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CHANGES FROM DSM IV TR IN DSM 5 RELEVANT TO FORENSIC 
PSYCHIATRY 

 
Michael Epstein July 2013 

 
DSM 5 was released in May 2013. You will remember that DSM IV appeared in 1994, some 
19 years ago and was updated in 2000 with the release of DSM IV TR. The release of DSM 
5 has been associated with considerable controversy. Indeed Allen Frances, the chair of the 
DSM IV Task Force has written a scathing indictment of DSM 5 (Saving Normal). 
 
There is a particular urgency for psychiatrist doing civil forensic assessments to be aware of 
the changes in DSM 5 as we are more likely to be challenged in court or tribunal settings 
about our diagnoses. I think it is important that we be aware of the change and particularly 
those with regard to the common diagnoses in our field. 
 
I thought it would be useful to try and tease out the changes with these diagnoses. The DSM 
5 has a chapter on these changes at page 809 with a more comprehensive discussion 
available online at www.psychiatry.org/dsm5. 
 
However to follow this clearly at times you need simultaneous access to the diagnostic 
criteria for both DSM IV TR and DSM 5. Where necessary I have put these side-by-side to 
compare them.  I have also rewritten some of the language to make it more accessible. The 
items in bold are those that have been changed. 
 
General Changes 
 
Tthere have been some significant general changes from DSM IV including abandoning the 
multi axial assessment, now using a non-axial system, and abandoning the GAF. There 
have been some significant omissions, for example pain disorder has gone. Mood disorders 
have been split into “bipolar and related disorders” and “depressive disorders”. Obsessive-
compulsive and related disorders and trauma and distress or related disorders have been 
removed from the chapter on anxiety disorders. The chapter on substance related and 
addictive disorders has been expanded enormously with particular disorders for each 
chemical it appears. 
 
The multi axial system 
 
The authors state that despite widespread use by some insurance and governmental 
agencies, the multiaxial system in DSM for was ‘not required to make a mental disorder 
diagnosis. A nonaxial assessment system was also included that simply listed the 
appropriate axis I, II, and III disorders and conditions without axial designations’.  
 
My own experience from having viewed thousands of psychiatric reports is that it is 
extremely uncommon to see a multi axial system used. However most psychiatrist produce a 
diagnostic formulations that discusses the mental disorder present, personality issues, other 
general health issues and psychosocial issues. I can count on the fingers of one hand the 
number of times I have seen a diagnostic formulation including a GAFscore. 
 
DSM V has moved to a nonaxial documentation of diagnosis (formerly axes I, II and III, with 
separate notations for important psychosocial and contextual factors (formerly axis IV) and 
disability (formally axis V). This revision is consistent with the DSM IV text that states “the 
multi axial distinction among axis I, axis to an axis III disorders does not imply that there are 
fundamental differences in the conceptualisation, that mental disorders are unrelated to 
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physical or biological factors or processes, or that general medical conditions are unrelated 
to behavioural or psychosocial factors or processes. 
 
It seems to me that DSM V is actually conforming to the general practice of psychiatrists and 
by discarding the multiaxial system the authors have recognised that it was of little value to 
clinicians. 
 
The GAF Scale 
 
DSM IV axis V consisted of the Global Assessment of Functioning scale representing the 
clinician’s judgement of the individual’s overall level of “functioning on a hypothetical 
continuum of mental health-illness.” The GAF has been dropped from DSMV for several 
reasons including its conceptual lack of clarity (i.e. including symptoms, suicide risk and 
disabilities in its descriptors) and questionable psychometrics in routine practice. It has been 
replaced with DSM 5 Level I Cross-Cutting Symptom Measure, Adult and Parent/Guardian 
Versions, the Clinician Rated Dimensions and Psychosis Symptom Severity and the World 
Health Organisation Disability Assessment Schedule 2.0. The DSM 5 Level I Cross-Cutting 
Symptom Measure has two tables, the first looks at a variety of symptoms including 
depression, anger, mania, anxiety and so forth and indicates a threshold guiding further 
enquiry. The second table looks at more specific symptoms at five levels of severity. The 
WHODAS 2.0 can be seen at http://www.who.int/classifications/icf/whodasii/en/ 
 
