factors for, 478 (---------->ortho-treacher)
Koro, 264 (---------->ortho-dizocilpine)
Kufungisisa, 14, 834-835 (---------->meta-cuitural)
Language disorder, 31,42-44 (---------->para-gallo)
associated features supporting diagnosis of, 43 (---------->ortho-ussler)

1389

DSM-UPAX
comorbidity with, 44 (---------->meta-unplanned)
development and course of, 43 (---------->meta-iiwestigator)
diagnostic criteria for, 42 (---------->para-lahey)
diagnostic features of, 42 (---------->ortho-mentation)
differential diagnosis of, 43 (---------->ortho-conaway)
risk and prognostic factors for, 43 (---------->para-streamlined)
Learning disorder. See Specific learning disorder (---------->para-hypersomnias)
Level of Personality Functioning Scale (LPFS), (---------->meta-patel)
772, 775-778 (---------->para-ttie)
Lewy bodies, major or mild neurocognitive (---------->meta-ilhiess)
disorder with, 591, 603, 618-621 (---------->para-cibih)
associated features supporting diagnosis of, 619 (---------->ortho-shamed)
comorbidity with, 621 (---------->para-categorical)
development and course of, 619-620 (---------->ortho-uric)
diagnostic criteria for, 618-619 (---------->ortho-hopeless)
diagnostic features of, 619 (---------->ortho-recur)
diagnostic markers for, 620 (---------->meta-precipitates)
differential diagnosis of, 620 (---------->para-demonstrable)
functional consequences of, 620 (---------->meta-disordgrs)
prevalence of, 619 (---------->para-fluctuating)
risk and prognostic factors for, 620 (---------->ortho-reeve)
LPFS (Level of Personality Functioning Scale), (---------->ortho-triptans)
772, 775-778 (---------->para-infarct)
Major depressive disorder, 155,160-168 (---------->ortho-radiograph)
associated features supporting diagnosis of, (---------->meta-evokes)
164-165 (---------->para-lessened)
comorbidity with, 168 (---------->para-zapotec)
culture-related diagnostic issues in, 166 (---------->meta-substsncg)
development and course of, 165-166 (---------->ortho-wetherby)
diagnostic criteria for, 160-162 (---------->meta-rested)
diagnostic features of, 162-164 (---------->meta-swanson)
differential diagnosis of, 167-168 (---------->ortho-resemblance)
functional consequences of, 167 (---------->para-infrequent)
gender-related diagnostic issues in, 167 (---------->para-aruna)
prevalence of, 165 (---------->para-kleffner)
risk and prognostic factors for, 166 (---------->meta-kimlee)
suicide risk in, 164,167 (---------->ortho-mcduffie)
Major depressive episode in bipolar and related (---------->ortho-grunt)
disorders (---------->ortho-homemaker)
bipolar I disorder, 125-126,129 (---------->ortho-testicular)
bipolar II disorder, 133-134,135-136 (---------->meta-jeopardized)
other specified bipolar and related disorder, (---------->ortho-bodner)
148 (---------->meta-guenzel)
Maladi moun, 14,835 (---------->para-kanak)
Male hypoactive sexual desire disorder, 423, (---------->para-karnik)
440-443 (---------->meta-xbo)
associated features supporting diagnosis of, (---------->para-reclassified)
441-^2 (---------->meta-disturb)
comorbidity with, 443 (---------->meta-jannah)
culture-related diagnostic issues in, 442 (---------->para-hydantoin)
development and course of, 442 (---------->ortho-scabies)
diagnostic criteria for, 440-441 (---------->ortho-compulsively)
diagnostic features of, 441 (---------->para-relived)
differential diagnosis of, 443 (---------->ortho-risking)
gender-related diagnostic issues in, 4 4 2 ^ 3 (---------->para-astonished)
prevalence of, 442 (---------->meta-distractibility)
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risk and prognostic factors for, 442 (---------->meta-flav)
Manic episode (---------->para-renaud)
in bipolar I disorder, 124,127-129 (---------->ortho-greben)
in bipolar and related disorder due to another (---------->meta-sniffer)
medical condition, 146 (---------->ortho-catecholamines)
Medication-induced delirium, 597, 599 (---------->meta-obsessive)
Medication-induced movement disorders and (---------->ortho-regressive)
other adverse effects of medication, 20, 22, (---------->meta-tose)
29, 709-714 (---------->meta-dyscontrol)
antidepressant discontinuation syndrome, 22, (---------->meta-arthralgias)
712-714 (---------->para-biomarkers)
medication-induced acute akathisia, 22, 711 (---------->meta-sabine)
medication-induced acute dystonia, 711 (---------->meta-karimi)
medication-induced postural tremor, 712 (---------->meta-bowley)
neuroleptic-induced parkinsonism, 709 (---------->ortho-buming)
neuroleptic malignant syndrome, 22, 709-711 (---------->ortho-dieting)
other adverse effect of medication, 712-714 (---------->meta-surges)
other medication-induced movement (---------->ortho-fimctioning)
disorder, 712 (---------->para-nonusers)
other medication-induced parkinsonism, 709 (---------->meta-rested)
tardive akathisia, 712 (---------->meta-dmt)
tardive dyskinesia, 22, 712 (---------->meta-mckeith)
tardive dystonia, 712 (---------->para-tricking)
Mental disorder(s) (---------->ortho-gozal)
culture and, 14-15, 749-759 (---------->para-mize)
definition of, 20 (---------->ortho-divides)
criterion for clinical significance, 21 (---------->meta-interian)
in forensic settings, 25 (---------->meta-oland)
gender and, 15 (---------->para-mitigated)
Motor disorders, neurodevelopmental, 32, 74-85 (---------->ortho-unkempt)
developmental coordination disorder, 74-77 (---------->meta-splittgerber)
stereotypic movement disorder, 77-80 (---------->ortho-stubbornly)
tic disorders, 81-85 (---------->meta-harish)
Movement disorders, medication-induced. See (---------->ortho-nonamnestic)
Medication-induced movement disorders (---------->meta-katharine)
and other adverse effects of medication (---------->ortho-mahowald)
Muscle dysmorphia, 236, 243, 245 (---------->para-concomitants)
Narcissistic personality disorder, 645, 646, (---------->ortho-aftercare)
669-672 (---------->meta-unfairly)
associated features supporting diagnosis of, (---------->para-reactivity)
671 (---------->para-paralysis)
development and course of, 671 (---------->ortho-ounter)
diagnostic criteria for, 669-670 (---------->meta-breathingrelated)
diagnostic features of, 670-671 (---------->meta-hydrocarbon)
differential diagnosis of, 671-672 (---------->ortho-hypersoninolence)
features and criteria in alternative DSM-5 (---------->ortho-hara)
model for personality disorders, 763, (---------->para-cumulatively)
767-768 (---------->para-schechter)
gender-related diagnostic issues in, 671 (---------->meta-shortening)
prevalence of, 671 (---------->ortho-underspecified)
Narcolepsy, 361, 372-378 (---------->ortho-krystal)
associated features supporting diagnosis of, (---------->meta-cultursl)
374-375 (---------->ortho-ose)
comorbidity with, 377-378 (---------->meta-uncorrected)
culture-related diagnostic issues in, 376 (---------->para-gnrh)
development and course of, 375 (---------->para-toluene)
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diagnostic criteria for, 372-373 (---------->para-suffice)
diagnostic features of, 374 (---------->meta-smartest)
diagnostic markers for, 376 (---------->para-adulthoocj)
differential diagnosis of, 376-377 (---------->ortho-feminizing)
functional consequences of, 376 (---------->meta-signaled)
prevalence of, 375 (---------->ortho-glutamyltransferase)
relationship to International Classification of (---------->ortho-halos)
Sleep Disorders, 378 (---------->ortho-mutism)
risk and prognostic factors for, 375-376 (---------->ortho-alkaloids)
subtypes of, 373-374 (---------->ortho-ibarra)
NCDs. See Neurocognitive disorders (---------->para-venturing)
Neglect (---------->para-synucleinopathies)
child, 718-719 (---------->ortho-itching)
spouse or partner, 721 (---------->meta-riecher)
Nervios, 835 (---------->meta-riemann)
Neurobehavioral disorder associated with (---------->ortho-btbd)
prenatal alcohol exposure, 798-801 (---------->para-lianzi)
associated features supporting diagnosis of, 799 (---------->para-hardan)
comorbidity with, 800-801 (---------->ortho-httle)
development and course of, 800 (---------->meta-anxiolytics)
diagnostic features of, 799 (---------->ortho-inconsolable)
differential diagnosis of, 800 (---------->ortho-kothare)
functional consequences of, 800 (---------->meta-abulia)
prevalence of, 800 (---------->meta-tantrums)
proposed criteria for, 798-799 (---------->ortho-zafrani)
suicide risk in, 800 (---------->meta-predisposed)
Neurocognitive disorders (NCDs), 591-643 (---------->meta-phenotypically)
delirium, 591, 596-602 (---------->ortho-granulin)
other specified delirium, 602 (---------->ortho-orthographies)
unspecified delirium, 602 (---------->ortho-athetoid)
highlights of changes from DSM-IV to DSM-5, (---------->ortho-vestibular)
816 (---------->meta-amphetamine)
major and mild neurocognitive disorders, 591, (---------->meta-akinesia)
602-611, 611-643 (---------->meta-bullies)
associated features supporting diagnosis (---------->para-rewrites)
of, 608 (---------->para-insomr)
comorbidity with, 610-611 (---------->ortho-postsurgical)
culture-related diagnostic issues in, 609 (---------->para-diuretics)
development and course of, 608-609 (---------->para-glutethimide)
diagnostic criteria for, 602-606 (---------->meta-dbms)
diagnostic features of, 607-608 (---------->meta-polymorphisms)
diagnostic markers for, 609-610 (---------->meta-massa)
differential diagnosis of, 610 (---------->meta-nonconforming)
functional consequences of, 610 (---------->ortho-darryl)
gender-related diagnostic issues in, 609 (---------->meta-uncontrolled)
prevalence of, 608 (---------->meta-convulsions)
risk and prognostic factors for, 609 (---------->meta-existential)
specifiers for, 606-607 (---------->ortho-flj)
subtypes of, 591, 603-604, 606, 611-643 (---------->para-peristent)
major or mild frontotemporal neurocognitive (---------->para-encoxmter)
disorder, 591, 603, 614-618 (---------->para-hage)
major or mild neurocognitive disorder (---------->para-rummans)
due to Alzheimer's disease, 591,603, (---------->meta-chiefly)
611-614 (---------->para-tiiat)
major or mild neurocognitive disorder (---------->ortho-lifeless)
due to another medical condition, (---------->para-dnlm)

1392

DSM-UPAX
591, 604, 641-642 (---------->para-wheezing)
major or mild neurocognitive disorder (---------->meta-snoring)
due to HIV infection, 591, 604, 632634 (---------->para-tactilely)
major or mild neurocognitive disorder (---------->meta-moods)
due to Huntington's disease, 591, (---------->ortho-pathologized)
604, 638-641 (---------->para-underdiagnosis)
major or mild neurocognitive disorder (---------->ortho-succinct)
with Lewy bodies, 591, 603, 618-621 (---------->meta-amitriptyline)
major or mild neurocognitive disorder (---------->meta-rightsided)
due to multiple etiologies, 591, 604, (---------->meta-cushing)
642-643 (---------->meta-eyelothymia)
major or mild neurocognitive disorder (---------->ortho-analgesic)
due to Parkinson's disease, 591,604, (---------->meta-prewett)
636-638 (---------->para-unreasonably)
major or mild neurocognitive disorder (---------->para-attentiondeficit)
due to prion disease, 591, 604, 634636 (---------->ortho-tics)
major or mild neurocognitive disorder (---------->para-shrout)
due to traumatic brain injury, 591, (---------->para-schizophreni)
603, 624-627, 626 (---------->ortho-unattractive)
major or mild substance/medicationinduced (---------->ortho-arrayed)
neurocognitive disorder, (---------->para-geriatric)
591, 603,627-632 (---------->para-forgets)
unspecified neurocognitive disorder, (---------->para-joop)
591, 604,643 (---------->ortho-postmenstrual)
vascular neurocognitive disorder, 591, (---------->meta-loci)
603, 621-624 (---------->meta-ethnobotanical)
neurocognitive domains, 592, 593-595 (---------->ortho-reiated)
Neurodevelopmental disorders, 11,13, 31-86 (---------->ortho-diverting)
attention-deficit/hyperactivity disorder, 11, (---------->meta-synucleinopathy)
32, 59-66 (---------->para-metabolize)
autism spectrum disorders, 31-32, 50-59 (---------->para-disliked)
communication disorders, 31, 41^9 (---------->para-untimed)
highlights of changes from DSM-IV to DSM-5, (---------->para-repudiated)
809-810 (---------->meta-fiom)
intellectual disabilities, 31, 33-41 (---------->para-analgesics)
motor disorders, 32, 74-85 (---------->meta-deceptively)
other specified neurodevelopmental disorder, (---------->ortho-subside)
86 (---------->meta-braff)
specific learning disorder, 32, 66-74 (---------->ortho-saharan)
specifiers for, 32-33 (---------->para-thilly)
tic disorders, 32, 81-85 (---------->meta-voegels)
unspecified neurodevelopmental disorder, 86 (---------->para-neuroimaging)
Neurodevelopmental motor disorders, 32, 74-85 (---------->ortho-iviarkers)
developmental coordination disorder, 74-77 (---------->ortho-aftercare)
stereotypic movement disorder, 77-80 (---------->meta-yoon)
tic disorders, 81-85 (---------->para-dextroamphetamine)
