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Goals of the DSM-5 

 To help us understand human behavior 

 Reduce reliance on medications 

 Increase understanding of children 

 Increase awareness of risk behaviors 

 Take time in diagnosis 

 Reduce the stigma of some mental disorders 

 Therapy is getting to know the person 



Definition of a Mental Disorder 

 “A mental disorder is a syndrome characterized by clinically significant 

disturbance in an individual’s cognition, emotion regulation, or behavior 

that reflects a dysfunction in the psychological, biological, or 

developmental processes underlying mental functioning. Mental disorders 

are usually associated with significant distress or disability in social, 

occupational, or other important activities. An expectable or culturally 

approved response to a common stressor or loss, such as the death of a 

loved one, is not a mental disorder. Socially deviant behavior (e.g., 

political, religious, or sexual) and conflicts that are primarily between the 

individual and society are not mental disorders unless the deviance or 

conflict results from a dysfunction in the individual, as described above.” 



DSM-5 Requirements 

DSM-5 coding includes ICD-9 and ICD- 10 

ICD-10 conversion October 1, 2014 

Insurance/other will adapt to elimination of 5-Axis 
system 

CIGNA requires DSM-5 on January 1, 2014 

Clinicians must complete the transition from the old 
multiaxial system to the new dimensional process 
within a two-year period.  



DSM-5  

Diagnostic System and Process 

oEmpirical Research, Sociopolitical Influences, and Change 

oMultiple Controversies and Nonclinical Applications 

oDimensional and Cross-Cutting Assessment in Therapy 

oCultural Comment and Cultural Formulation 

oDiagnosing, Coding and Recording Procedures 



 Empirical Research Foundation 
 

 The Diagnostic and Statistical Manual of Mental Disorders (DSM) has undergone 

substantial revision across its sixty years of evolution, with the latest version (DSM-

5) continuing that tradition in substantial ways. The discontinuation of the multi-

axial system, the addition and deletion of specific disorders, the regrouping and 

reclassification of familiar disorders, and significant changes in the names, nature 

and criteria associated with various disorders all mark the fifth edition of the DSM 

as a substantial, and controversial, revision of the diagnostic system.  

 The movement towards dimensionalizing disorders, the introduction of cross-cutting 

diagnostic dimensions, and the expansion of several areas of disorders characterize 

the DSM-5. 

 Since 1980 and the DSM-III, there have been giant advances in research on 

psychopathology and clinical intervention. The DSM-5 attempts to incorporate the 

vast body of significant scientific research evidence available.  



Resistance to Change 

 Published in May 2013 after many “false starts” 

 Contains extensively revised diagnoses and 15 new diagnoses 

 Significant change in the fifth edition is the deletion of the subtypes of 

schizophrenia 

 Eliminated the multiaxial classification system 

 Emphasizes dynamic narrative aspect of diagnosis and integration with 

treatment 

 Counteract the uncritical use and application of DSM by legal, judicial, 

social services, and educational communities 

 

 

 



Sociopolitical Influences and Social Side-Effects 

 Wide-spread use of DSM diagnostic criteria in education, law, and social services. 

 Mental health care is symbiotic with third-party payers 

 APA decision-makers were subjected to heavy lobbying efforts by pharmaceutical giants, insurance 
companies, and hospital conglomerates 

 Diagnostic inclusion in the DSM is influenced more significantly by the faction currently holding 
professional political power than by what science reveals 

 Social movements and tides effect judgments about what is and isn’t mental illness (political correctness) 

 Decisions regarding inclusion or exclusion of disorders are made by majority vote rather than by 
indisputable scientific data 

 The American Psychiatric Association is the most powerful mental health enterprise in the world, and the 
DSM constitutes a lucrative business for their organization, garnering millions of dollars in revenue 
(including sales of tapes, videos, study guides, etc.). The panel members recommending new APA 
definitions received $10,000 a year and stock holdings to $50,000 from drug companies, excluding 
research grants, which were frequently awarded 

 The DSM is a powerful tool of social control, as its criteria is a primary tool used to judge who is normal 
or abnormal, sane or insane, who should remain free or be hospitalized against their will, who might get a 
death sentence rather than life without parole, who will receive mental health services 

 There will be social repercussions from the changes in DSM-5 that cannot be avoided given societal 
attitudes, our health care system, our educational institutions, and the litigation climate 

 The current criterion focuses on medication management of behavioral symptomology over 
psychotherapy 
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Controversies and Criticisms 

 National Institute of Mental Health – “NIMH will be re-orienting its research away from DSM 

categories,” towards it’s own research oriented criteria. “NIMH has launched the Research Domain 

Criteria (RDoC) project to transform diagnosis by incorporating genetics, imaging, cognitive 

science, and other levels of information to lay the foundation for a new classification system.”  

http://www.nimh.nih.gov/about/director/2013/transforming-diagnosis.shtml  

 NIMH also stated that future research projects utilizing DSM-5 criteria will likely not be funded, 

and researchers will need to use RDoC’s to gain funding. 