Specific Diagnostic Criteria 
 
Forensic psychiatrists are particularly interested in the following diagnoses and the focus of 
this section is on these conditions: 
 
Schizophrenia spectrum and other psychotic disorders 
Schizoaffective disorder  
Bipolar and related disorders  
Depressive disorders 
Anxiety and related disorders 
Agoraphobia, Specific Phobia, and Social Anxiety Disorder (Social Phobia) 
Panic Disorder and Agoraphobia 
Obsessive-Compulsive and Related Disorders  
Acute stress disorder 
Adjustment disorders 
Posttraumatic stress disorder 
Dissociative Disorders 
Somatic Symptom Disorder/Somatisation disorders including Medically unexplained 

symptoms, Hypochondriasis, Pain disorders and Conversion disorder 

Substance-Related and Addictive Disorders now includes ‘Gambling Disorder’ 

 
 
 Terminology 
The phrase “general medical condition” is replaced in DSM-5 with “another medical 
condition” where relevant across all disorders. 
 
 

 

 

 

 

http://www.who.int/classifications/icf/whodasii/en/
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Schizophrenia Spectrum and Other Psychotic Disorders 

Schizophrenia 
Two changes were made to DSM-IV Criterion A for schizophrenia. The first change is the 
elimination of the special attribution of bizarre delusions and Schneiderian first-rank auditory 
hallucinations (e.g., two or more voices conversing). In DSM-IV, only one such symptom was 
needed to meet the diagnostic requirement for Criterion A, instead of two of the other listed 
symptoms. This special attribution was removed due to the nonspecificity of Schneiderian 
symptoms and the poor reliability in distinguishing bizarre from nonbizarre delusions. 
Therefore, in DSM-5, two Criterion A symptoms are required for any diagnosis of 
schizophrenia. The second change is the addition of a requirement in Criterion A that the 
individual must have at least one of these three symptoms: delusions, hallucinations, and 
disorganized speech. At least one of these core “positive symptoms” is necessary for a 
reliable diagnosis of schizophrenia. 

Schizophrenia 

 
Diagnostic criteria 
DSM IV - TR 

A. Characteristic symptoms: Two (or more) of the 
following, each present for a significant portion of 
time during a 1-month period (or less if 
successfully treated):  

(1) delusions 
(2) hallucinations 
(3) disorganized speech (e.g., 
frequent derailment or incoherence)  

              (4) grossly disorganized 
or catatonic behavior 
              (5) negative symptoms, i.e., affective 

flattening, alogia                     or avolition 
Note: Only one Criterion A symptom is 
required if delusions are bizarre or 
hallucinations consist of a voice keeping 
up a running commentary on the person's 
behavior or thoughts, or two or more 
voices conversing with each 
other. (deleted in DSM 5) 
B. Social/occupational dysfunction: For a 

significant portion of the time since the onset 
of the disturbance, one or more major areas of 
functioning such as work, interpersonal 
relations, or self-care are markedly below the 
level achieved prior to the onset (or when the 
onset is in childhood or adolescence, failure to 
achieve expected level of interpersonal, 
academic, or occupational achievement).  
C. Duration: Continuous signs of the 
disturbance persist for at least 6 months. This 
6-month period must include at least 1 month 
of symptoms (or less if successfully treated) 
that meet Criterion A (i.e., active-phase 
symptoms) and may include periods 
of prodromal or residual symptoms. During 
these prodromal or residual periods, the signs 
of the disturbance may be manifested by only 
negative symptoms or two or more symptoms 
listed in Criterion A present in an attenuated 
form (e.g., odd beliefs, unusual perceptual 
experiences).  

Diagnostic Criteria295.90 (F20.9)  
DSM-5 

A. Two (or more) of the following, each 
present for a significant portion of time 
during a 1-month period (or less if 
successfully treated). At least one of 
these must be (1), (2), or (3): 
 
1. Delusions. 
2. Hallucinations. 
3. Disorganized speech (e.g., 

frequent derailment or 
incoherence). 