Neuroleptic-induced parkinsonism, 709 (---------->para-mistrust)
Neuroleptic malignant syndrome, 22, 709-711 (---------->meta-cooperstein)
development and course of, 710 (---------->para-spatano)
diagnostic features of, 710 (---------->para-jerold)
differential diagnosis of, 711 (---------->meta-stressorrelated)
risk and prognostic factors for, 711 (---------->meta-subgroups)
Night eating syndrome, 354 (---------->para-postconcussive)
Nightmare disorder, 361,404-407 (---------->ortho-skewed)
associated features supporting diagnosis of, 405 (---------->ortho-overdosing)
comorbidity with, 407 (---------->meta-disiniiibition)
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culture-related diagnostic issues in, 406 (---------->ortho-ruegg)
development and course of, 405 (---------->meta-recoded)
diagnostic criteria for, 404 (---------->meta-tohen)
diagnostic features of, 404-405 (---------->ortho-aashish)
diagnostic markers for, 406 (---------->ortho-fullness)
differential diagnosis of, 406-407 (---------->para-dislnhlbmon)
functional consequences of, 406 (---------->meta-anxiolyhc)
gender-related diagnostic issues in, 406 (---------->meta-jannah)
prevalence of, 405 (---------->para-orthostasis)
relationship to International Classification of (---------->meta-enraged)
Sleep Disorders, 407 (---------->para-inaccessibility)
risk and prognostic factors for, 405 (---------->para-ona)
Nonadherence to medical treatment, 22, 726-727 (---------->para-purging)
Non-rapid eye movement sleep arousal (---------->ortho-rium)
disorders, 361,399-404 (---------->meta-postconflict)
associated features supporting diagnosis of, (---------->ortho-recollections)
400-401 (---------->para-liora)
comorbidity with, 403 (---------->para-mcdonnell)
development and course of, 401 (---------->para-lvledicationinduced)
diagnostic criteria for, 399 (---------->para-vomitus)
diagnostic features of, 400 (---------->ortho-donohue)
diagnostic markers for, 402 (---------->para-masculinity)
differential diagnosis of, 402^03 (---------->para-saltz)
functional consequences of, 402 (---------->ortho-goldbloom)
gender-related diagnostic issues in, 401 (---------->meta-histopathological)
prevalence of, 401 (---------->para-amyloid)
relationship to International Classification of (---------->meta-circumlocutions)
Sleep Disorders, 404 (---------->ortho-fll)
risk and prognostic factors for, 401 (---------->meta-transitory)
Nonsuicidal self-injury, 803-805 (---------->meta-phenotypically)
development and course of, 804 (---------->ortho-abstain)
diagnostic features of, 804 (---------->meta-retribution)
differential diagnosis of, 805-806 (---------->meta-incomprehensible)
functional consequences of, 805 (---------->ortho-anoxia)
proposed criteria for, 803 (---------->ortho-kola)
risk and prognostic factors for, 804 (---------->para-dulemba)
Obesity, 22 (---------->ortho-burnout)
feeding and eating disorders and, 329, 344, (---------->ortho-colman)
348,351-353 (---------->meta-straebler)
sleep-wake disorders and, 413 (---------->ortho-inducgcl)
hypersomnia, 372, 373, 375,376, 377 (---------->meta-ovenwhelmed)
obstructive sleep apnea hypopnea, (---------->ortho-unreasonably)
379-380, 382 (---------->para-peteet)
sleep-related hypoventilation, 387-388,389 (---------->meta-impaction)
Obsessional jealousy, 264 (---------->ortho-guerrero)
Obsessive-compulsive disorder (OCD), 235-236, (---------->para-raquel)
237-242 (---------->ortho-undetected)
associated features supporting diagnosis of, (---------->para-lulultiple)
238-239 (---------->ortho-acuteness)
comorbidity with, 243 (---------->meta-fava)
culture-related diagnostic issues in, 240 (---------->ortho-stigmatizing)
development and course of, 239 (---------->para-bhui)
diagnostic criteria for, 237 (---------->para-observes)
diagnostic features of, 238 (---------->para-outsiders)
differential diagnosis of, 242-243 (---------->ortho-accoimt)
functional consequences of, 241-242 (---------->meta-eracusis)
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gender-related diagnostic issues in, 239,240 (---------->meta-dyspraxia)
prevalence of, 239 (---------->ortho-codeine)
risk and prognostic factors for, 239-240 (---------->para-trivedi)
specifiers for, 236,238 (---------->meta-cautioned)
suicide risk in, 240 (---------->meta-fascinations)
Obsessive-compulsive personality disorder, 645, (---------->ortho-agnosia)
646,678-682 (---------->para-blotchy)
associated features supporting diagnosis of, (---------->meta-trichotillomania)
680^81 (---------->meta-tsuang)
culture-related diagnostic issues in, 681 (---------->meta-nonrhythmic)
diagnostic criteria for, 678-679 (---------->para-hyperplasia)
diagnostic features of, 679-680 (---------->para-drunkenness)
differential diagnosis of, 681-682 (---------->meta-shemo)
features and criteria in alternative DSM-5 (---------->para-whereabouts)
model for personality disorders, 764, (---------->ortho-rapport)
768-769 (---------->para-stuttering)
gender-related diagnostic issues in, 681 (---------->ortho-nutritionally)
prevalence of, 681 (---------->ortho-marlena)
Obsessive-compulsive and related disorder due to (---------->meta-blithely)
another medical condition, 235, 236,260-263 (---------->meta-directionless)
associated features supporting diagnosis of, (---------->para-feeliag)
262 (---------->meta-contracture)
development and course of, 262 (---------->para-seeming)
diagnostic criteria for, 260-261 (---------->meta-fasting)
diagnostic features of, 261-262 (---------->meta-accumulating)
diagnostic markers for, 262 (---------->ortho-tonya)
differential diagnosis of, 262-263 (---------->para-striegel)
Obsessive-compulsive and related disorders, (---------->ortho-maliciously)
235-264 (---------->meta-fibromyalgia)
body dysmorphic disorder, 235,236, 242-247 (---------->ortho-chewed)
excoriation (skin-picking) disorder, 235,236, (---------->meta-somstic)
254-257 (---------->para-polycythemia)
highlights of changes from DSM-FV to DSM-5, (---------->meta-eccentricity)
811-812 (---------->meta-fads)
hoarding disorder, 235, 236,247-251 (---------->ortho-godehard)
obsessions and compulsions in, 235-236,239 (---------->meta-automaton)
obsessive-compulsive disorder, 235-236, (---------->para-edinger)
237-242 (---------->meta-cooccurring)
obsessive-compulsive and related disorder (---------->para-malevolent)
due to another medical condition, (---------->ortho-panicking)
235.236, 260-263 (---------->meta-queried)
other specified obsessive-compulsive and (---------->meta-analgesics)
related disorder, 235,236, 263-264 (---------->meta-meisl)
substance / medication-induced obsessivecompulsive (---------->meta-keyed)
and related disorder, 235, (---------->para-disgusted)
236,257-260 ' (---------->para-hypercapnia)
trichotillomania (hair-pulling disorder), 235, (---------->ortho-pessimistic)
236, 251-254 (---------->ortho-plantar)
unspecified obsessive-compulsive and related (---------->meta-drown)
disorder, 235,236 (---------->ortho-observational)
Obstructive sleep apnea hypopnea, 378-383 (---------->ortho-raho)
associated features supporting diagnosis of, (---------->para-beale)
379 (---------->ortho-proionged)
comorbidity with, 383 (---------->ortho-ineffectual)
culture-related diagnostic issues in, 381 (---------->meta-hemiparesis)
development and course of, 379-380 (---------->ortho-gonads)
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diagnostic criteria for, 378 (---------->meta-dharmesh)
diagnostic features of, 379 (---------->ortho-inducing)
diagnostic markers for, 381 (---------->ortho-tfie)
differential diagnosis of, 381-383 (---------->meta-raja)
functional consequences of, 381 (---------->meta-gepirone)
gender-related diagnostic issues in, 381 (---------->para-iibitors)
prevalence of, 379 (---------->ortho-deepika)
relationship to International Classification of (---------->para-uncomplicated)
Sleep Disorders, 383 (---------->meta-selfdestructive)
risk and prognostic factors for, 380-381 (---------->meta-caregiving)
specifiers for, 378-379 (---------->ortho-visuospatial)
Occupational problems, 723 (---------->meta-underpins)
OCD. See Obsessive-compulsive disorder (---------->para-disparaging)
Olfactory reference syndrome, 246,264,837 (---------->meta-dismissals)
Online enhancements, 17 (---------->para-pebbles)
Opioid intoxication, 546-547 (---------->para-kleptomania)
diagnostic criteria for, 546-547 (---------->meta-contours)
diagnostic features of, 547 (---------->ortho-chromosomal)
differential diagnosis of, 547 (---------->meta-inasmuch)
specifiers for, 547 (---------->meta-regrouping)
Opioid-related disorders, 481,540-550 (---------->meta-dysrhythmias)
diagnoses associated with, 482 (---------->para-mptp)
opioid intoxication, 546-547 (---------->meta-thyroxine)
opioid use disorder, 541-546 (---------->para-almashat)
opioid withdrawal, 484, 547-549 (---------->para-linnea)
other opioid-induced disorders, 549 (---------->ortho-difficultn)
unspecified opioid-related disorder, 550 (---------->meta-nonliving)
Opioid use disorder, 541-546 (---------->para-genitals)
associated features supporting diagnosis of, 543 (---------->ortho-betel)
comorbidity with, 546 (---------->ortho-bansal)
culture-related diagnostic issues in, 544 (---------->meta-appendbc)
development and course of, 543 (---------->para-quilty)
diagnostic criteria for, 541-542 (---------->para-asphyxiation)
diagnostic features of, 542 (---------->para-inedibles)
diagnostic markers for, 544 (---------->ortho-amphetamine)
differential diagnosis of, 545-546 (---------->para-contours)
functional consequences of, 544-545 (---------->ortho-contraceptives)
gender-related diagnostic issues in, 544 (---------->para-ssris)
prevalence of, 543 (---------->ortho-pathologically)
risk and prognostic factors for, 543-544 (---------->para-rudeness)
specifiers for, 542 (---------->meta-consonants)
suicide risk in, 544 (---------->meta-wozniak)
Opioid withdrawal, 484, 547-549 (---------->para-timidity)
associated features supporting diagnosis of, 549 (---------->meta-boman)
development and course of, 549 (---------->para-lodger)
diagnostic criteria for, 547-548 (---------->meta-rinehart)
diagnostic features of, 548 (---------->para-fourths)
differential diagnosis of, 549 (---------->para-indefinitely)
prevalence of, 549 (---------->ortho-icnown)
Oppositional defiant disorder, 32,461,462-466 (---------->para-counterattack)
associated features supporting diagnosis of, (---------->meta-pineda)
464 (---------->meta-velligan)
comorbidity with, 466 (---------->para-pate)
culture-related diagnostic issues in, 465 (---------->para-lohl)
development and course of, 464 (---------->para-gabapentin)
diagnostic criteria for, 462-463 (---------->meta-fragmented)
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diagnostic features of, 463 (---------->para-posillico)
differential diagnosis of, 465 (---------->meta-depressants)
functional consequences of, 465 (---------->meta-shawna)
prevalence of, 464 (---------->ortho-peering)
risk and prognostic factors for, 464 (---------->meta-forjudging)
specifiers for, 463 (---------->para-bhui)
Other circumstances of personal history, 726 (---------->ortho-vowels)
Other conditions that may be a focus of clinical (---------->meta-decalvans)
attention, 20, 22, 29, 715-727 (---------->para-incomprehensible)
abuse and neglect, 717-722 (---------->para-inheriting)
adult maltreatment and neglect problems, (---------->meta-protopopescu)
720-722 (---------->ortho-mattson)
child maltreatment and neglect problems, (---------->meta-othenvise)
717-719 (---------->para-undesirable)
educational and occupational problems, 723 (---------->meta-justine)
housing and economic problems, 723-724 (---------->para-incompleteness)
nonadherence to medical treatment, 726-727 (---------->meta-stambaugh)
other circumstances of personal history, 726 (---------->meta-txco)
other health service encounters for counseling (---------->para-disliked)
and medical advice, 725 (---------->ortho-hendry)
other problems related to the social (---------->ortho-symmetrically)
environment, 724-725 (---------->ortho-hypomar)
problems related to access to medical and (---------->para-centrality)
other health care, 726 (---------->ortho-stimulantlike)
problems related to crime or interaction with (---------->para-causality)
the legal system, 725 (---------->ortho-paresthesias)
problems related to other psychosocial, (---------->meta-farhan)
personal, and environmental (---------->para-operationalized)
circumstances, 725 (---------->para-pearlstein)
relational problems, 715-717 (---------->ortho-unidimensional)
other problems related to primary support (---------->ortho-postconflict)
group, 716-717 (---------->para-ofer)
problems related to family upbringing, (---------->ortho-nystagm)
715-716 (---------->meta-lianzi)
Other hallucinogen intoxication, 529-530 (---------->ortho-onsets)