 Psychiatry's New Diagnostic Manual: “Don't Buy It. Don't Use It. Don't Teach It.” That's 

what psychiatrist Allen Frances, chair of the DSM-IV task force, has to say about DSM-5.  

 “It's important that the diagnostic system be taken away from the American Psychiatric Association. It needs to 

be in safer hands.”  

 “We're spending a fortune on treating kids who don't have ADD with drugs rather than taking care of the 

schools.” http://www.motherjones.com/politics/2013/05/psychiatry-allen-frances-saving-

normal-dsm-5-controversy  
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Psychometric Concerns 

 Includes many diagnostic categories with questionable reliability, which may lead to 

misleading assumptions about their scientific validity 

 Did not receive a much-needed and widely requested external scientific review 

 May compromise patient safety through the implementation of lowered diagnostic 

thresholds and the introduction of new diagnostic categories that do not have sufficient 

empirical backing 

 Is the result of a process that gives the impression of putting institutional needs ahead 

of public welfare 

 May result in the mislabeling of mental illness in people who would fare better without 

a psychiatric diagnosis 

 May result in unnecessary and potentially harmful treatment, particularly with 

psychiatric medication 

 May divert precious mental health resources away from those who most need them 



Dimensional and Cross-Cutting 

Assessment 

 Allows for 6 months to make a diagnosis 

 Used during time spent understanding the client 

 You cannot effectively treat until you understand the 

full dimensions of the client  

 Diagnoses are made across time and circumstances 

to validate effectiveness of clinical interventions 



Cultural Case Formulation 

 To enhance the application of diagnostic criteria in culturally 

diverse/multicultural environments 

 To provide a systematic review of the individual’s cultural background 

 To identify the role of the cultural context in the expression and evaluation 

of psychiatric symptoms and dysfunction 

 To enable the clinician to systematically describe the patient’s cultural and 

social reference groups and their relevance to clinical care 

 To identify the effect that cultural differences may have on the relationship 

between the patient/family and the treating clinician, and how such cultural 

differences affect the course and the outcome of treatment provided 



Diagnostic Narrative 

Diagnostic narrative includes: 

 Primary Mental Disorder with Subtypes and Specifiers 

 Secondary Mental Disorder with Subtypes and Specifiers (if 

necessary) 

 ICD-9-CM and ICD-10-CM Codes for the Mental Disorder(s) 

 Medical Conditions Relevant to Diagnosis and Treatment 

 Psychosocial and Environment Stressors Relevant to Diagnosis and 

Treatment 

 Cultural Considerations and Formulation 



Neurodevelopmental Disorders 

oIntellectual Developmental Disorder 

oCommunication Disorders 

oAutism Spectrum Disorder 

oAttention-Deficit/Hyperactivity Disorder 

oSpecific Learning Disorder 

oMotor Disorders 



Intellectual Developmental Disorder 

 No longer coded on Axis II 

 Term fixed by federal statute 

 (ICD-10: intellectual developmental disorder).  

 “Deficits… confirmed by assessment …testing..” instead of just 
IQ #. 

 Greater emphasis on adaptive functioning deficits 

 Same severity specifiers:  

 mild, moderate, severe, or profound (beware of printing errors)  

 Descriptive table for specifiers 

 Under 5 years: “Global Developmental Delay” 

 



Communication Disorders 

 Social Communication Disorder (new) 

 Persistent difficulties in social use of verbal and nonverbal 
communication: 

 Social purposes (greeting, sharing info). 

 Changing communication to match listener or context. 

 Difficulties following rules for conversation or storytelling (taking turns). 

 Difficulties understanding what is not explicitly stated, and nonliteral or 
ambiguous meanings (idioms, humor, metaphors). 

 Language Disorders 

 Speech Disorders 

 Unspecified Communication Disorder 

 All of the following DSM IV disorders are subsumed under above: 
Language Emergence; Specific Language Impairment; Social 
Communication Disorder; Voice Disorder; Speech-Sound Disorder; Motor 
Speech Disorder; Child Onset Fluency Disorder. 



DSM-IV-TR 

Autism Aspergers Overlap 

DSM-5 

Autism Spectrum Disorder 
Social 
Communication 
Disorder 

R

O 
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Autism Spectrum Disorder 
Diagnostic Criteria  299.00 (F84.0) 

 
A. Persistent deficits in social communication 

and social interaction across multiple 

contexts, as manifested by the following, 

currently or by history: 

 Deficits in social-emotional reciprocity. 

 Deficits in nonverbal communicative behaviors used for 

social interactions. 

 Deficits in developing, maintaining, and understanding 

relationship. 

 



Autism Spectrum Disorder 
Diagnostic Criteria  299.00 (F84.0) 

B. Restricted, repetitive patterns of behavior, 
interests, or activities, as manifested by at 
least two of the following, currently or by 
history: 

 Stereotyped or repetitive motor movements, use of objects, 
or speech. 

 Insistence on sameness, inflexible adherence to routines, or 
ritualized patterns of verbal or nonverbal behavior. 

 Highly restricted, fixated interests that are abnormal in 
intensity or focus. 

 Hyper – or hyporeactivity to sensory input or unusual 
interest in sensory aspects of the environment. 