4. Grossly disorganized or catatonic 
behavior. 

5. Negative symptoms (i.e., 
diminished emotional expression 
or avolition). 

B. Same as for DSM IV 
C. Same as for DSM IV 
D. Same as for DSM IV 
E. Same as for DSM IV 
F. If there is a history of autism spectrum 

disorder or a communication disorder 
of childhood onset (changed from DSM 

IV), the additional diagnosis of 
schizophrenia is made only if prominent 
delusions or hallucinations, in addition to 
the other required symptoms of 
schizophrenia, are also present for at least 
1 month (or less if successfully treated). 

Specify if:  
The following course specifiers are only to be 
used after a 1-year duration of the disorder 
and if they are not in contradiction to the 
diagnostic course criteria.(changed from DSM 

IV) 

 First episode, currently in acute episode: 

First manifestation of the disorder meeting the 
defining diagnostic symptom and time criteria. 
An acute episode is a time period in which the 
symptom criteria are fulfilled. 

http://behavenet.com/taxonomy/term/11301
http://behavenet.com/taxonomy/term/7286
http://behavenet.com/taxonomy/term/7324
http://behavenet.com/taxonomy/term/7959
http://behavenet.com/taxonomy/term/7934
http://behavenet.com/taxonomy/term/8032
http://behavenet.com/taxonomy/term/7975
http://behavenet.com/taxonomy/term/7975
http://behavenet.com/taxonomy/term/7909
http://behavenet.com/taxonomy/term/7927
http://behavenet.com/taxonomy/term/11301
http://behavenet.com/taxonomy/term/8060
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D. Schizoaffective and Mood 
Disorder exclusion: Schizoaffective Disorder 
and Mood Disorder With Psychotic Features 
have been ruled out because either (1) 
no Major Depressive, Manic, 
or Mixed Episodes have occurred concurrently 
with the active-phase symptoms; or (2) if 
mood episodes have occurred during active-
phase symptoms, their total duration has been 
brief relative to the duration of the active and 
residual periods.  
E. Substance/general medical condition 
exclusion: The disturbance is not due to the 
direct physiological effects of 
a substance (e.g., a drug of abuse, a 
medication) or a general medical condition.  
F. Relationship to a Pervasive Developmental 
Disorder: If there is a history of Autistic 
Disorder or another Pervasive Developmental 
Disorder, the additional diagnosis of 
Schizophrenia is made only if prominent 
delusions or hallucinations are also present for 
at least a month (or less if successfully 
treated).  

Classification of longitudinal course (can be applied 
only after at least 1 year has elapsed since the initial 
onset of active-phase symptoms):  

Episodic With Interepisode Residual 
Symptoms (episodes are defined by the 

reemergence of prominent psychotic 
symptoms); also specify if: With Prominent 
Negative Symptoms  
Episodic With No Interepisode Residual 
Symptoms  
Continuous (prominent psychotic symptoms 

are present throughout the period of 
observation); also specify if: With Prominent 
Negative Symptoms  
Single Episode In Partial Remission; also 
specify if: With Prominent Negative 
Symptoms  
Single Episode In Full Remission  
Other or Unspecified Pattern 

 

 First episode, currently in partial 
remission: Partial remission is a period of 

time during which an improvement after a 
previous episode is maintained and in which 
the defining criteria of the disorder are only 
partially fulfilled. 

 First episode, currently in full remission: 

Full remission is a period of time after a 
previous episode during which no disorder-
specific symptoms are present. 

 Multiple episodes, currently in acute 
episode: Multiple episodes may be 

determined after a minimum of two episodes 
(i.e., after a first episode, a remission and a 
minimum of one relapse).  

 Multiple episodes, currently in partial 
remission 

 Multiple episodes, currently in full 
remission 

 Continuous: Symptoms fulfilling the 

diagnostic symptom criteria of the disorder 
are remaining for the majority of the illness 
course, with subthreshold symptom periods 
being very brief relative to the overall course. 

 Unspecified 

Specify if:  

 With catatonia (refer to the criteria for 

catatonia associated with another mental 
disorder for definition). 