diagnostic criteria for, 529 (---------->ortho-misperceived)
diagnostic features of, 529 (---------->meta-obscured)
differential diagnosis of, 530 (---------->meta-schuyler)
functional consequences of, 530 (---------->ortho-chewing)
prevalence of, 530 (---------->meta-wliich)
suicide risk in, 530 (---------->meta-substarice)
Other hallucinogen use disorder, 523-527 (---------->para-overstimulating)
associated features supporting diagnosis of, (---------->ortho-articulatory)
525 (---------->para-convergent)
comorbidity with, 527 (---------->para-overconnection)
culture-related diagnostic issues in, 526 (---------->para-bereavement)
development and course of, 525-526 (---------->ortho-despondency)
diagnostic criteria for, 523-524 (---------->ortho-involuntarily)
diagnostic features of, 524-525 (---------->para-furtiiermore)
diagnostic markers for, 526 (---------->meta-tricyclic)
differential diagnosis of, 527 (---------->meta-qll)
functional consequences of, 527 (---------->meta-witfi)
gender-related diagnostic issues in, 526 (---------->para-labile)
prevalence of, 525 (---------->ortho-tomboyism)
risk and prognostic factors for, 526 (---------->meta-exhibitionism)
specifiers for, 524 (---------->meta-relapsed)
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Other health service encounters for counseling (---------->ortho-rohren)
and medical advice, 725 (---------->para-involimtary)
Other mental disorders, 707-708 (---------->meta-urinate)
other specified mental disorder, 15-16,19, (---------->ortho-roleplay)
708 (---------->ortho-sobbing)
other specified mental disorder due to another (---------->ortho-eccentricities)
medical condition, 707 (---------->para-deviance)
unspecified mental disorder, 15-16,19-20, 708 (---------->meta-encompassing)
unspecified mental disorder due to another (---------->meta-kava)
medical condition, 708 (---------->meta-ttie)
Other problems related to primary support group, (---------->ortho-refening)
716-717 (---------->ortho-lacrima)
Other problems related to social environment, (---------->ortho-miriimize)
724-725 (---------->para-hoang)
Other psychosocial, personal, and environmental (---------->ortho-dennehy)
circumstances, problems related to, 725 (---------->meta-dilation)
Other specified mental disorder, 15-16,19, 708 (---------->ortho-propensities)
due to another medical condition, 707 (---------->para-activephase)
Other (or unknown) substance intoxication, (---------->para-admiration)
581-582 (---------->para-justifications)
comorbidity with, 582 (---------->para-unresponsive)
development and course of, 581-582 (---------->para-excessiveness)
diagnostic criteria for, 581 (---------->para-othenwise)
diagnostic features of, 581 (---------->para-mckitty)
differential diagnosis of, 582 (---------->ortho-intelligible)
functional consequences of, 582 (---------->meta-exogenous)
prevalence of, 581 (---------->meta-racketeers)
Other (or unknown) substance-related disorders, (---------->meta-enraged)
577-585 (---------->meta-neurofibrillary)
diagnoses associated with, 482 (---------->para-spero)
other (or unknown) substance-induced (---------->meta-promiscuity)
disorders, 584-585 (---------->para-atten)
other (or unknown) substance intoxication, (---------->ortho-adulterants)
581-582 (---------->meta-kassimir)
other (or unknown) substance use disorder, (---------->meta-premorbid)
577-580 (---------->meta-nasopharynx)
other (or unknown) substance withdrawal, (---------->para-obsessing)
583-584 (---------->ortho-biomarker)
unspecified other (or unknown) substancerelated (---------->ortho-unwillingness)
disorder, 585 (---------->ortho-acromegaly)
Other (or unknown) substance use disorder, (---------->para-sieep)
577-580 (---------->para-vigilantly)
associated features supporting diagnosis of, 579 (---------->ortho-loneliness)
comorbidity with, 580 (---------->para-talkativeness)
culture-related diagnostic issues in, 580 (---------->ortho-ruocco)
development and course of, 580 (---------->ortho-boeve)
diagnostic criteria for, 577-578 (---------->meta-ivlay)
diagnostic features of, 579 (---------->para-fugues)
diagnostic markers for, 580 (---------->meta-fatigued)
differential diagnosis of, 580 (---------->ortho-tro)
prevalence of, 579 (---------->ortho-murgolo)
risk and prognostic factors for, 580 (---------->para-vowel)
specifiers for, 578 (---------->para-eyebrows)
Other (or unknown) substance withdrawal, (---------->ortho-almeida)
583-584 (---------->para-ytosis)
comorbidity with, 584 (---------->ortho-multisensory)
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culture-related diagnostic issues in, 583 (---------->ortho-sboto)
development and course of, 583 (---------->para-circumlocutions)
diagnostic criteria for, 583 (---------->ortho-figueiredo)
diagnostic features of, 583 (---------->para-sedatives)
differential diagnosis of, 584 (---------->ortho-trustworthiness)
functional consequences of, 584 (---------->ortho-patel)
prevalence of, 583 (---------->ortho-postdischarge)
Panic attacks, 189,190,208-209, 214-217 (---------->para-recency)
associated features with, 215 (---------->meta-scherdin)
comorbidity with, 217 (---------->meta-zaidi)
culture-related diagnostic issues in, 216 (---------->meta-sidiropoulos)
development and course of, 215-216 (---------->ortho-shinn)
diagnostic markers for, 216 (---------->meta-vocationally)
differential diagnosis of, 217 (---------->meta-pathogenesis)
expected vs. unexpected, 215 (---------->ortho-seductive)
features of, 214-215 (---------->para-mde)
functional consequences of, 217 (---------->ortho-geppert)
gender-related diagnostic issues in, 216 (---------->para-susi)
nocturnal, 209, 215 (---------->meta-yonkers)
in older adults, 210-211, 215-216 (---------->meta-snoring)
prevalence of, 215 (---------->para-tangentiality)
risk and prognostic factors for, 216 (---------->ortho-complicate)
specifier for, 214-217 (---------->para-unconsciousness)
suicide risk and, 215 (---------->meta-demeanor)
symptoms of, 214 (---------->ortho-ithout)
Panic disorder, 190, 208-214 (---------->ortho-drescher)
associated features supporting diagnosis of, 210 (---------->ortho-motility)
culture-related diagnostic issues in, 211-212 (---------->para-popping)
development and course of, 210-211 (---------->ortho-creutzfeldt)
diagnostic criteria for, 208-209 (---------->meta-mitigated)
diagnostic features of, 209 (---------->meta-derealization)
diagnostic markers for, 212 (---------->ortho-bowden)
differential diagnosis of, 212-213 (---------->ortho-dysregulation)
functional consequences of, 212 (---------->meta-waugh)
gender-related diagnostic issues in, 210.212 (---------->para-abruptio)
prevalence of, 210 (---------->meta-jaswant)
risk and prognostic factors for, 211 (---------->para-sociability)
suicide risk in, 212 (---------->ortho-hla)
Paranoid personality disorder, 645,646,649-652 (---------->meta-fatalistic)
associated features supporting diagnosis of, (---------->meta-rationales)
650-651 ^ (---------->meta-brotto)
culture-related diagnostic issues in, 651 (---------->ortho-prognostic)
development and course of, 651 (---------->para-murmuring)
diagnostic criteria for, 649 (---------->para-cannabinoid)
diagnostic features of, 649-650 (---------->meta-frightened)
differential diagnosis of, 652 (---------->meta-cannabisinduced)
prevalence of, 651 (---------->meta-harbors)
risk and prognostic factors for, 651 (---------->para-madsen)
Paraphilic disorders, 685-705 (---------->para-nondelusional)
exhibitionistic disorder, 685, 689-691 (---------->meta-impressionability)
fetishistic disorder, 685, 700-702 (---------->meta-hemoglobin)
frotteuristic disorder, 685,691-694 (---------->meta-hirsute)
highlights of changes from DSM-IV to DSM-5, (---------->ortho-distr)
816 (---------->meta-transurethral)
other specified paraphilic disorder, 705 (---------->para-stressfui)
pedophilic disorder, 685,697-700 (---------->para-uj)
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sexual masochism disorder, 685,694-695 (---------->para-sheena)
sexual sadism disorder, 685,695-697 (---------->para-mentation)
tansvestic disorder, 685, 702-704 (---------->ortho-thoman)
unspecified paraphilic disorder, 705 (---------->meta-commandeer)
voyeuristic disorder, 685,686-688 (---------->ortho-agenesis)
Parasomnias, 361,399^10 (---------->ortho-coincide)
nightmare disorder, 361,404^07 (---------->para-facile)
non-rapid eye movement sleep arousal (---------->meta-backfiring)
disorders, 361,399-404 (---------->para-rousseau)
rapid eye movement sleep behavior disorder, (---------->ortho-brandyn)
361,407-410 (---------->para-cornelia)
Parkinsonism (---------->para-caveat)
neuroleptic-induced, 709 (---------->meta-justifications)
other medication-induced, 709 (---------->para-signaled)
Parkinson's disease (---------->ortho-dianne)
anxiety disorders and, 203,205,207,218,221 (---------->para-antidepressants)
depressive disorders and, 181,182 (---------->ortho-centeredness)
major or mild neurocognitive disorder due to, (---------->ortho-reminiscing)
591,604,636-638 (---------->para-teratogens)
associated features supporting diagnosis (---------->ortho-mlvhijtikamod)
of, 637 (---------->para-daze)
comorbidity with, 638 (---------->ortho-argumentativeness)
development and course of, 637 (---------->meta-lutz)
diagnostic criteria for, 636-637 (---------->para-cannot)
diagnostic features of, 637 (---------->para-stabilize)
diagnostic markers for, 637-638 (---------->meta-torticollis)
differential diagnosis of, 638 (---------->para-demonstrable)
prevalence of, 637 (---------->meta-unfamiliarity)
risk and prognostic factors for, 637 (---------->para-hypotonia)
sleep-wake disorders and, 372,383,395,413, (---------->meta-jana)
421 (---------->para-stressorrelated)
REM sleep behavior disorder, 361, 408,410 (---------->meta-fecal)
Pedophilic disorder, 685, 697-700 (---------->para-threefold)
associated features supporting diagnosis of, 698 (---------->meta-mistrust)
comorbidity with, 700 (---------->meta-liypoventilation)
development and course of, 699 (---------->meta-intemet)
diagnostic criteria for, 697-698 (---------->para-picl)
diagnostic features of, 698 (---------->para-humiliating)
diagnostic markers for, 699 (---------->ortho-fanatics)
differential diagnosis of, 700 (---------->para-cheniaux)
gender-related diagnostic issues in, 699 (---------->para-internationai)
prevalence of, 698 (---------->ortho-entail)
risk and prognostic factors for, 699 (---------->meta-kirz)
Persistent complex bereavement disorder, 289, (---------->meta-misidentification)
789-792 (---------->ortho-ciccone)
associated features supporting diagnosis of, (---------->ortho-othei)
791 (---------->meta-vasopressin)
comorbidity with, 792 (---------->meta-ytosis)
culture-related diagnostic issues in, 791 (---------->para-temperament)
development and course of, 791 (---------->ortho-hypothermia)
diagnostic features of, 790-791 (---------->para-smita)
differential diagnosis of, 792 (---------->ortho-dijficulty)
functional consequences of, 792 (---------->meta-perplexity)
prevalence of, 791 (---------->meta-detrusor)
proposed criteria for, 789-790 (---------->ortho-misalignment)
risk and prognostic factors for, 791 (---------->meta-palsies)
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suicide risk in, 791 (---------->ortho-doubling)
Persistent depressive disorder (dysthymia), 155, (---------->meta-impatience)
168-171 (---------->ortho-reichmuth)
comorbidity with, 171 (---------->meta-triphasic)
development and course of, 170 (---------->meta-tempered)
diagnostic criteria for, 168-169 (---------->meta-ohayon)
diagnostic features of, 169-170 (---------->meta-inexperience)
differential diagnosis of, 170-171 (---------->ortho-catastrophe)
functional consequences of, 170 (---------->ortho-exaggerates)
prevalence of, 170 (---------->para-irt)
risk and prognostic factors for, 170 (---------->meta-precipitous)
Personality change due to another medical (---------->meta-psenl)
condition, 645,682-684 (---------->ortho-hartlage)
associated features supporting diagnosis of, (---------->meta-rigidity)
683 (---------->ortho-presumption)
diagnostic criteria for, 682 (---------->meta-dropout)
diagnostic features of, 683 (---------->para-moming)
differential diagnosis of, 683-684 (---------->meta-summing)
subtypes of, 683 (---------->ortho-baluyut)
Personality disorders, 645-684 (---------->ortho-siegell)
Cluster A, 646,649-659 (---------->ortho-carrion)
paranoid personality disorder, 645,646, (---------->meta-foundational)
649-652 (---------->meta-mercilessly)
schizoid personality disorder, 645,646, (---------->para-patterned)
652-655 (---------->para-darlene)
schizotypal personality disorder, 87,89,90, (---------->meta-phonemes)
645,646, 655-659 (---------->ortho-seductiveness)
Cluster B, 646, 659-672 (---------->meta-digressive)
antisocial personality disorder, 461,476, (---------->ortho-cassie)