 



Autism Spectrum Disorder 
Diagnostic Criteria  299.00 (F84.0) 

C. Symptoms must be present in the early 
developmental period (but may not become 
fully manifest until social demands exceed 
limited capacities, or may be masked by 
learned strategies in later life). 

D. Symptoms cause clinically significant 
impairment in social, occupational, or other 
important areas of current functioning. 

E. These disturbances are not better explained 
by intellectual disability or global 
developmental delay. 



 Specifiers/Modifiers 
 With or without accompanying intellectual impairment 

 

 With or without accompanying language impairment 

 

 Associated with a known medical or genetic condition or  

 environmental factor 

 

 Associated with another neurodevelopmental, mental, or behavioral disorder 

 

 With catatonia 

 

Level of Severity 

 

Level 1: Requiring Support 

Level 2: Requiring Substantial Support 

Level 3: Requiring Very Substantial Support 

 



Autism Spectrum Disorder 
 

Focus on History and Other Associated Factors 

 Age of perceived onset 

 Pattern of onset 

 Culture-related issues 

 Gender-related issues 

 

 

 

 

 



Autism Spectrum Disorder 
 

 
Differential Diagnosis 
 

 

Rett Syndrome 

Selective mutism 

Language disorders 

Intellectual Disabilities without autism spectrum disorder 

Sterotypic movement disorder 

Attention-deficit/hyperactivity disorder 

Schizophrenia 

 

“Individuals with a well-established DSM-IV diagnosis of autistic disorder, 

Asperger’s Disorder, or pervasive developmental disorder not otherwise 

specified should be given the diagnosis of autism spectrum disorder.” 



Autism Spectrum Disorder 
 

Recording Procedures 

If associated with a known medical or genetic condition, 

environmental factor, another neurodevelopmental, 

mental, or behavioral disorder, record “autism 

spectrum disorder associated with “X”. Record the 

Level of Severity and any Specifiers, followed by 

language impairment and current level of verbal 

function.  

  



Attention-Deficit/Hyperactivity Disorder 

o Inattention (>6/9) and/or hyperactivity-impulsivity (>6/9) that interferes 

with functioning or development. 

o Prior to age 12 (instead of 7). 

o 2 or more settings.  

o Specify: Combined (314.01), Predominantly inattentive presentation 

(314.00), Predominantly hyper/impulsive presentation (314.01).   

o Specify: Mild, moderate, Severe.  

o Prevalence: About 5% of children, 2.5% of adults. 

o M:F 2:1 



Specific Learning Disorder 

Specify and code: Reading; Written Expression; Mathematics 

 

315.00 (F81.00)  With impairment in reading (specify if with word reading accuracy, 

reading rate or fluency, reading comprehension) 

315.2 (F81.81)  With impairment in written expression (specify if with spelling 

accuracy, grammar and punctuation accuracy, clarity or organization of written 

expression) 

315.1 (F81.2)  With impairment in mathematics (specify if with number sense, 

memorization of arithmetic facts, accurate of fluent calculation, accurate math 

reasoning) 

Specify current severity: Mild, Moderate, Severe 

 



Motor Disorders 

Developmental Coordination Disorder 

Stereotypic Movement Disorder 

Tic Disorders (specify: Tourette’s; Persistent 

Motor or Vocal Tic disorder; Provisional Tic 

Disorder) 



 

Bipolar Disorders 

and 

Depressive Disorders  
 

oPediatric Bipolar Disorder 

oDisruptive Mood Dysregulation Disorder 

oPremenstrual Dysphoric Disorder 
 



Pediatric Bipolar Disorder 

 Increasing diagnoses, over-diagnosis, wrong medication 

interventions, inaccurate prediction, heterogeneous disorder 

 There may be two types of currently diagnosed:  

a narrow definition that looks like adult BD > still BD 

a different form that includes explosive emotional outbursts 

that don’t look like mania (no grandiosity, delusions) and are 

not so cyclical 

Looks a little like ADHD, but there may be more 

aggression.  Looks like disruptive behavior disorder, but 

more emotional lability 

Believed that they will not grow up with BD and should 

perhaps be treated with antidepressants and/or Ritalin 

 Many will now be diagnosed with Disruptive Mood 

Dysregulation Disorder (under Depression)  
 



Disruptive Mood Dysregulation Disorder 

New disorder 

Older than five (5) yrs 

Persistent irritability 

Frequent episodes of behavior outbursts >three (3) a week for more 

than one year 

Intended to address concerns about potential diagnosis & over-

treatment of bipolar disorder in children 

First diagnosis between ages six to eighteen (6-18) and onset < ten 

years (10) 

Cannot coexist with ODD or bipolar disorder 

Children with this diagnosis typically develop unipolar depression 

or anxiety, not bipolar disorder 
 



Disruptive Mood Dysregulation Disorder 

The symptoms of DMDD include: 

 Severe temper outbursts at least three times a week 

 Emotional reactions are grossly disproportionate 

 Sad, irritable or angry mood almost every day 

 First diagnosis between age 6 and before 18 

 Onset of symptoms is prior to age 10 

 Symptoms present for at least one year 

 Moods and temper outbursts occur in multiple settings (e.g., home, 

school, with peers) 