Coding note: Use additional code 293.89 (F06.1) 

catatonia associated with schizophrenia to 
indicate the presence of the comorbid catatonia. 
Specify current severity:  

 Severity is rated by a quantitative 
assessment of the primary symptoms of 
psychosis, including delusions, 
hallucinations, disorganized speech, 
abnormal psychomotor behavior, and 
negative symptoms. Each of these 
symptoms may be rated for its current 
severity (most severe in the last 7 days) 
on a 5-point scale ranging from 0 (not 
present) to 4 (present and severe). (See 
Clinician-Rated Dimensions of Psychosis 
Symptom Severity in the chapter 
“Assessment Measures.”) 

Note: Diagnosis of schizophrenia can be made 

without using this severity specifier. 
 

Schizophrenia subtypes 
The DSM-IV subtypes of schizophrenia (i.e., paranoid, disorganized, catatonic, 
undifferentiated, and residual types) are eliminated due to their limited diagnostic stability, 
low reliability, and poor validity. These subtypes also have not been shown to exhibit 
distinctive patterns of treatment response or longitudinal course. Instead, a dimensional 
approach to rating severity for the core symptoms of schizophrenia is included in Section III 
to capture the important heterogeneity in symptom type and severity expressed across 
individuals with psychotic disorders. 
 
Schizoaffective Disorder 
The primary change to schizoaffective disorder is the requirement that a major mood 
episode be present for a majority of the disorder’s total duration after Criterion A has been 
met. This change was made on both conceptual and psychometric grounds. It makes 
schizoaffective disorder a longitudinal instead of a cross-sectional diagnosis—more 

http://behavenet.com/taxonomy/term/7444
http://behavenet.com/taxonomy/term/7360
http://behavenet.com/taxonomy/term/7360
http://behavenet.com/taxonomy/term/7354
http://behavenet.com/taxonomy/term/7351
http://behavenet.com/taxonomy/term/7354
http://behavenet.com/taxonomy/term/8673
http://behavenet.com/taxonomy/term/7403
http://behavenet.com/taxonomy/term/7403
http://behavenet.com/taxonomy/term/7198
http://behavenet.com/taxonomy/term/7198


5 
 

comparable to schizophrenia, bipolar disorder, and major depressive disorder, which are 
bridged by this condition. The change was also made to improve the reliability, diagnostic 
stability, and validity of this disorder, while recognizing that the characterization of patients 
with both psychotic and mood symptoms, either concurrently or at different points in their 
illness, has been a clinical challenge. 

 
Schizoaffective Disorder 
DSM IV - TR 
A. An uninterrupted period of illness during which, at 

some time, there is either a Major Depressive 
Episode, a Manic Episode, or a Mixed 
Episode concurrent with symptoms that meet 
Criterion A for Schizophrenia.  
Note: The Major Depressive Episode must include 
Criterion A1: depressed mood.  

B. During the same period of illness, there have been 
delusions or hallucinations for at least 2 weeks in 
the absence of prominent mood symptoms.  

C. Symptoms that meet criteria for a mood episode 
are present for a substantial portion of the total 
duration of the active and residual periods of the 
illness.  

Bipolar Type: if the disturbance includes a Manic or 

a Mixed Episode (or a Manic or a Mixed Episode and 
Major Depressive Episodes)  
Depressive Type: if the disturbance only includes 

Major Depressive Episodes 
 

Schizoaffective Disorder 
DSM 5 
Diagnostic Criteria  
A. An uninterrupted period of illness 

during which there is a major mood episode 
(major depressive or manic) concurrent with 
Criterion A of schizophrenia. 

Note: The major depressive episode must include 

Criterion A1: Depressed mood. 
B. Delusions or hallucinations for 2 or more 

weeks in the absence of a major mood episode 
(depressive or manic) during the lifetime 
duration of the illness.  

C. Symptoms that meet criteria for a major 

mood episode are present for the majority of the 
total duration of the active and residual portions 
of the illness. 
 

Specify whether:  

 295.70 (F25.0) Bipolar type: This subtype 

applies if a manic episode is part of the 
presentation. Major depressive episodes may 
also occur. 

 295.70 (F25.1) Depressive type: This subtype 

applies if only major depressive episodes are 
part of the presentation. 

Specify if:  

 With catatonia (refer to the criteria for 
catatonia associated with another mental 
disorder for definition). 