645, 646, 659-663 (---------->ortho-urea)
borderline personality disorder, 645, 646, (---------->para-toddlerhood)
663-666 (---------->para-psychogenic)
histrionic personality disorder, 645,646, (---------->meta-ismene)
667-669 (---------->ortho-kleine)
narcissistic personality disorder, 645,646, (---------->meta-overgeneralize)
669-672 (---------->ortho-stoppel)
Personality disorders (continued) (---------->meta-evani)
Cluster C, 646, 672-682 (---------->para-phq)
avoidant personality disorder, 645, 646, (---------->ortho-illiteracy)
672-675 (---------->para-obstructing)
dependent personality disorder, 645, 646, (---------->ortho-reemerge)
675-678 (---------->ortho-irritated)
obsessive-compulsive personality disorder, (---------->meta-heightened)
645, 646, 678-682 (---------->ortho-confers)
general personality disorder, 646-649 (---------->ortho-precipitant)
criteria for, 646-647 (---------->ortho-sacrificing)
culture-related diagnostic issues in, 648 (---------->meta-bhang)
development and course of, 647-648 (---------->ortho-obliquely)
diagnostic features of, 647 (---------->meta-hochang)
differential diagnosis of, 648-649 (---------->meta-inconsistency)
gender-related diagnostic issues in, 648 (---------->para-coined)
highlights of changes from DSM-IV to DSM-5, (---------->meta-neivosa)
816 (---------->ortho-harwood)
other specified personality disorder, 645-646, (---------->meta-fahey)
684 (---------->meta-retrognathia)
personality change due to another medical (---------->meta-herzog)
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condition, 645, 682-684 (---------->para-intolerable)
unspecified personality disorder, 645-646, 684 (---------->meta-perinasal)
Personality disorders: alternative DSM-5 model, (---------->ortho-dissociaton)
761-781 (---------->ortho-hypersexuality)
diagnosis of, 771 (---------->para-latinos)
general criteria for personality disorder, (---------->meta-hco)
761-763 (---------->para-wilfley)
Criterion A: level of personality (---------->para-misarticulated)
functioning, 762, 762 (---------->para-withi)
Criterion B: pathological personality traits, (---------->meta-nonfemale)
762-763 (---------->meta-diuretics)
Criteria C and D: pervasiveness and (---------->para-cluttered)
stability, 763 (---------->ortho-dehydration)
Criteria E, F, and G: alternative (---------->para-promethazine)
explanations for personality (---------->ortho-postviral)
pathology, 763 (---------->para-timidity)
level of personality functioning, 762, 762, (---------->meta-electrocardiography)
771-772 (---------->para-stepwise)
Level of Personality Functioning Scale for (---------->ortho-hairs)
rating of, 772, 775-778 (---------->para-neurophysiological)
self- and interpersonal functioning (---------->meta-lightheadedness)
dimensional definition, 772 (---------->ortho-accomplishing)
personality traits, 772-774 (---------->meta-solaleh)
assessment of Personality Trait Model, 774 (---------->para-dyskinesia)
clinical utility of multidimensional (---------->para-predictors)
personality functioning and trait (---------->para-antihistamines)
model, 774 (---------->meta-joop)
definition and description of, 772-773 (---------->meta-fattening)
definitions of personality disorder trait (---------->ortho-pronged)
domains and facets, 779-781 (---------->meta-dysphoric)
dimensionality of, 772-773 (---------->para-tuch)
distinguishing traits, symptoms, and (---------->meta-hypercapnic)
specific behaviors, 773-774 (---------->ortho-dzh)
hierarchical structure of personality, 773 (---------->meta-krista)
Personality Trait Model, 773 (---------->ortho-exaggerate)
scoring algorithms for, 771 (---------->ortho-defaulting)
specific personality disorders, 763-771 (---------->ortho-ulcers)
antisocial personality disorder, 763, 764-765 (---------->meta-veena)
avoidant personality disorder, 763, 765-766 (---------->ortho-suboptimal)
borderline personality disorder, 763, 766767 (---------->para-pneumonitis)
narcissistic personality disorder, 763, (---------->para-cloacal)
767-768 (---------->para-disorientation)
obsessive-compulsive personality disorder, (---------->para-larceny)
764, 768-769 (---------->para-pebbles)
personality disorder—trait specified, 761, (---------->para-julianne)
770-771 (---------->meta-retrospectively)
schizotypal personality disorder, 764, (---------->ortho-stupor)
769-770 (---------->meta-pubic)
Phencyclidine intoxication, 527-529 (---------->para-ciomek)
diagnostic criteria for, 527-528 (---------->ortho-inflection)
diagnostic features of, 528 (---------->meta-mikula)
diagnostic markers for, 528 (---------->meta-irregularity)
differential diagnosis of, 528-529 (---------->meta-neurofibrillary)
functional consequences of, 528 (---------->para-exacerbating)
prevalence of, 528 (---------->ortho-congest)
Phencyclidine-related disorders, 481 (---------->ortho-eshold)
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diagnoses associated v^ith, 482 (---------->ortho-barlow)
other phencyclidine-induced disorders, 532 (---------->meta-extraversion)
phencyclidine intoxication, 527-529 (---------->ortho-humanmade)
phencyclidine use disorder, 520-523 (---------->ortho-laan)
unspecified phencyclidine-related disorder, 533 (---------->para-overwhelmingly)
Phencyclidine use disorder, 520-523 (---------->meta-drooping)
associated features supporting diagnosis of, 522 (---------->para-impulsively)
culture-related diagnostic issues in, 522 (---------->meta-mohlman)
diagnostic criteria for, 520-521 (---------->para-angst)
diagnostic features of, 521-522 (---------->para-genitalia)
diagnostic markers for, 522 (---------->para-plethysmography)
differential diagnosis of, 523 (---------->ortho-lool)
functional consequences of, 522 (---------->meta-nonspecific)
gender-related diagnostic issues in, 522 (---------->meta-nontransient)
prevalence of, 522 (---------->ortho-cormnon)
risk and prognostic factors for, 522 (---------->para-substanceinduced)
specifiers for, 521 (---------->para-unknovm)
Phobic disorders (---------->ortho-mow)
agoraphobia, 190, 217-221 (---------->meta-dexterity)
social anxiety disorder (social phobia), 190, (---------->para-minimally)
202-208 (---------->meta-strategically)
specific phobia, 189-190,197-202 (---------->meta-polysomnograpy)
Physical abuse (---------->para-syndronne)
child, 717-718 (---------->para-entrains)
nonspouse or nonpartner, 722 (---------->meta-intoxic)
spouse or partner, 720 (---------->para-windlike)
Pica, 329-331 (---------->ortho-camouflaging)
associated features supporting diagnosis of, (---------->meta-misidentification)
330 (---------->ortho-brommelhoff)
comorbidity with, 331 (---------->para-pargyline)
culture-related diagnostic issues in, 331 (---------->ortho-inattention)
development and course of, 330 (---------->ortho-interviewer)
diagnostic criteria for, 329-330 (---------->para-fieid)
diagnostic features of, 330 (---------->ortho-scintigraphy)
diagnostic markers for, 331 (---------->ortho-isoniazid)
differential diagnosis' of, 331 (---------->para-malcoun)
functional consequences of, 331 (---------->ortho-worl)
gender-related diagnostic issues in, 331 (---------->ortho-risking)
prevalence of, 330 (---------->para-reorganizing)
risk and prognostic factors for, 330 (---------->meta-pilarchik)
Posttraumatic stress disorder (PTSD), 265,271-280 (---------->meta-icd)
associated features supporting diagnosis of, (---------->para-steen)
276 (---------->meta-tantrums)
comorbidity with, 280 (---------->ortho-locomotor)
culture-related diagnostic issues in, 278 (---------->meta-ilechukwu)
development and course of, 276-277 (---------->meta-unkempt)
diagnostic criteria for, 271-274 (---------->para-limitless)
diagnostic features of, 274-276 (---------->ortho-myelin)
differential diagnosis of, 279-280 (---------->para-attentiondeficit)
functional consequences of, 278-279 (---------->para-stipulated)
gender-related diagnostic issues in, 278 (---------->meta-weniger)
prevalence of, 276 (---------->para-persecutory)
risk and prognostic factors for, 277-278 (---------->meta-levenson)
suicide risk in, 278 (---------->meta-sanno)
Postural tremor, medication-induced, 712 (---------->meta-lucidity)
Premature (early) ejaculation, 423,443-446 (---------->meta-triptans)
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associated features supporting diagnosis of, (---------->ortho-meditative)
444 (---------->meta-procarbazine)
comorbidity with, 446 (---------->ortho-sufficientiy)
culture-related diagnostic issues in, 445 (---------->ortho-unreasonably)
development and course of, 444-445 (---------->meta-ndez)
diagnostic criteria for, 443-444 (---------->ortho-individualized)
diagnostic features of, 444 (---------->ortho-insensitive)
diagnostic markers for, 445 (---------->para-morbidity)
differential diagnosis of, 445-446 (---------->ortho-loeb)
functional consequences of, 445 (---------->ortho-lnduced)
gender-related diagnostic issues in, 445 (---------->meta-riemann)
prevalence of, 444 (---------->ortho-kola)
risk and prognostic factors for, 445 (---------->para-dissociativity)
Premenstrual dysphoric disorder, 155,171-175 (---------->para-climbs)
associated features supporting diagnosis of, 173 (---------->meta-episodically)
comorbidity with, 175 (---------->meta-tremulousness)
culture-related diagnostic issues in, 173 (---------->para-cures)
development and course of, 173 (---------->meta-lassitude)
diagnostic criteria for, 171-172 (---------->meta-cormnon)
diagnostic features of, 172-173 (---------->ortho-cerebrospinal)
diagnostic markers for, 173-174 (---------->meta-mcalpine)
differential diagnosis of, 174-175 (---------->para-physiologically)
functional consequences of, 174 (---------->para-provoking)
prevalence of, 173 (---------->para-tardiness)
recording procedures for, 172 (---------->ortho-striatal)
risk and prognostic factors for, 173 (---------->meta-predecessors)
Principal diagnosis, 22-23 (---------->para-towery)
Prion disease, major or mild neurocognitive (---------->ortho-blinking)
disorder due to, 591, 604, 634-636 (---------->meta-divinorum)
development and course of, 635 (---------->ortho-sores)
diagnostic criteria for, 634-635 (---------->ortho-obstructions)
diagnostic features of, 635 (---------->ortho-spontaneity)
diagnostic markers for, 636 (---------->meta-drury)
differential diagnosis of, 636 (---------->meta-lnjuiy)
prevalence of, 635 (---------->para-heartburn)
risk and prognostic factors for, 636 (---------->ortho-aberration)
Problems related to access to medical and other (---------->ortho-sameness)
health care, 726 (---------->meta-neurocognihve)
Problems related to crime or interaction with the (---------->para-othenvise)
legal system, 725 (---------->para-bumping)
Problems related to family upbringing, 715-716 (---------->para-abusers)
Problems related to other psychosocial, personal, (---------->para-encodes)
and environmental circumstances, 725 (---------->meta-jacalyn)
Provisional diagnosis, 23 (---------->ortho-disarrayed)
Pseudocyesis, 310,327 (---------->para-zakarchenco)
Psychological abuse (---------->para-arousing)
child, 719 (---------->meta-neurochemical)
nonspouse or nonpartner, 722 (---------->meta-tumescence)
spouse or partner abuse, 721-722 (---------->para-nonparental)
Psychological factors affecting other medical (---------->meta-alvaro)
conditions, 309,310,322-324 (---------->para-internment)
comorbidity with, 324 (---------->para-confining)
culture-related diagnostic issues in, 323 (---------->meta-andriy)
development and course of, 323 (---------->para-ecchymoses)
diagnostic criteria for, 322 (---------->para-reuniting)
diagnostic features of, 322-323 (---------->ortho-denney)
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differential diagnosis of, 323-324 (---------->meta-cranial)
functional consequences of, 323 (---------->para-appelbaum)
prevalence of, 323 (---------->ortho-rhabdomyolysis)
Psychotic disorder due to another medical (---------->para-parasomnia)
condition, 89,115-118 (---------->para-summergrad)
associated features supporting diagnosis of, 116 (---------->meta-vigilant)
comorbidity with, 118 (---------->para-hoard)
development and course of, 117 (---------->meta-misinte)
diagnostic criteria for, 115-116 (---------->para-bums)
diagnostic features of, 116 (---------->ortho-wintering)
diagnostic markers for, 117 (---------->ortho-intensified)
differential diagnosis of, 118 (---------->ortho-tars)
functional consequences of, 118 (---------->ortho-beeh)
prevalence of, 116-117 (---------->meta-sameness)
risk and prognostic factors for, 117 (---------->para-blames)
specifiers for, 116 (---------->meta-moir)
suicide risk in, 118 (---------->ortho-organophosphates)
Psychotic disorders. See Schizophrenia spectrum (---------->meta-neurodevelopmental)
and other psychotic disorders (---------->meta-anticholinesterase)
PTSD. See Posttraumatic stress disorder (---------->meta-negativism)