 



Other Features of DMDD 

 Prevalence:  2%-5% 

 Course: about half of those diagnosed will meet criteria a year 

later; symptoms tend to become less common with maturation 

 Predominantly male 

 Differential Diagnosis: bipolar; ODD; ADHD; depression; 

anxiety; autistic spectrum 

 Comorbidity: high 

 



Premenstrual Dysphoric Disorder 

 Five (5) symptoms in week before menses 

 Must show improvement few days after onset of menses, and 

then minimal or absent in week post-menses 

 Improvement few days after onset of menses 

 A: One out of four (4) mood symptoms 

 B: One out of seven (7) behavior symptoms 

 Combined must be at least five (5) symptoms 

 

 



PMDD Symptoms continued 

 1) marked affective lability (e.g., mood swings; feeling 

suddenly sad or tearful or increased sensitivity to rejection) 

 (2) marked irritability or anger or increased interpersonal 

conflicts 

 (3) markedly depressed mood, feelings of hopelessness, or self-

deprecating thoughts 

 (4) marked anxiety, tension, feelings of being "keyed up" or 

"on edge" 

 



PMDD Symptoms continued 

 (5) decreased interest in usual activities  

 (6) subjective sense of difficulty in concentration 

 (7) lethargy, easy fatigability, or marked lack of energy 

 (8) marked change in appetite, overeating, or specific food 

cravings 

 (9) hypersomnia or insomnia 

 (10) sense of being overwhelmed or out of control 

 (11) other physical symptoms such as breast tenderness or 

swelling, joint or muscle pain, a sensation of "bloating," weight 

gain 

 



Anxiety Disorders 

oSeparation Anxiety Disorder 

oSelective Mutism 



Separation Anxiety Disorder 

 Now classified as an anxiety disorder 

 Core features remain mostly unchanged 

 Wording of the criteria modified to adequately represent the 

expression of separation anxiety symptoms in adulthood (e.g., 

attachment figures may include children of adults with 

separation anxiety disorder, and avoidance behaviors may 

occur in the workplace as well as at school) 

 No longer specifies age of onset 



Selective Mutism 

 Now classified as an Anxiety Disorder 

 Large majority of children with disorder are anxious 

 Diagnostic criteria are basically unchanged 



Obsessive-Compulsive and Related 

Disorders 

oBody Dysmorphic Disorder 

oHoarding Disorder 

oTrichotillomania 

oExcoriation Disorder 



Body Dysmorphic Disorder 

 Diagnostic criterion of repetitive behaviors or mental acts in response 

to preoccupations with perceived defects or flaws in physical 

appearance has been added 

 Consistent with research findings about prevalence and importance of 

this symptom 

 The specifier “with muscle dysmorphia” has been added  

 Delusional variant of body dysmorphic disorder (which identifies 

individuals who are completely convinced that their perceived defects 

or flaws are truly abnormal appearing) is no longer coded as both 

delusional disorder, somatic type, and body dysmorphic disorder – now 

only diagnosed as body dysmorphic disorder with the absent 

insight/delusional beliefs specifier 



Hoarding Disorder 

 New diagnosis in DSM-5 

 There is evidence for the diagnostic validity and clinical 

utility of a separate diagnosis of hoarding disorder 

 Reflects persistent difficulty discarding or parting with 

possessions due to a perceived need to save the items and 

distress associated with discarding them 

 May have unique neurobiological correlates, is associated 

with significant impairment, and may respond to clinical 

intervention 



Trichotillomania 

Trichotillomania was included in DSM-IV, although 

“hair-pulling disorder” has been added parenthetically to 

the disorder’s name in DSM-5 

 

 

 



Excoriation Disorder 

 Excoriation (skin-picking) disorder is newly added to 

DSM-5 

 Strong evidence for its diagnostic validity and clinical 

utility  



Trauma- and Stressor-Related 

Disorders 

oReactive Attachment Disorder 

oDisinhibited Social Engagement Disorder 

oPosttraumatic Stress Disorder 

oAcute Stress Disorder 

oAdjustment Disorders 



DSM 5 

Trauma and Stressor Related Disorders 

 

Reactive Attachment Disorder 

Disinhibited Social Engagement Disorder 

PTSD 

 

No longer grouped among the anxiety disorders;  

Now they constitute their own separate groupings 



DSM IV 

One Disorder 

Reactive 
Attachment 

Disorder 

Emotionally 
Withdrawn 

Disinhibited Social 
Engagement 

Disorder 



DSM 5 

Two Distinct Disorders 
. Reactive 

Attachment 
Disorder 

. Disinhibited 
Social 
Engagement 
Disorder 



Reactive Attachment Disorder: 

Diagnostic Criteria 

A. A consistent pattern of inhibited, emotionally withdrawn behavior toward adult 

caregivers, manifested by both of the following:  

1. The child rarely or minimally seeks comfort when distressed 

2. The child rarely or minimally responds to comfort when distressed 

B. A persistent social and emotional disturbance characterized by at least two of the 

following: 

 1. Minimal social and emotional responsiveness to others 

 2. Limited positive affect. 

 3. Episodes of unexplained irritability, sadness, or fearfulness that are evident even 

during nonthreatening interactions with adult caregivers 



Reactive Attachment Disorder:  

Diagnostic Criteria 

C. The child has experienced a pattern of extreme of insufficient care as evidenced by at least one of 

the following: 

 1. Social neglect or deprivation in the form of persistent lack of having basic emotional needs 

for comfort, stimulation, and affection met by caregiving adults.  