Specify if:  
The following course specifiers are only to be 
used after a 1-year duration of the disorder 
and if they are not in contradiction to the 
diagnostic course criteria. 

 First episode, currently in acute episode: 
First manifestation of the disorder meeting 
the defining diagnostic symptom and time 
criteria. An acute episode is a time period in 
which the symptom criteria are fulfilled. 

 First episode, currently in partial 
remission: Partial remission is a time period 
during which an improvement after a 
previous episode is maintained and in which 
the defining criteria of the disorder are only 
partially fulfilled. 

 First episode, currently in full remission: 
Full remission is a period of time after a 
previous episode during which no disorder-
specific symptoms are present. 

 Multiple episodes, currently in acute 
episode: Multiple episodes may be 
determined after a minimum of two episodes 
(i.e., after a first episode, a remission and a 
minimum of one relapse).  

 Multiple episodes, currently in partial 
remission 

 Multiple episodes, currently in full 

http://behavenet.com/taxonomy/term/7357
http://behavenet.com/taxonomy/term/7357
http://behavenet.com/taxonomy/term/7351
http://behavenet.com/taxonomy/term/7354
http://behavenet.com/taxonomy/term/7354
http://behavenet.com/taxonomy/term/7359
http://behavenet.com/taxonomy/term/11301
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remission 

 Continuous: Symptoms fulfilling the 
diagnostic symptom criteria of the disorder 
are remaining for the majority of the illness 
course, with subthreshold symptom periods 
being very brief relative to the overall 
course. 

 Unspecified 
Specify current severity:  

 Severity is rated by a quantitative 
assessment of the primary symptoms of 
psychosis, including delusions, 
hallucinations, disorganized speech, 
abnormal psychomotor behavior, and 
negative symptoms. Each of these 
symptoms may be rated for its current 
severity (most severe in the last 7 days) on 
a 5-point scale ranging from 0 (not present) 
to 4 (present and severe). (See Clinician-
Rated Dimensions of Psychosis Symptom 
Severity in the chapter “Assessment 
Measures.”) 

Note: Diagnosis of schizoaffective disorder 
can be made without using this severity 
specifier. 

 

Delusional Disorder 
Criterion A for delusional disorder no longer has the requirement that the delusions must be 
nonbizarre. A specifier for bizarre type delusions provides continuity with DSM-IV. The 
demarcation of delusional disorder from psychotic variants of obsessive-compulsive disorder 
and body dysmorphic disorder is explicitly noted with a new exclusion criterion, which states 
that the symptoms must not be better explained by conditions such as obsessive-compulsive 
or body dysmorphic disorder with absent insight/delusional beliefs. DSM-5 no longer 
separates delusional disorder from shared delusional disorder. If criteria are met for 
delusional disorder then that diagnosis is made. If the diagnosis cannot be made but shared 
beliefs are present, then the diagnosis “other specified schizophrenia spectrum and other 
psychotic disorder” is used. 
 
Delusional Disorder 
Diagnostic Criteria  
DSM-IV 
This psychotic mental disorder is diagnosed when 
prominent nonbizarre delusions are present for at 

least 1 month 

 

 

 

Bipolar and Related Disorders 
 
Bipolar Disorders 
To enhance the accuracy of diagnosis and facilitate earlier detection in clinical settings, 
Criterion A for manic and hypomanic episodes now includes an emphasis on changes in 
activity and energy as well as mood. The DSM-IV diagnosis of bipolar I disorder, mixed 
episode, requiring that the individual simultaneously meet full criteria for both mania and 
major depressive episode, has been removed. Instead, a new specifier, “with mixed 
features,” has been added that can be applied to episodes of mania or hypomania when 
depressive features are present, and to episodes of depression in the context of major 
depressive disorder or bipolar disorder when features of mania/hypomania are present. 
The various types of Bipolar  I Disorder in DSM IV TR have been collapsed into a single 
entity with Specifiers leading to virtually the same classification 

 
 

http://behavenet.com/taxonomy/term/7083
http://behavenet.com/taxonomy/term/7358
http://behavenet.com/taxonomy/term/7286
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Other Specified Bipolar and Related Disorder 
DSM-5 allows the specification of particular conditions for other specified bipolar and related 
disorder, including categorization for individuals with a past history of a major depressive 
disorder who meet all criteria for hypomania except the duration criterion (i.e., at least 4 
consecutive days). A second condition constituting another specified bipolar and related 
disorder is that too few symptoms of hypomania are present to meet criteria for the full 
bipolar II syndrome, although the duration is sufficient at 4 or more days. 
 