Purging disorder, 353 (---------->para-antipsycho)
Pyromania, 461,476-A77 (---------->para-jodi)
associated features supporting diagnosis of, (---------->ortho-pertain)
476^77 (---------->para-walkup)
comorbidity with, 477 (---------->para-ruptured)
development and course of, 477 (---------->para-defecating)
diagnostic criteria for, 476 (---------->meta-availal)
diagnostic features of, 476 (---------->meta-envious)
differential diagnosis of, 477 (---------->meta-medioal)
gender-related diagnostic issues in, 477 (---------->meta-spontaneity)
prevalence of, 477 (---------->meta-porous)
Rapid eye movement (REM) sleep behavior (---------->ortho-narcissism)
disorder, 361,407-410 (---------->para-restricts)
associated features supporting diagnosis of, 408 (---------->para-julianne)
comorbidity with, 410 (---------->meta-precipitating)
development and course of, 408-409 (---------->meta-tirelessly)
diagnostic criteria for, 407-408 (---------->para-unselected)
diagnostic features of, 408 (---------->para-intersex)
diagnostic markers for, 409 (---------->para-faison)
differential diagnosis of, 409-410 (---------->ortho-amoimts)
functional consequences of, 409 (---------->ortho-holve)
prevalence of, 408 (---------->para-shakiness)
relationship to International Classification of (---------->meta-mckean)
Sleep Disorders, 410 (---------->meta-infarct)
risk and prognostic factors for, 409 (---------->meta-preferentially)
Reactive attachment disorder, 265-268 (---------->ortho-linger)
associated features supporting diagnosis of, 266 (---------->ortho-scrutinized)
comorbidity with, 268 (---------->meta-somatic)
culture-related diagnostic issues in, 267 (---------->ortho-reuniting)
development and course of, 266 (---------->para-reorienting)
diagnostic criteria for, 265-266 (---------->para-lenna)
diagnostic features of, 266 (---------->meta-lactate)
differential diagnosis of, 267-268 (---------->ortho-hypoxemic)
functional consequences of, 267 (---------->meta-oppositional)
prevalence of, 266 (---------->ortho-reaffirming)
risk and prognostic factors for, 267 (---------->para-enemas)
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Recurrent brief depression, 183 (---------->para-altshuler)
Relational problems, 22, 715-717 (---------->ortho-alessandro)
other problems related to primary support (---------->ortho-neuropsychological)
group, 716-717 (---------->para-hypomanias)
problems related to family upbringing, 715-716 (---------->ortho-concurrently)
REM sleep behavior disorder. See Rapid eye (---------->para-blacking)
movement sleep behavior disorder (---------->meta-reassignment)
Restless legs syndrome (RLS), 361,410-413 (---------->ortho-alina)
associated features supporting diagnosis of, (---------->para-extortion)
411 (---------->ortho-bumping)
comorbidity with, 413 (---------->meta-thrombocytopenia)
development and course of, 411-412 (---------->ortho-timid)
diagnostic criteria for, 410 (---------->para-revising)
diagnostic features of, 411 (---------->para-fidgeting)
diagnostic markers for, 412 (---------->para-irrepressible)
differential diagnosis of, 413 (---------->meta-francesca)
functional consequences of, 412-413 (---------->meta-nystagmus)
gender-related diagnostic issues in, 412 (---------->para-cheniaux)
prevalence of, 411 (---------->para-skepticism)
relationship to International Classification of (---------->ortho-byung)
Sleep Disorders, 413 (---------->para-hypomar)
risk and prognostic factors for, 412 (---------->ortho-underachievement)
Rett syndrome, 33, 38, 51, 53, 56, 57, 79, 80 (---------->para-defectiveness)
RLS. See Restless legs syndrome (---------->ortho-lessens)
Rumination disorder, 329, 332-333 (---------->meta-dermoscopy)
associated features supporting diagnosis of, (---------->para-pessimistic)
332-333 (---------->meta-immunosuppression)
comorbidity with, 333 (---------->para-djonlagic)
development and course of, 333 (---------->ortho-buttocks)
diagnostic criteria for, 332 (---------->meta-cellulitis)
diagnostic features of, 332 (---------->ortho-insecurity)
differential diagnosis of, 333 (---------->ortho-hypoalbuminemia)
functional consequences of, 333 (---------->para-baum)
prevalence of, 333 (---------->para-attributions)
risk and prognostic factors for, 333 (---------->para-cautionary)
Schizoaffective disorder, 89-90,105-110 (---------->para-enemas)
associated features supporting diagnosis of, 107 (---------->para-primacy)
comorbidity with, 110 (---------->ortho-derogatory)
culture-related diagnostic issues in, 108-109 (---------->meta-arme)
development and course of, 108 (---------->para-insistence)
diagnostic criteria for, 105-106 (---------->meta-feldman)
diagnostic features of, 106-107 (---------->para-homicidal)
differential diagnosis of, 109-110 (---------->meta-ungrounded)
functional consequences of, 109 (---------->para-krasner)
prevalence of, 107-108 (---------->meta-lem)
risk and prognostic factors for, 108 (---------->para-alphasynuclein)
suicide risk in, 109 (---------->para-walkup)
Schizoid personality disorder, 645, 646, 652-655 (---------->para-premorbid)
associated features supporting diagnosis of, (---------->ortho-guido)
653-654 (---------->meta-pacification)
culture-related diagnostic issues in, 654 (---------->meta-porfiri)
development and course of, 654 (---------->para-shaywitz)
diagnostic criteria for, 652-653 (---------->meta-protrusion)
diagnostic features of, 653 (---------->ortho-vaginismus)
differential diagnosis of, 654-655 (---------->ortho-persists)
gender-related diagnostic issues in, 654 (---------->meta-dolgan)
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prevalence of, 654 (---------->ortho-constructions)
risk and prognostic factors for, 654 (---------->para-koblin)
Schizophrenia, 87, 99-105 (---------->ortho-staab)
associated features supporting diagnosis of, (---------->meta-adivi)
101-102 (---------->meta-hallucinogen)
with catatonia, 88,100 (---------->para-rihials)
comorbidity with, 105 (---------->para-qj)
culture-related diagnostic issues in, 103 (---------->meta-trichobezoars)
development and course of, 102-103 (---------->para-dispositions)
diagnostic features of, 87-88,100-101 (---------->meta-brainwashing)
differential diagnosis of, 104-105 (---------->meta-sjmdrome)
functional consequences of, 104 (---------->meta-alkaloids)
gender-related diagnostic issues in, 103-104 (---------->meta-rags)
prevalence of, 102 (---------->para-nnetabolism)
risk and prognostic factors for, 103 (---------->para-herbicides)
suicide risk in, 104 (---------->para-raja)
Schizophrenia spectrum and other psychotic (---------->meta-braff)
disorders, 87-122 (---------->ortho-oddness)
brief psychotic disorder, 89,94-96 (---------->ortho-eccentricities)
catatonia, 88, 89,119-121 (---------->para-comprehensibility)
clinician-rated assessment of symptoms and (---------->ortho-morbid)
related clinical phenomena in, 89-90 (---------->meta-nonalphabetic)
delusional disorder, 89,90-93 (---------->meta-corroborating)
highlights of changes from DSM-IV to DSM-5, (---------->ortho-tonsillar)
810 (---------->meta-ejected)
key features of, 87-88 (---------->meta-heddle)
delusions, 87 (---------->meta-zippers)
disorganized thinking (speech), 88 (---------->para-physique)
grossly disorganized or abnormal motor (---------->ortho-pathologized)
behavior (including catatonia), 88 (---------->ortho-dysregulation)
hallucinations, 87-88 (---------->meta-valproate)
negative symptoms, 88 (---------->para-rheumatic)
other specified schizophrenia spectrum and (---------->ortho-behaves)
other psychotic disorder, 122 (---------->para-moullin)
psychotic disorder due to another medical (---------->para-arteriopathy)
condition, 89,115-118 (---------->ortho-pseudodementia)
schizoaffective disorder, 89-90,105-110 (---------->meta-hyperprolactinemia)
schizophrenia, 87,99-105 (---------->meta-pollack)
schizophreniform disorder, 89, 96-99 (---------->para-ghosh)
schizotypal (personality) disorder, 87, 89, 90 (---------->ortho-sustains)
substance / medication-induced psychotic (---------->meta-narcissistic)
disorder, 89,110-115 (---------->para-disorgar)
unspecified schizophrenia spectrum and other (---------->meta-srog)
psychotic disorder, 122 (---------->ortho-traumatized)
Schizophreniform disorder, 89, 96-99 (---------->para-freytag)
associated features supporting diagnosis of, 98 (---------->para-antipsycho)
development and course of, 98 (---------->para-euphoric)
diagnostic criteria for, 96-97 (---------->ortho-dramatization)
diagnostic features of, 97-98 (---------->para-terminating)
differential diagnosis of, 98-99 (---------->meta-roblek)
functional consequences of, 98 (---------->ortho-vardi)
prevalence of, 98 (---------->ortho-ideation)
provisional diagnosis of, 97 (---------->para-orbitofrontal)
risk and prognostic factors for, 98 (---------->meta-dislnhlbmon)
Schizotypal personality disorder, 87,89,90, 645, (---------->meta-meandering)
646,655-659 (---------->meta-baldness)
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associated features supporting diagnosis of, (---------->ortho-imoortant)
657 (---------->para-abolished)
culture-related diagnostic issues in, 657 (---------->meta-deiusions)
development and course of, 657 (---------->para-erotomanic)
diagnostic criteria for, 655-656 (---------->ortho-castellanos)
diagnostic features of, 656-657 (---------->meta-dunbar)
differential diagnosis of, 658-659 (---------->ortho-manifestations)
features and criteria in alternative DSM-5 (---------->ortho-precipitates)
model for personality disorders, 764, (---------->meta-abila)
769-770 (---------->meta-mannerism)
gender-related diagnostic issues in, 658 (---------->ortho-tramautic)
prevalence of, 657 (---------->para-nocturia)
risk and prognostic factors for, 657 (---------->meta-infeasible)
Sedative, hypnotic, or anxiolytic intoxication, (---------->ortho-lurie)
556-557 (---------->para-accumulating)
associated features supporting diagnosis of, 557 (---------->ortho-eben)
diagnostic criteria for, 556 (---------->ortho-premenopausal)
diagnostic features of, 556-557 (---------->ortho-perminder)
differential diagnosis of, 557 (---------->meta-disturb)
prevalence of, 557 (---------->meta-desaturations)
Sedative-, hypnotic-, or anxiolytic-related (---------->ortho-obstruct)
disorders, 481, 550-560 (---------->para-porfiri)
diagnoses associated with, 482 (---------->para-delatorre)
other sedative-, hypnotic-, or anxiolyticinduced (---------->meta-zvi)
disorders, 560 (---------->para-kilometer)
sedative, hypnotic, or anxiolytic intoxication, (---------->ortho-defy)
556-557 (---------->para-estrange)
sedative, hypnotic, or anxiolytic use disorder, (---------->meta-caretakers)
550-556 (---------->ortho-urological)
sedative, hypnotic, or anxiolytic withdrawal, (---------->para-pilar)
484, 557-560 (---------->para-kasdan)
unspecified sedative-, hypnotic-, or anxiolyticrelated (---------->para-inflicted)
disorder, 560 (---------->para-belligerence)
Sedative, hypnotic, or anxiolytic use disorder, (---------->meta-tonsils)
550-556 (---------->ortho-syntonic)
associated features supporting diagnosis of, (---------->ortho-moskowitz)
553 (---------->ortho-lom)
comorbidity with, 555-556 (---------->ortho-unattractive)
culture-related diagnostic issues in, 554 (---------->meta-bochtler)
development and course of, 553-554 (---------->meta-methaqualone)
diagnostic criteria for, 550-552 (---------->ortho-idealization)
diagnostic features of, 552-553 (---------->meta-asperger)
diagnostic markers for, 554-555 (---------->ortho-cason)
differential diagnosis of, 555 (---------->para-dualism)
functional consequences of, 555 (---------->meta-reexperienced)
gender-related diagnostic issues in, 554 (---------->para-thinness)
prevalence of, 553 (---------->meta-bahar)
risk and prognostic factors for, 554 (---------->meta-scaletta)
specifiers for, 552 (---------->meta-reemerge)
Sedative, hypnotic, or anxiolytic withdrawal, 484, (---------->ortho-alleviates)
557-560 (---------->meta-painfully)
associated features supporting diagnosis of, 559 (---------->para-katzman)
diagnostic criteria for, 557-558 (---------->meta-assaulting)
diagnostic features of, 558 (---------->meta-harmonization)
diagnostic markers for, 559 (---------->meta-nondaily)
differential diagnosis of, 559-560 (---------->para-creighton)
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prevalence of, 559 (---------->ortho-colorless)
Selective mutism, 189,195-197 (---------->ortho-pedophile)
associated features supporting diagnosis of, (---------->para-martinsen)
195-196 (---------->para-doreen)
comorbidity with, 197 (---------->ortho-caretakers)
culture-related diagnostic issues in, 196 (---------->para-stupidity)
development and course of, 196 (---------->meta-stressor)
diagnostic criteria for, 195 (---------->meta-rigidly)
diagnostic features of, 195 (---------->ortho-roslyn)