 2. Repeated changes of primary caregivers that limit opportunities to form stable attachments. 

 3. Rearing in unusual settings that severely limit opportunities to form selective attachments.  

D. The care in Criterion C is presumed to be responsible for the disturbed behavior in criterion A. 

E. The criteria are not met for autism spectrum disorder 

F. The disturbance is evident before age 5. 

G. The child has a developmental age of at least 9 months 

Specify if: 

 Persistent: The disorder has been present for more than 12 months 

Specify current severity: 

 Reactive Attachment Disorder is specified as severe when a child exhibits all symptoms of the 

disorder, with each symptom manifesting at relatively high levels 



Reactive Attachment Disorder 

Diagnostic Features 

 

 -When distressed, no consistent effort to obtain comfort, 

support, or protection from caregivers 

   -diminished or absent expression of positive emotions during 

interactions with caregivers 

 -display episodes of negative emotions of fear, sadness, 

irritability that can not be explained 

Child must have a developmental age of at least 9 months 



Reactive Attachment Disorder 

Prevalence 

 unknown; disorder is uncommon (less than 10% of 

children) 

Development and Course 

 Conditions often present in the first months of life  

 Unclear if disorder occurs in older children and, if so, 

how it differs from its presentation in young children. 

The diagnosis should be made with caution in 

children older than 5 years. 



Reactive Attachment Disorder 

Risk and Prognostic Factors 

 Environmental 

  Serious social neglect is a requirement 

Functional Consequences  

  Impairs young child’s ability to relate interpersonally to adults and peers and is associated 

with functional impairment across many domains of early childhood 

Differential Diagnosis 

 Autism Spectrum Disorder 

  Aberrant social behaviors occur in both 

  Two disorders are different because of the  history of neglect in Reactive Attachment 

 Disorder 

  Children with Autism rarely have been  neglected 

 



Reactive Attachment Disorder 

Intellectual Disability 

 Developmental disabilities often accompany 

 reactive attachment disorder but they should not be confused with the disorder 

Depressive Disorders 

 Depressed children have a reduction in positive affect. Little evidence to suggest that they 

have impairments in attachment 

 

 

 

 



Disinhibited Social Engagement Disorder 

Diagnostic Criteria 

A. A pattern of behavior in which a child actively approaches and interacts with unfamiliar 

adults and exhibits at least two of the following: 

1. Reduced or absent reticence in approaching and interacting with unfamiliar adults 

2. Overly familiar verbal or physical behavior (that is not consistent with culturally sanctioned 

and with age appropriate social boundaries) 

3. Diminished or absent checking back with adult caregiver after venturing away, even in 

unfamiliar settings 

4. Willingness to go off with an unfamiliar adult with minimal or no hesitation 

 

 

 

 



Disinhibited Social Engagement Disorder 

B. The behaviors in Criterion A are not limited to impulsivity (as in 

attention deficit/ hyperactivity disorder) but include socially 

disinhibited behavior. 

C. The child has experienced a pattern of extremes of insufficient care as 

evidenced by at least one of the following: 

 1. social neglect or deprivation in the form of persistent lack of having 

basic emotional needs for comfort, stimulation, and affection met by 

caregiving adults 

 2. Repeated changes of primary caregivers that limit opportunities to 

form stable attachments. 

 3. Rearing in unusual settings that severely limit opportunities to form 

selective attachments 



Disinhibited Social Engagement Disorder 

D. The care in Criterion C is presumed to be responsible for the disturbed 

behavior in Criterion A. 

E. The child has a developmental age of at least 9 months 

Specify if 

  Persistent: The disorder has been present for more than 12 months 

Specify current severity: 

  Disinhibited social engagement disorder is specified as severe when 

the child exhibits all symptoms of the disorder, with each symptom 

manifesting at relatively high levels.  