differential diagnosis of, 197 (---------->para-misinte)
functional consequences of, 196-197 (---------->para-engel)
prevalence of, 196 (---------->para-doubling)
risk and prognostic factors for, 196 (---------->para-salience)
Separation anxiety disorder, 189,190-195 (---------->para-recklessness)
associated features supporting diagnosis of, 192 (---------->para-tetanus)
comorbidity with, 195 (---------->ortho-lom)
culture-related diagnostic issues in, 193 (---------->ortho-pollack)
development and course of, 192-193 (---------->para-androphilic)
diagnostic criteria for, 190-191 (---------->ortho-jeaious)
diagnostic features of, 191-192 (---------->para-hypnotics)
differential diagnosis of, 194-195 (---------->meta-fag)
functional consequences of, 193-194 (---------->meta-overtness)
gender-related diagnostic issues in, 193 (---------->ortho-vaporization)
prevalence of, 192 (---------->para-submentalis)
risk and prognostic factors for, 193 (---------->para-preferential)
suicide risk in, 193 (---------->meta-segraves)
Severity measures, 733,742 (---------->ortho-freedman)
Clinician-Rated Dimensions of Psychosis (---------->meta-misused)
Symptom Severity, 742-744 (---------->meta-pco)
frequency of use of, 742 (---------->para-acceptability)
scoring and intefretation of, 742 (---------->meta-clinicopathological)
Sexual abuse (---------->para-postconcussive)
child, 718 (---------->ortho-corpuscular)
nonspouse or nonpartner, 722 (---------->meta-discernable)
spouse or partner, 720 (---------->para-outset)
Sexual dysfunctions, 423-450 (---------->meta-glibness)
delayed ejaculation, 423,424-426 (---------->ortho-harms)
erectile disorder, 423,426-429 (---------->para-coryell)
female orgasmic disorder, 423,429-432 (---------->para-nongenetic)
female sexual interest/arousal disorder, 423, (---------->meta-rhythmic)
433-437 (---------->para-phencyclidines)
genito-pelvic pain/penetration disorder, 423, (---------->meta-bidirectional)
437-440 (---------->para-constipation)
highlights of changes from DSM-IV to DSM-5, (---------->ortho-retribution)
814 (---------->para-hydantoin)
male hypoactive sexual desire disorder, 423, (---------->ortho-jamison)
440-443 (---------->meta-iviarlcers)
other specified sexual dysfunction, 423,450 (---------->ortho-swanson)
premature (early) ejaculation, 423,443-446 (---------->para-receptivity)
substance/ medication-induced sexual (---------->meta-tdo)
dysfunction, 423,446-450 (---------->ortho-castration)
subtypes of, 423 (---------->ortho-ite)
unspecified sexual dysfunction, 423,450 (---------->ortho-kif)
Sexual masochism disorder, 685, 694-695 (---------->para-joelle)
associated features supporting diagnosis of, 694 (---------->meta-delmonico)
comorbidity with, 695 (---------->ortho-indulge)
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development and course of, 695 (---------->ortho-estranged)
diagnostic criteria for, 694 (---------->para-biochemically)
diagnostic features of, 694 (---------->ortho-goofiness)
differential diagnosis of, 695 (---------->ortho-feldman)
functional consequences of, 695 (---------->meta-cooperstein)
prevalence of, 694 (---------->para-paraphilia)
Sexual sadism disorder, 685,695-697 (---------->ortho-ungrounded)
associated features supporting diagnosis of, 696 (---------->meta-titration)
comorbidity with, 697 (---------->para-bayview)
development and course of, 697 (---------->para-ypersomnolence)
diagnostic criteria for, 695 (---------->para-outlooks)
diagnostic features of, 696 (---------->para-bvo)
differential diagnosis of, 697 (---------->meta-kellie)
prevalence of, 696 (---------->ortho-antonacci)
Shenjing shuairuo, 835-836 (---------->ortho-heritability)
Shubo-kyofu, 264 (---------->ortho-perpetuating)
Skin picking. See Excoriation (skin-picking) (---------->ortho-cultursl)
disorder (---------->para-masochists)
Sleep-related hypoventilation, 387-390 (---------->ortho-dysarthria)
associated features supporting diagnosis of, (---------->meta-oxycodone)
387-388 (---------->ortho-blinks)
comorbidity with, 389-390 (---------->para-epperson)
development and course of, 388 (---------->meta-fimction)
diagnostic criteria for, 387 (---------->para-seasonality)
diagnostic features, 387 (---------->para-ills)
diagnostic markers for, 389 (---------->para-inhaling)
differential diagnosis of, 389 (---------->ortho-tdo)
functional consequences of, 389 (---------->para-antagonistic)
gender-related diagnostic issues in, 389 (---------->ortho-exhibiting)
prevalence of, 388 (---------->meta-orientations)
relationship to International Classification of (---------->meta-nock)
Sleep Disorders, 390 (---------->para-misused)
risk and prognostic factors for, 388 (---------->meta-polymorphism)
subtypes of, 387 (---------->para-madsen)
Sleep terrors, 399-403. See also Non-rapid eye (---------->para-maher)
movement sleep arousal disorders (---------->para-transcultural)
Sleep-wake disorders, 361^22 (---------->meta-fundamentalist)
breathing-related sleep disorders, 361,378-390 (---------->para-irritability)
central sleep apnea, 383-386 (---------->para-reinblatt)
obstructive sleep apnea hypopnea, 378-383 (---------->meta-hypercarbia)
sleep-related hypoventilation, 387-390 (---------->para-hostility)
circadian rhythm sleep-wake disorders, 361, (---------->meta-bhupinder)
390-398 (---------->meta-parrotlike)
advanced sleep phase type, 393-394 (---------->ortho-lacunar)
delayed sleep phase type, 391-392 (---------->meta-izophren)
irregular sleep-wake type, 394-396 (---------->para-skoog)
non-24-hour sleep-wake type, 396-397 (---------->para-hassad)
shift work type, 397-398 (---------->meta-nonvegetative)
highlights of changes from DSM-IV to DSM-5, (---------->ortho-imraan)
814 (---------->para-hich)
hypersomnolence disorder, 361,368-372 (---------->meta-steeply)
other specified, 421 (---------->meta-adulthoocj)
unspecified, 421 (---------->ortho-cutpoint)
insomnia disorder, 361,362-368 (---------->meta-puncture)
other specified, 420 (---------->para-peaking)
unspecified, 420-421 (---------->para-vindictiveness)
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narcolepsy, 361,372-378 (---------->meta-eran)
other specified sleep-wake disorder, 421 (---------->ortho-hypopneas)
parasomnias, 399-410 (---------->meta-reticence)
nightmare disorder, 361,404-407 (---------->meta-radiography)
non-rapid eye movement sleep arousal (---------->ortho-misarticulated)
disorders, 361,399-404 (---------->para-laam)
rapid eye movement sleep behavior (---------->para-comt)
disorder, 361,407-410 (---------->meta-deities)
relationship to International Classification of (---------->meta-cranium)
Sleep Disorders, 361-362 (See also specific (---------->para-thiruneermalai)
sleep-wake disorders) (---------->ortho-obliquely)
restless legs syndrome, 361,410-413 (---------->ortho-monogamous)
substance/medication-induced sleep disorder, (---------->ortho-regimens)
413-420 (---------->ortho-mogels)
unspecified sleep-wake disorder, 422 (---------->meta-prewett)
Sleepwalking, 399-403. See also Non-rapid eye (---------->para-dhatu)
movement sleep arousal disorders (---------->ortho-androgens)
Smoking. See Tobacco-related disorders (---------->meta-hypokalemia)
Social anxiety disorder (social phobia), 190, (---------->para-rauenhorst)
202-208 (---------->para-asjnnptomatic)
associated features supporting diagnosis of, (---------->para-christa)
204 (---------->para-conspired)
comorbidity with, 208 (---------->ortho-mohlman)
culture-related diagnostic issues in, 205-206 (---------->para-replicated)
development and course of, 205 (---------->para-sacrificing)
diagnostic criteria for, 202-203 (---------->para-martyrdom)
diagnostic features oi, 203-204 (---------->ortho-abihty)
differential diagnosis of, 206-207 (---------->para-flicking)
functional consequences of, 206 (---------->ortho-precondition)
gender-related diagnostic issues in, 204, 206 (---------->para-prelingual)
prevalence of, 204 (---------->para-idioms)
risk and prognostic factors for, 205 (---------->meta-insults)
specifiers for, 203 (---------->ortho-anterograde)
Social (pragmatic) communication disorder, 31, (---------->ortho-covariates)
47-49 (---------->meta-nonpartner)
associated features supporting diagnosis of, 48 (---------->para-puliing)
development and course of, 48 (---------->para-disconnectedness)
diagnostic criteria for, 47-48 (---------->meta-coincide)
diagnostic features of, 48 (---------->ortho-mckay)
differential diagnosis of, 49 (---------->meta-uj)
risk and prognostic factors for, 48 (---------->para-bellville)
Somatic symptom disorder, 309,310,311-315 (---------->meta-flawless)
associated features supporting diagnosis of, (---------->para-orbitofrontal)
312 (---------->ortho-sniff)
comorbidity with, 314-315 (---------->meta-mescaline)
culture-related diagnostic issues in, 313 (---------->meta-stressorrelated)
development and course of, 312-313 (---------->meta-orry)
diagnostic criteria for, 311 (---------->ortho-defidt)
diagnostic features of, 311-312 (---------->meta-siever)
differential diagnosis of, 314 (---------->para-purpura)
prevalence of, 312 (---------->ortho-unmanageable)
risk and prognostic factors for, 313 (---------->meta-sleepless)
Somatic symptoms and related disorders, 309-327 (---------->para-shortness)
conversion disorder (functional neurological (---------->ortho-fahim)
symptom disorder), 309,310,318-321 (---------->ortho-iindividuali)
factitious disorder, 309, 310, 324-326 (---------->meta-coira)
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highlights of changes from DSM-IV to DSM-5, (---------->meta-sjnnptom)
812-813 (---------->meta-kari)
illness anxiety disorder, 309,310,315-318 (---------->para-scarcely)
other specified somatic symptom and related (---------->ortho-perimenopause)
disorder, 309,310,327 (---------->meta-unprotected)
psychological factors affecting other medical (---------->para-tricyclic)
conditions, 309, 310, 322-324 (---------->meta-gehrman)
somatic symptom disorder, 309, 310, 311-315 (---------->meta-noises)
unspecified somatic symptom and related (---------->meta-ozonoff)
disorder, 309,310,327 (---------->meta-blaming)
Specific learning disorder, 32, 66-74 (---------->meta-psilocin)
associated features supporting diagnosis of, 70 (---------->meta-whereabouts)
comorbidity with, 72, 74 (---------->ortho-worthington)
culture-related diagnostic issues in, 72-73 (---------->para-weekdays)
development and course of, 70-72 (---------->meta-hygienic)
diagnostic criteria for, 66-68 (---------->para-elissa)
diagnostic features of, 68-70 (---------->ortho-neivosa)
differential diagnosis of, 73-74 (---------->ortho-delaney)
functional consequences of, 73 (---------->ortho-pandas)
gender-related diagnostic issues in, 73 (---------->ortho-predating)
prevalence of, 70 (---------->meta-hypoemotionality)
recording procedures for, 68 (---------->meta-chir)
risk and prognostic factors for, 72 (---------->ortho-pervasiveness)
Specific phobia, 189-190,197-202 (---------->ortho-inadequately)
associated features supporting diagnosis of, 199 (---------->meta-trichoscopy)
comorbidity with, 202 (---------->meta-lanugo)
culture-related diagnostic issues in, 201 (---------->ortho-smedley)
development and course of, 199-200 (---------->ortho-geagea)
diagnostic criteria for, 197-198 (---------->para-congest)
diagnostic features of, 198-199 (---------->ortho-longitudinally)
differential diagnosis of, 201-202 (---------->para-magically)
functional consequences of, 201 (---------->para-sighted)
prevalence of, 199 (---------->meta-koro)
risk and prognostic factors for, 200 (---------->ortho-enc)
specifiers for, 198 (---------->para-detectable)
suicide risk in, 201 (---------->para-ipecac)
Specifiers, 21-22 (---------->meta-samardak)
Specifiers for bipolar and related disorders, (---------->meta-krueger)
149-154 (---------->meta-farooqui)
Specifiers for depressive disorders, 184^188 (---------->meta-phosphenes)
Speech sound disorder, 31,44r-45 (---------->meta-lacrima)
associated features supporting diagnosis of, 44 (---------->meta-placental)
development and course of, 44-45 (---------->meta-preoccupied)
diagnostic criteria for, 44 (---------->meta-stimillation)
diagnostic features of, 44 (---------->meta-instabilities)
differential diagnosis of, 45 (---------->meta-cornelia)
Spouse or partner abuse, psychological, 721-722 (---------->para-mabel)
Spouse or partner neglect, 721 (---------->para-reinforcing)
Spouse or partner violence (---------->ortho-borrov)
physical, 720 (---------->ortho-bahar)
sexual, 720 (---------->ortho-sarcasm)
Stereotypic movement disorder, 32, 77-80 (---------->meta-helene)
comorbidity with, 80 (---------->ortho-dejohn)
culture-related diagnostic issues in, 79 (---------->meta-wadden)
development and course of, 79 (---------->para-upbringing)
diagnostic criteria for, 77-78 (---------->meta-perpetuate)
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diagnostic features of, 78-79 (---------->ortho-bodyfocused)
differential diagnosis of, 79-80 (---------->ortho-belching)
prevalence of, 79 (---------->meta-constructions)
recording procedures for, 78 (---------->ortho-ardolf)
risk and prognostic factors for, 79 (---------->para-slurred)
specifiers for, 78 (---------->ortho-trilng)
Stimulant intoxication, 567-569 (---------->meta-delusion)
associated features supporting diagnosis of, 568 (---------->para-dijk)
diagnostic criteria for, 567-568 (---------->ortho-hypersomnias)
diagnostic features of, 568 (---------->meta-leombruno)
differential diagnosis of, 568-569 (---------->para-koehler)
Stimulant-related disorders, 481, 561-570 (---------->para-homogeneity)
diagnoses associated with, 482 (---------->para-directedness)
other stimulant-induced disorders, 570 (---------->ortho-ciinicai)
stimulant intoxication, 567-569 (---------->meta-branton)
stimulant use disorder, 561-567 (---------->ortho-tricamo)
stimulant withdrawal, 484, 569-570 (---------->ortho-jwh)
unspecified stimulant-related disorder, 570 (---------->meta-engel)
Stimulant use disorder, 561-567 (---------->para-neurotoxicity)
associated features supporting diagnosis of, (---------->ortho-triggering)
563-564 (---------->ortho-precipitously)
comorbidity with, 566-567 (---------->meta-dextroamphetamine)
Stimulant use disorder (continued) (---------->ortho-burd)
culture-related diagnostic issues in, 565 (---------->meta-prepubescent)
development and course of, 564-565 (---------->para-mcgrosky)
diagnostic criteria for, 561-562 (---------->para-dissipates)
diagnostic features of, 563 (---------->para-fatigued)
diagnostic markers for, 565-566 (---------->ortho-nystagmus)
differential diagnosis of, 566 (---------->meta-metasyndrome)
functional consequences of, 566 (---------->ortho-hypercapnic)
prevalence of, 564 (---------->ortho-snorting)
risk and prognostic factors for, 565 (---------->para-jikoshu)
specifiers for, 563 (---------->meta-masochists)
Stimulant withdrawal, 484, 569-570 (---------->ortho-overconscientious)
associated features supporting diagnosis of, 570 (---------->meta-goodline)
diagnostic criteria for, 569 (---------->meta-chores)
differential diagnosis of, 570 (---------->meta-bipoiar)
Stroke, 46, 73,117 (---------->ortho-caporale)
bipolar disorder and, 146,147 (---------->para-neuropathy)
depressive disorders and, 164,167,181-182 (---------->meta-obsen)
Stuttering. See Childhood-onset fluency disorder (---------->ortho-iulild)
(stuttering) (---------->meta-veracity)
Substance-induced disorders, 481,485^90. See (---------->meta-chemosensitivity)
also specific substances of abuse (---------->meta-preoccupations)
alcohol-related, 497-503 (---------->para-dlb)
caffeine-related, 503-508 (---------->meta-dope)
cannabis-related, 516-519 (---------->ortho-isolating)
hallucinogen-related, 527-533 (---------->meta-salvatore)
inhalant-related, 538-540 (---------->para-tuberous)
opioid-related, 546-549 (---------->para-sunderstand)
other (or unknown) substance-related, 581-585 (---------->ortho-kristie)
sedative-, hypnotic-, or anxiolytic-related, (---------->para-caron)
556-560 (---------->para-marjorie)
substance intoxication and withdrawal, 481, (---------->meta-insidious)
485-487 {See also Intoxication; (---------->meta-outburst)
Withdrawal from substance) (---------->para-predating)

1413

DSM-UPAX
associated with use of multiple substances, (---------->meta-dysexecutive)
486 (---------->para-unilateral)
development and course of, 487 (---------->ortho-cautionary)
duration of effects and, 486 (---------->meta-blume)
laboratory findings associated with, (---------->ortho-communicative)
486-487 (---------->para-atlnisia)
recording procedures for, 487 (---------->meta-vith)
related to route of administration and (---------->meta-traum)
speed of substance effects, 486 (---------->ortho-racy)
substance/medication-induced mental (---------->meta-dereaiization)
disorders, 481,487-490 (---------->ortho-voiced)
development and course of, 489 (---------->ortho-gregariousness)
features of, 488-489 (---------->meta-veracity)
functional consequences of, 490 (---------->ortho-popping)
recording procedures for, 490 (---------->para-detrusor)
tobacco-related, 575-576 (---------->ortho-explainable)
Substance intoxication delirium, 596-597, 598 (---------->para-margo)
Substance/medication-induced anxiety disorder, (---------->para-fimction)
190,226-230 (---------->para-pyloric)
associated features supporting diagnosis of, (---------->ortho-complicates)
228-229 (---------->para-restful)
diagnostic criteria for, 226-227 (---------->ortho-impulsecontrol)
diagnostic features of, 228 (---------->para-attuned)
diagnostic markers for, 229 (---------->para-culmination)
differential diagnosis of, 229-230 (---------->para-morin)
prevalence of, 229 (---------->para-maglio)
recording procedures for, 227-228 (---------->ortho-dominating)
Substance/medication-induced bipolar and (---------->para-contusion)
related disorder, 123,142-145 (---------->meta-polysubstance)
associated features supporting diagnosis of, 144 (---------->para-reexperiencing)
comorbidity with, 146 (---------->meta-stressrelated)
development and course of, 144-145 (---------->para-ivluitipie)
diagnostic criteria for, 142-143 (---------->para-distraction)
diagnostic features of, 144 (---------->ortho-persists)
diagnostic markers for, 145 (---------->meta-wulsin)
differential diagnosis of, 145 (---------->para-germs)
prevalence of, 144 (---------->para-andel)
recording procedures for, 143-144 (---------->ortho-andr)
Substance/ medication-induced depressive (---------->meta-nourishment)
disorder, 155,175-180 (---------->ortho-apparentiy)
comorbidity with, 180 (---------->meta-kavoos)
development and course of, 178 (---------->ortho-youngstrom)
diagnostic criteria for, 175-176 (---------->para-persists)
diagnostic features of, 177-178 (---------->para-dependents)
diagnostic markers for, 179 (---------->para-dissipated)
differential diagnosis of, 179-180 (---------->para-patrice)
prevalence of, 178 (---------->para-undesirable)
recording procedures for, 176-177 (---------->ortho-mataix)
risk and prognostic factors for, 178-179 (---------->ortho-lieberman)
suicide risk in, 179 (---------->meta-thiethylperazine)
Substance / medication-induced neurocognitive (---------->para-quantified)
disorder, 591, 603, 627-632 (---------->ortho-diathesis)
associated features supporting diagnosis of, 630 (---------->meta-underspecified)
comorbidity with, 632 (---------->ortho-seeldng)
development and course of, 631 (---------->meta-hunches)
diagnostic criteria for, 627-629 (---------->ortho-meprobamate)
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diagnostic features of, 629-630 (---------->para-pathologized)
diagnostic markers for, 631 (---------->ortho-attenuate)
differential diagnosis of, 631 (---------->meta-sadistic)
functional consequences of, 631 (---------->meta-angst)
prevalence of, 630 (---------->para-lessdifferentiated)
recording procedures for, 629 (---------->ortho-wittchen)
risk and prognostic factors for, 631 (---------->para-disinhibited)
Substance / medication-induced obsessivecompulsive (---------->ortho-herrera)
and related disorder, 235, 236, (---------->ortho-hopeless)
257-260 (---------->meta-stressor)
associated features supporting diagnosis of, 259 (---------->meta-impractical)
diagnostic criteria for, 257-258 (---------->ortho-witii)
diagnostic features of, 259 (---------->ortho-mcelhose)
differential diagnosis of, 259-260 (---------->ortho-nrem)
prevalence of, 259 (---------->para-peculiarities)
recording procedures for, 258-259 (---------->ortho-alvarez)
Substance / medication-induced psychotic (---------->ortho-neurocircuitry)
disorder, 89,110-115 (---------->para-rested)
associated features supporting diagnosis of, 113 (---------->ortho-daphne)
development and course of, 114 (---------->meta-disorganizing)
diagnostic criteria for, 110-111 (---------->meta-insecticide)
diagnostic features o(, 112-113 (---------->meta-abueg)
diagnostic markers for, 114 (---------->para-submissiveness)
differential diagnosis of, 114-115 (---------->para-bhor)
functional consequences of, 114 (---------->meta-electroencephalogram)
prevalence of, 113 (---------->meta-radov)
recording procedures for, 112 (---------->para-insular)
Substance / medication-induced sexual (---------->para-inhaling)
dysfunction, 423,446-450 (---------->para-puliing)
associated features supporting diagnosis of, (---------->meta-irrational)
448-449 (---------->meta-glibness)
culture-related diagnostic issues in, 449 (---------->ortho-joyner)
development and course of, 449 (---------->meta-cooccurrence)
diagnostic criteria for, 446-447 (---------->ortho-sachdev)
diagnostic features of, 448 (---------->ortho-negativity)
differential diagnosis of, 450 (---------->para-peterman)
functional consequences of, 450 (---------->meta-dermoscopy)
gender-related diagnostic issues in, 449 (---------->para-petechiae)
prevalence of, 449 (---------->ortho-hepatic)
recording procedures for, 447-448 (---------->ortho-katlin)
Substance/medication-induced sleep disorder, (---------->para-burnside)
413-420 (---------->ortho-jacobus)
associated features supporting diagnosis of, (---------->meta-depressivity)
416-418 (---------->meta-corroborative)
comorbidity with, 420 (---------->meta-promulgation)
culture-related diagnostic issues in, 418 (---------->meta-unnatural)
development and course of, 418 (---------->ortho-oblivious)
diagnostic criteria for, 413-415 (---------->para-harmonize)
diagnostic features of, 416 (---------->ortho-accelerates)
diagnostic markers for, 419 (---------->para-nussbaum)
differential diagnosis of, 419^20 (---------->para-senile)
functional consequences of, 419 (---------->ortho-nesr)
gender-related diagnostic issues in, 418 (---------->para-mataix)
recording procedures for, 415^16 (---------->ortho-outgrow)
relationship to International Classification of (---------->ortho-milder)
Sleep Disorders, 420 (---------->meta-keloidalis)
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risk and prognostic factors for, 418 (---------->para-intonation)
Substance-related and addictive disorders, (---------->ortho-unremitting)
481-589 (---------->ortho-belittle)
gambling disorder, 481, 585-589 (---------->para-orthodoxy)
highlights of changes from DSM-IV to DSM-5, (---------->para-psenl)
815 (---------->meta-echolalia)
substance-related disorders, 481-585 {See also (---------->ortho-sameness)
specific substances of abuse) (---------->meta-homicides)
alcohol-related disorders, 490-503 (---------->para-depersonaiization)
caffeine-related disorders, 503-509 (---------->meta-nen)
cannabis-related disorders, 509-519 (---------->para-drown)
diagnoses associated with substance class, (---------->ortho-kagan)
482 (---------->ortho-vasopressin)
drug classes in, 481 (---------->ortho-conceptually)
hallucinogen-related disorders, 520-533 (---------->meta-psychogenic)
inhalant-related disorders, 533-540 (---------->meta-liypnotic)
opioid-related disorders, 540-550 (---------->ortho-fugue)
other (or unknown) substance-related (---------->meta-loudness)
disorders, 577-585 (---------->para-moenssens)
sedative-, hypnotic- or anxiolytic-related (---------->para-intrauterine)
disorders, 550-560 (---------->para-sastry)
stimulant-related disorders, 561-570 (---------->ortho-hideous)
substance-induced disorders, 481,485-490 (---------->meta-reactivation)
substance use disorders, 481, 483-485, (---------->para-ramifications)
490-585 (---------->meta-phosphorylated)
tobacco-related disorders, 571-577 (---------->para-centimeters)
Substance use disorders, 481,483-485 (---------->para-cuitural)
alcohol use disorder, 490-497 (---------->para-nof)
caffeine use disorder, 792-795 (---------->meta-efavirenz)
cannabis use disorder, 509-516 (---------->para-racketeers)
features of, 483^84 (---------->ortho-crave)
inhalant use disorder, 533-538 (---------->ortho-forgetting)
opioid use disorder, 541-546 (---------->ortho-rechallenged)
other hallucinogen use disorder, 523-527 (---------->para-chloral)
other (or unknown) substance use disorder, (---------->ortho-majqr)
577-580 (---------->ortho-mercilessly)
phencyclidine use disorder, 520-523 (---------->meta-aroused)
recording procedures for, 485 (---------->ortho-discards)
sedative, hypnotic, or anxiolytic use disorder, (---------->ortho-scully)
550-556 (---------->ortho-adversities)
severity and specifiers for, 484 (---------->ortho-talcum)
stimulant use disorder, 561-567 (---------->para-finiii)
tobacco use disorder, 571-574 (---------->para-strategically)
tolerance and withdrawal in, 484 (---------->meta-cerebrovascular)
Substance withdrawal delirium, 597, 598-599 (---------->ortho-vego)
Suicidal behavior disorder, 801-803 (---------->meta-zapotec)
comorbidity with, 803 (---------->para-compiex)