Disinhibited Social Engagement Disorder 

Diagnostic features 

 culturally inappropriate, overly familiar behavior with relative strangers 

 violates social boundaries of the culture 

 should NOT make diagnosis before child is developmentally able to 

form selective attachments. Child must be at least 9 months 

 

 

 

 



Disinhibited Social Engagement Disorder 

Associated Features Supporting Diagnosis 

 Disorder may co occur with developmental delays, especially cognitive 

and language delays, stereotypies, and other signs of severe neglect 

 However, signs of disorder persist after other signs of neglect diminish 

 Disorder can be present in children with no signs of attachment 

problems 



Disinhibited Social Engagement Disorder 

Prevalence 

 Unknown; disorder is rare 

 In high risk populations – occurs in 20% of children 

Development and Course 

 Social neglect is often present the first months of life 

 No evidence that neglect after the age of 2 is associated with this 

disorder 

 Disorder not described in adults 

 Symptoms can persist into adolescence 



Disinhibited Social Engagement Disorder 

Risk and Prognostic Factors 

 Environment 

  Serious social neglect is the only risk factor 

  Even if environmental dramatically improves the 

disorder will likely persist 

Functional Consequences  

  impairs young child’s abilities to related 

interpersonally to adults and peers 



OBSERVING CHANGES 

DSM IV 

 PTSD 

 Not developmentally sensitive 

 

 

 

 

 

DSM V 

 Thresholds have been lowered 

for children and adolescents 

 Separate criteria have been 

added for children age 6 or 

younger  

 

 

 



PTSD 

Diagnostic Criteria 

Note: Applies to individuals older than 6 years 

A. Exposure to actual or threatened death, serious injury, or sexual violence in one or more of 
the following ways: 

1. Directly experiencing the traumatic events. 

2. Witnessing, in person, the event as it occurred to others. 

3. Learning that the traumatic events(s) occurred to a close family member or close friend. In cases of 
actual or threatened death of a family member or friend, the event(s) must have been violent or 
accidental. 

4. Experiencing repeated or extreme exposure to aversive details of the traumatic events(s). 

Note: Criterion A4 does not apply to exposure through electronic media, 
television, movies, or pictures unless the exposure is work related. 

Note:  No longer 3 symptom clusters – DSM 5 now lists four clusters 

  Intense fear, helplessness or horror, according to DSM-IV — has 
been deleted because that criterion proved to have no utility in 
predicting the onset of PTSD 



PTSD for Children 6 years or younger 

A. In children 6 years or younger, exposure to actual or threatened death, 

serious injury, or sexual violence in one (or more) of the following 

ways: 

1. Directly experiencing the traumatic event 

2. Witnessing in person the event as it occurred to others, especially primary 

caregivers 

3. Learning that the traumatic events occurred to a parent or care giving 

figure. 

 

 

 



PTSD for Children 6 years or younger 

B. Presence of one or more of the following intrusion 

symptoms associated with the traumatic event, beginning 

after the traumatic event occurred: 

 1. Recurrent, involuntary, and intrusive distressing 

memories of the traumatic events. 

 2. Recurrent distressing dreams in which the content 

and/or affect of the dream are related to traumatic events. 

 3. Dissociative reactions in which the child feels or acts as 

if the traumatic events were recurring. Can occur in Play 

 

 

 



PTSD for Children 6 years or younger 

 4. Intense or prolonged psychological distress at exposure to internal or 

external cues that symbolize or resemble as aspect of the traumatic 

event. 

 5. Marked physiological reactions to reminders of the traumatic event. 

C. One or more of the following symptoms, representing either persistent 

avoidance of stimuli associated with the traumatic event or negative 

alternations in cognitions and mood associated with the traumatic 

events, must be present, beginning after the event or worsening after the 

event 



PTSD for Children 6 years or younger 

Persistent Avoidance of Stimuli 

 1. Avoidance of or efforts to avoid activities, places, 

or physical reminders that arouse recollections of the 

traumatic event 

 2. Avoidance of or efforts to avoid people, 

conversations, or interpersonal situations that arouse 

recollections of the traumatic event 

 

 



PTSD for Children 6 years or younger 

Negative Alternations in Cognitions 

 3. Substantially increased frequency of negative emotional states 

 4. Markedly diminished interest or participation in significant activities, 

including constriction of play. 

 5. Socially withdrawn behavior 

 6. Persistent reduction in expression of positive emotions 

 

 

 



PTSD for Children 6 years or younger 

D. Alternations in arousal and reactivity associated with the traumatic event, beginning or 

worsening after the traumatic event occurred, as evidenced by two or the following: 

 1. Irritable behavior or angry outbursts 

 2. hyper vigilance 

 3. exaggerated startle response 

 4. problems with concentration 

 5. sleep disturbance 

 

 



PTSD for Children 6 years or younger 

E. The duration of the disturbance is more than one month. 

F. The disturbance causes clinically significant distress  or impairment in 
relationships with parents, siblings, peers or other caregivers or with social 
behavior. 

G. The disturbance is not attributable to the physiological effects of a substance 
or another medical condition 

Specify whether: 

 With dissociative symptoms 

  1. Depersonalization 

  2. Derealization 

Specify if: 

 With delayed expression 

 



PTSD for Children 6 years or younger 

Diagnostic Features 

 Emotional reactions to the traumatic event (fear, helplessness, horror) are NO 

longer a part of Criterion A 

 The clinical presentation of PTSD varies 

 Indirect exposure through learning about an event is limited to experiences 

affecting close relatives or friends and experiences are violent or accidental 

Associated Features 

 Developmental regression, such as the loss of language, may occur in young 

children 

Prevalence 

 Children and adolescents had lower prevalence rates – may have been due to 

previous criteria (not developmental informed) 

 



PTSD for Children 6 years or younger 

Differential Diagnosis 

 Adjustment Disorders; Other posttraumatic disorders; Acute stress disorder; Anxiety 

disorders and OCD; Major depressive disorder;  Personality disorder; Dissociative 

disorder; Conversion disorder; Psychotic disorder;  Traumatic Brain injury 

Comorbidity 

 Individuals with PTSD are 80% more likely than those without PTSD to have symptoms 

of other mental disorders 

 

 

 

 

 



Feeding and Eating Disorders 

oAvoidant/Restrictive Food Intake Disorder 

oAnorexia Nervosa 

oBulimia Nervosa 

oBinge-Eating Disorder 





DSM-IV 

 Recognized only 2 specific eating disorders 

 Anorexia Nervosa 

 Bulimia Nervosa 

 

 Those that didn’t fit these 2 disorders were assigned to:  Eating Disorders Not 

Otherwise Specified (EDNOS) 

 

 Eating Disorders Not Otherwise Specified (EDNOS) 

 

 Changed to: 

 

 Other Specified Feeding or Eating Disorder (OSFED) 

 



DSM-IV Changes 

 Addition of binge eating disorder 

 Changes to bulimia and anorexia diagnostic criteria 

 Moved 3 disorders that were in DSM-IV chapter, “Disorders Usually 

First Diagnosed in Infancy, Childhood, or Adolescence” to this chapter.  

DSM-5 no longer has a childhood disorders chapter 

 

 

 

 

 



Avoidant/Restrictive Food Intake 

Disorder 

Used to be “feeding disorder of infancy or early childhood” 

      

   Why changes? 

 

 Does not only pertain to early childhood 

 Criteria has been expanded 



Anorexia Nervosa 

 Amenorrhea – “absence of menstrual cycle”, removed as a requirement 

 Criterion A – focuses on behaviors – like restricting calorie intake.  No longer includes the 

word “refusal” in terms of weight management.  This implied intention on the part of the 

patient and was difficult to assess 

 Criterion A – same as in DSM-IV states “significantly low body weight for their 

development stage”.  However, wording has been changed for 

 Clarity 

 Guidance regarding how to judge whether an individual is at or below significantly 

 Criterion B has been expanded to include not only overtly expressed fear of weight gain but also 

persistent behavior that interferes with weight gain 

 

 

 



Bulimia Nervosa 

 Frequent episodes of binge eating, followed by inappropriate behaviors such as self-

induced vomiting to avoid weight gain 

 

 DSM-5 criteria reduces the frequency of binge eating to just once a week as opposed to a 

minimum of twice a week in the DSM-IV 

 

 

 

 

 

 

 



Binge Eating Disorder 

 The most common eating disorder in the U.S. 

 Individuals with this disorder experience substantially more anxiety and mood disturbance 

 Adolescents are at greater risk of weight gain 

 1.  Recurrent and persistent episodes of binge eating 

 2. Binge eating episodes are associated with three (or more) of the following: 

 Eating much more rapidly than normal 

 Eating until feeling uncomfortably full 

 Eating large amounts of food when not physically hungry 

 Eating alone because of being embarrassed by how much one is eating 

 Feeling disgusted with oneself, depressed, or very guilty after overeating 



Binge Eating Disorder cont. 
 

 

 

 

 3. Marked distress regarding binge eating 

 4. Absence of regular compensatory behaviors (such as purging) 

 5. Occurring on average once a week for 3 months 

 

 

 

 

 

 

 

 

 



Gender Dysphoria 

oDiagnoses in Children and Youth 



Gender Dysphoria 
 

Diagnoses in Children and Youth 

 Individuals whose gender at birth is contrary to the one they identify  

 

 “This diagnosis is a revision of DSM-IV’s criteria for gender identity 
disorder and is intended to better characterize the experiences of affected 
children, adolescents, and adults.” 

 

 DSM not only diagnoses it influences 

 No matter how it is stated/documented a diagnoses may and most likely will 
influence how one sees themselves and how others see each individual 

 DSM intends to avoid stigma and ensure clinical care 

 

 “The critical element of gender dysphoria is the presence of clinically 
significant distress associated with the condition.” 

 

 



Gender Dysphoria 

 Less pathologizing term than Disorder. 

 Balancing Needs: 

Not a Mental Disorder per se. 

How to get insurance coverage? 

 Imperfect compromise. 

 Other dysphorias? 

 Keeping pathology in gender identity? 

 No “Discrimination Disorder”  A new V code? 

R

O 



Gender Dysphoria Characteristics 

 

  there must be a marked difference between the individual’s 

expressed/experienced gender and the gender others would 

assign him or her, and it must continue for at least six months.  

 

 IN CHILDREN: the desire to be of the other gender must be 

present and verbalized.  

 

  causes clinically significant distress or impairment in social, 

occupational, or other important areas of functioning.  



Gender Dysphoria 

 Different criteria for children, & adolescents & adults.  

 6 out of 8 symptoms over 6 months (must include strong desire to be other gender) 

 Language:  

 Sex = biology; Gender = social role/identity;  

 Transgender = identify with other gender;  

 Transsexual = seeks/has undergone social transition to other gender. 