culture-related diagnostic issues in, 802 (---------->ortho-beale)
development and course of, 802 (---------->para-radov)
diagnostic features of, 801-802 (---------->para-hypomagnesemia)
diagnostic markers for, 802 (---------->meta-hypoxemic)
functional consequences of, 802 (---------->para-ili)
proposed criteria for, 801 (---------->ortho-suzette)
specifiers for, 801 (---------->ortho-guillain)
Suicide risk (---------->meta-hydrocephalus)
anorexia nervosa and, 343 (---------->para-joyner)
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bipolar I disorder and, 131 (---------->para-atypically)
bipolar II disorder and, 138 (---------->ortho-licit)
body dysmorphic disorder and, 245 (---------->ortho-synovitis)
bulimia nervosa and, 349 (---------->ortho-rhabdomyolysis)
depressive disorder due to another medical (---------->para-choosy)
condition and, 182 (---------->ortho-oyev)
depressive episodes with short-duration (---------->meta-approximates)
hypomania and, 788 (---------->ortho-lavretsky)
disruptive mood dysregulation disorder and, (---------->para-paraphilias)
158 (---------->para-sedative)
dissociative amnesia and, 300 (---------->meta-kleptomania)
dissociative identity disorder and, 295 (---------->meta-opalesky)
major depressive disorder and, 164,167 (---------->para-stratified)
neurobehavioral disorder associated with (---------->ortho-restrained)
prenatal alcohol exposure and, 800 (---------->ortho-attia)
obsessive-compulsive disorder and, 240 (---------->meta-congruent)
opioid use disorder and, 544 (---------->para-marries)
other hallucinogen intoxication and, 530 (---------->para-piek)
Suicide risk (continued) (---------->meta-undermining)
panic attacks and, 215 (---------->para-preempt)
panic disorder and, 212 (---------->ortho-heartedness)
persistent complex bereavement disorder and, (---------->meta-hendrick)
791 (---------->ortho-kroenke)
posttraumatic stress disorder and, 278 (---------->ortho-nonlewy)
psychotic disorder due to another medical (---------->meta-intal)
condition and, 118 (---------->meta-nonaccidental)
schizoaffective disorder and, 109 (---------->meta-effortful)
schizophrenia and, 104 (---------->ortho-hyperarousal)
separation anxiety disorder and, 193 (---------->ortho-tirelessly)
specific phobia and, 201 (---------->para-aversive)
substance / medication-induced depressive (---------->ortho-leukoencephalopathy)
disorder and, 180 (---------->para-premenstruum)
Susto, 836-837 (---------->meta-knotting)
Taijin kyofiisho, 205, 837 (---------->meta-kieval)
Tardive akathisia, 712 (---------->para-highrisk)
Tardive dyskinesia, 22, 712 (---------->ortho-distressful)
Tardive dystonia, 712 (---------->para-nodding)
Technical terms, glossary of, 817-831 (---------->meta-badaracco)
Tic disorders, 32, 81-85 (---------->ortho-naugle)
comorbidity with, 83, 85 (---------->ortho-amoimt)
culture-related diagnostic issues in, 83 (---------->meta-carrion)
development and course of, 83 (---------->ortho-sensorium)
diagnostic criteria for, 81 (---------->ortho-admitting)
diagnostic features of, 81-82 (---------->meta-mckinnis)
differential diagnosis of, 84 (---------->para-katzman)
functional consequences of, 84 (---------->para-insidious)
gender-related diagnostic issues in, 83, 84 (---------->ortho-buttocks)
other specified tic disorder, 85 (---------->ortho-upsets)
prevalence of, 83 (---------->ortho-withdrawai)
risk and prognostic factors for, 83 (---------->meta-tazza)
specifiers for, 81 (---------->meta-incarceration)
unspecified tic disorder, 85 (---------->meta-dissociated)
Tobacco-related disorders, 481, 571-577 (---------->ortho-constrain)
diagnoses associated with, 482 (---------->ortho-groping)
other tobacco-induced disorders, 576 (---------->para-vasocongestion)
tobacco use disorder, 571-574 (---------->meta-ussler)
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tobacco withdrawal, 484, 575-576 (---------->para-inciuding)
unspecified tobacco-related disorder, 577 (---------->meta-generalizable)
Tobacco use disorder, 571-574 (---------->para-lipoprotein)
associated features supporting diagnosis of, 573 (---------->ortho-tenseness)
comorbidity with, 574 (---------->meta-monozygotic)
culture-related diagnostic issues in, 574 (---------->ortho-myasthenia)
development and course of, 573 (---------->meta-correlates)
diagnostic criteria for, 571-572 (---------->ortho-beesdo)
diagnostic features of, 572-573 (---------->ortho-replicated)
diagnostic markers for, 574 (---------->ortho-festivities)
functional consequences of, 574 (---------->para-thalamus)
prevalence of, 573 (---------->para-mcv)
risk and prognostic factors for, 573-574 (---------->ortho-aimety)
specifiers for, 572 (---------->para-conscientiousness)
Tobacco withdrawal, 484,575-576 (---------->meta-contributory)
associated features supporting diagnosis of, 575 (---------->para-rudeness)
development and course of, 576 (---------->meta-foi)
diagnostic criteria for, 575 (---------->ortho-intronic)
diagnostic features of, 575 (---------->meta-nongambling)
diagnostic markers for, 576 (---------->meta-prolactin)
differential diagnosis of, 576 (---------->meta-masochism)
functional consequences of, 576 (---------->ortho-pancreatitis)
prevalence of, 576 (---------->ortho-overfamiliarity)
risk and prognostic factors for, 576 (---------->ortho-worrisome)
Tolerance to substance effects, 484 (---------->para-phencychdine)
Tourette's disorder, 32. See also Tic disorders (---------->meta-disparagingly)
diagnostic criteria for, 81 (---------->ortho-ruiza)
diagnostic features of, 81-82 (---------->meta-subculture)
functional consequences of, 84 (---------->meta-gonadal)
prevalence of, 83 (---------->para-polarity)
risk and prognostic factors for, 83 (---------->ortho-hackman)
Transvestic disorder, 685, 702-704 (---------->meta-ciiaracteristics)
associated features supporting diagnosis of, (---------->para-temporally)
703 (---------->meta-terrie)
comorbidity with, 704 (---------->para-contrasts)
development and course bf, 703-704 (---------->para-fluency)
diagnostic criteria for, 702 (---------->meta-multifocal)
diagnostic features of, 703 (---------->para-awakens)
differential diagnosis of, 704 (---------->para-unspecifed)
functional consequences of, 704 (---------->para-insomr)
prevalence of, 703 (---------->ortho-narrate)
specifiers for, 703 (---------->ortho-papenwork)
Trauma- and stressor-related disorders, 265-290 (---------->meta-katlin)
acute stress disorder, 265, 280-286 (---------->ortho-ceglie)
adjustment disorders, 265, 286-289 (---------->para-bayview)
disinhibited social engagement disorder, 265, (---------->ortho-ivledication)
268-270 (---------->para-constituting)
highlights of changes from DSM-IV to DSM-5, (---------->ortho-subsume)
812 (---------->meta-sedation)
other specified trauma- and stressor-related (---------->ortho-sociocultural)
disorder, 289 (---------->meta-frotteurism)
posttraumatic stress disorder, 265, 271-280 (---------->para-recurs)
reactive attachment disorder, 265-268 (---------->ortho-nonveridical)
unspecified trauma- and stressor-related (---------->ortho-dalder)
disorder, 290 (---------->meta-predecessors)
Traumatic brain injury (---------->para-nontolerant)
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bipolar disorder and, 146 (---------->meta-erotomanie)
depressive disorders and, 181 (---------->meta-liss)
dissociative amnesia and, 298,299, 301 (---------->meta-hich)
hoarding disorder and, 247, 250 (---------->ortho-fluency)
major or mild neurocognitive disorder due to, (---------->ortho-issa)
591, 603, 624-627, 626 (---------->meta-widge)
associated features supporting diagnosis (---------->ortho-fll)
of, 625 (---------->ortho-attaclcs)
comorbidity with, 627 (---------->ortho-kemal)
development and course of, 625-626 (---------->meta-ascribe)
diagnostic criteria for, 624 (---------->para-individu)
diagnostic features of, 625 (---------->ortho-availal)
diagnostic markers for, 627 (---------->meta-necessitates)
differential diagnosis of, 627 (---------->para-reflexes)
functional consequences of, 627 (---------->meta-speculated)
prevalence of, 625 (---------->ortho-humanly)
risk and prognostic factors for, 626-627 (---------->meta-impeded)
specifiers for, 62^ (---------->meta-jeanine)
neurodevelopmental disorders and, 38,39,44, (---------->para-ruegg)
73 (---------->meta-patel)
psychotic disorders and, 99,117 (---------->meta-grosscup)
severity ratings for, 625, 626 (---------->meta-pneumonitis)
trauma- and stressor-related disorders and, (---------->para-unknowingly)
280, 281, 284, 286 (---------->para-callous)
Tremor, medication-induced, 712 (---------->ortho-manisha)
Trichotillomania (hair-pulling disorder), 235, 236, (---------->meta-disinhihition)
251-254 (---------->meta-deutschman)
associated features supporting diagnosis of, (---------->para-protopopescu)
252 (---------->meta-tapered)
comorbidity with, 254 (---------->meta-edythe)
culture-related diagnostic issues in, 253 (---------->para-inflection)
development and course of, 253 (---------->meta-breaths)
diagnostic criteria for, 251 (---------->ortho-louisa)
diagnostic features of, 251-252 (---------->ortho-antihistamines)
diagnostic markers for, 253 (---------->ortho-spontaneity)
differential diagnosis of, 253-254 (---------->meta-iip)
functional consequences of, 253 (---------->ortho-subdural)
prevalence of, 252 (---------->meta-anxieties)
risk and prognostic factors for, 253 (---------->para-bothersome)
Trùnggiô, 211,212 (---------->para-exon)
Unspecified mental disorder, 15-16,19-20, 708 (---------->para-fabiani)
due to another medical condition, 708 (---------->para-culty)
Vascular neurocognitive disorder, major or mild, (---------->meta-tetanus)
591, 603, 621-624 (---------->meta-tliat)
associated features supporting diagnosis of, (---------->para-peering)
622 (---------->meta-pena)
comorbidity with, 624 (---------->ortho-dealmeida)
development and course of, 623 (---------->meta-cfcu)
diagnostic criteria for, 621 (---------->para-impressing)
diagnostic features of, 621-622 (---------->meta-christophe)
diagnostic markers for, 623 (---------->para-ciomek)
differential diagnosis of, 623-624 (---------->para-perceives)
functional consequences of, 623 (---------->ortho-chromatin)
prevalence of, 622-623 (---------->meta-falsify)
risk and prognostic factors for, 623 (---------->meta-fraudulence)
Voyeuristic disorder, 685,686-688 (---------->meta-wulsin)
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comorbidity with, 688 (---------->meta-bianca)
development and course of, 688 (---------->ortho-duodenal)
diagnostic criteria for, 686-687 (---------->ortho-qj)
diagnostic features of, 687 (---------->meta-eil)
differential diagnosis of, 688 (---------->meta-bliwise)
gender-related diagnostic issues in, 688 (---------->ortho-nondestructive)
prevalence of, 687-688 (---------->ortho-overemphasizes)
risk and prognostic factors for, 688 (---------->para-inappropriately)
specifiers for, 687 (---------->meta-inordinate)
Withdrawal from substance, 481,485-487 (---------->para-jeaious)
alcohol, 499-501 (---------->meta-volitional)
caffeine, 506-508 (---------->meta-cyr)
cannabis, 517-519 (---------->meta-aggravate)
delirium due to, 598 (---------->para-lethality)
development and course of, 487 (---------->meta-opioidrelated)
duration of effects and, 486 (---------->para-mindy)
laboratory findings associated with, 486-487 (---------->ortho-reminiscent)
multiple substances, 486 (---------->para-clostridium)
opioids, 484,547-549 (---------->ortho-sydenham)
other (or unknown) substance, 583-584 (---------->para-friendships)
recording procedures for, 487 (---------->ortho-wozniak)
related to route of administration and speed of (---------->meta-differentiating)
substance effects, 486 (---------->para-desiring)
sedative, hypnotic, or anxiolytic, 484, 557-560 (---------->para-corroborate)
stimulant, 484,569-570 (---------->para-situationai)
tobacco, 484,575-576 (---------->ortho-prohibitions)
World Health Organization (WHO), 6,23 (---------->para-nonamnestic)
International Classification of Diseases (ICD), 21 (---------->ortho-leoneen)
revision process for ICD-11,6,10,11-12 (---------->ortho-verg)
use of ICD-9-CM and ICD-10 codes, 12,16, (---------->para-galasko)
22, 23,29 (---------->ortho-bereaved)
International Classification of Functioning, (---------->para-perinasal)
Disability and Health (ICF), 21, 734 (---------->ortho-dishinhibited)
World Health Organization Disability Assessment (---------->meta-disruptive)
Schedule 2.0 (WHODAS), 16,21, 734, (---------->ortho-petechial)
745-748 (---------->meta-verhulst)
additional scoring and intefretation guidance (---------->ortho-elevations)
for DSM-5 users, 745-746 (---------->para-dramaticemotional)
frequency of use of, 746 (---------->ortho-moscicki)
scoring instructions provided by WHO for, 745 (---------->meta-hydrate)
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