 Gender dysphoria = distress that may accompany the incongruence between assigned 

and expressed gender.  

 Thus dysphoria, not identity, is key to this diagnosis.  

 Specifier: With disorder of sex development (for children & adults); post-transition 

(adolescents & adults) 

 



Disruptive, Impulse-Control, and 

Conduct Disorders 

oOppositional Defiant Disorder 

oIntermittent Explosive Disorder 

oConduct Disorder 



Disruptive, Impulse-Control and  

Conduct Disorders 

• New Chapter to the DSM-5 

 Previously included in “Disorders Usually First 

Diagnosed  in Infancy, Childhood or Adolescence” 

 and “Impulse-Control Disorders Not Otherwise 

specified” 

 

• Characterized by problems in emotional and behavioral 

self-control 
 



Oppositional Defiant Disorder 

• Symptoms grouped into three types 

 1. Angry/Irritable mood 

 2. Argumentative/Defiant behavior 

 3. Vindictiveness 

 

• Exclusion of the criteria for conduct disorder 

 

• Frequency of behaviors has been added to criteria 

 

• Severity rating added to reflect research 



Conduct Disorder 

• Criteria remains unchanged from the DSM-IV 

 

 

• Descriptive features for specifiers added to: 

• Meet full criteria 

• Present with limited prosocial emotions 

 

 



Intermittent Explosive Disorder 

• Types of Aggressive outburst 

• Physical aggression 

• Verbal aggression 

• Non-destructive/Non-injurious physical aggression 

 

• Specific criteria on frequency of outburst 

 

• Specifiers whether outburst are impulsive/anger and 

results in distress, impairment in functioning, or 

associated with negative financial or legal consequences 

 



Intermittent Explosive Disorder 

• Age limit now required – minimum age of 6 years (or 

equivalent developmental level) 

 

• The relationship of Intermittent Explosive Disorder to 

other disorders have been clarified 

 

 

 

 

 



Summary and Closing 

Questions and Discussion 

Everything you never wanted to know about DSM-5 and children, and have 

been reluctant and resistant to even ask! 



Resources and References 

 www.dars.state.tx.us/stakeholders/autism 

  www.childrenslearninginstitute.org. Follow the “Clinics” link to Autism. 

 www.Texaschildrens.org/Locate/Departments-and-services/Vaccine/Safety/Vaccine 

 www.dads.state.tx.us/autism/services.html 

 DSM-5 Clinical Practice Guidelines: http://www.psychiatry.org/dsm5  

 Online Assessment Measures: http://www.psychiatry.org/practice/dsm/dsm5/online-
assessment-measures  

 Cultural Formulation Interviews: 
Cultural Formulation Interview (also available in print book) 
Cultural Formulation Interview—Informant Version (also available in print book) 
Supplementary Modules to the Core Cultural Formulation Interview (CFI) 

 APA (2000). Diagnostic and statistical manual of mental disorders, fourth edition (DSM 
IV). Washington D.C.: Author 

 APA (2013). Diagnostic and statistical manual of mental disorders, fifth edition (DSM 5). 
Washington D.C.: Author. 

 Vincent, J. P., Steward, A. K., Inman, T., & Eagle, M. M. (2013). The DSM 5: 
Implications for forensic assessment of psychological trauma in civil litigation. Texas 
Psychologist, 65 (5), 5-8.  

 

  

http://www.dars.state.tx.us/stakeholders/autism
http://www.childrenslearninginstitute.org/
http://www.texaschildrens.org/Locate/Departments-and-services/Vaccine/Safety/Vaccine
http://www.texaschildrens.org/Locate/Departments-and-services/Vaccine/Safety/Vaccine
http://www.texaschildrens.org/Locate/Departments-and-services/Vaccine/Safety/Vaccine
http://www.texaschildrens.org/Locate/Departments-and-services/Vaccine/Safety/Vaccine
http://www.texaschildrens.org/Locate/Departments-and-services/Vaccine/Safety/Vaccine
http://www.dads.state.tx.us/autism/services.html
http://www.psychiatry.org/dsm5
http://www.psychiatry.org/practice/dsm/dsm5/online-assessment-measures
http://www.psychiatry.org/practice/dsm/dsm5/online-assessment-measures
http://www.psychiatry.org/practice/dsm/dsm5/online-assessment-measures
http://www.psychiatry.org/practice/dsm/dsm5/online-assessment-measures
http://www.psychiatry.org/practice/dsm/dsm5/online-assessment-measures
http://www.psychiatry.org/File Library/Practice/DSM/DSM-5/CulturalFormulationInterview.pdf
http://www.psychiatry.org/File Library/Practice/DSM/DSM-5/CulturalFormulationInterviewInformant.pdf
http://www.psychiatry.org/File Library/Practice/DSM/DSM-5/CulturalFormulationInterviewInformant.pdf
http://www.psychiatry.org/File Library/Practice/DSM/DSM-5/CulturalFormulationInterviewInformant.pdf
http://www.psychiatry.org/File Library/Practice/DSM/DSM-5/CulturalFormulationInterviewSupplementaryModules.pdf