Anxious Distress Specifier 
In the chapter on bipolar and related disorders and the chapter on depressive disorders, a 
specifier for anxious distress is delineated. This specifier is intended to identify patients with 
anxiety symptoms that are not part of the bipolar diagnostic criteria.  

 

Depressive Disorders 

DSM-5 contains several new depressive disorders, including disruptive mood dysregulation 
disorder and premenstrual dysphoric disorder.  
 
Finally, DSM-5 conceptualizes chronic forms of depression in a somewhat modified way. 
What was referred to as dysthymia in DSM-IV now falls under the category of persistent 
depressive disorder, which includes both chronic major depressive disorder and the 
previous dysthymic disorder. An inability to find scientifically meaningful differences between 
these two conditions led to their combination with specifiers included to identify different 
pathways to the diagnosis and to provide continuity with DSM-IV.  
 
Major Depressive Disorder 
Neither the core criterion symptoms nor the requisite duration of at least 2 weeks has 
changed from DSM-IV. Criterion A for a major depressive episode in DSM-5 is identical to 
that of DSM-IV, as is the requirement for clinically significant distress or impairment in social, 
occupational, or other important areas of life, although this is now listed as Criterion B rather 
than Criterion C. The coexistence within a major depressive episode of at least three manic 
symptoms (insufficient to satisfy criteria for a manic episode) is now acknowledged by the 
specifier “with mixed features.” The presence of mixed features in an episode of major 
depressive disorder increases the likelihood that the illness exists in a bipolar spectrum; 
however, if the individual concerned has never met criteria for a manic or hypomanic 
episode, the diagnosis of major depressive disorder is retained. 
 
Bereavement Exclusion 
In DSM-IV, there was an exclusion criterion for a major depressive episode that was applied 
to depressive symptoms lasting less than 2 months following the death of a loved one (i.e., 
the bereavement exclusion). This exclusion is omitted in DSM-5 for several reasons.  
 
The first is to remove the implication that bereavement typically lasts only 2 months when 
both physicians and grief counselors recognize that the duration is more commonly 1–2 
years.  
 
Second, bereavement is recognized as a severe psychosocial stressor that can precipitate a 
major depressive episode in a vulnerable individual, generally beginning soon after the loss. 
When major depressive disorder occurs in the context of bereavement, it adds an additional 
risk for suffering, feelings of worthlessness, suicidal ideation, poorer somatic health, worse 
interpersonal and work functioning, and an increased risk for persistent complex 
bereavement disorder,  
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Third, bereavement-related major depression is most likely to occur in individuals with past 
personal and family histories of major depressive episodes. It is genetically influenced and is 
associated with similar personality characteristics, patterns of comorbidity, and risks of 
chronicity and/or recurrence as non–bereavement-related major depressive episodes.  
 
Finally, the depressive symptoms associated with bereavement-related depression respond 
to the same psychosocial and medication treatments as non–bereavement-related 
depression. In the criteria for major depressive disorder, a detailed footnote has replaced the 
more simplistic DSM-IV exclusion to aid clinicians in making the critical distinction between 
the symptoms characteristic of bereavement and those of a major depressive episode. Thus, 
although most people experiencing the loss of a loved one experience bereavement without 
developing a major depressive episode, evidence does not support the separation of loss of 
a loved one from other stressors in terms of its likelihood of precipitating a major depressive 
episode or the relative likelihood that the symptoms will remit spontaneously. 
 
Specifiers for Depressive Disorders 
 
Suicidality represents a critical concern in psychiatry. Thus, the clinician is given guidance 
on assessment of suicidal thinking, plans, and the presence of other risk factors in order to 
make a determination of the prominence of suicide prevention in treatment planning for a 
given individual.  
 
A new specifier to indicate the presence of mixed symptoms has been added across both 
the bipolar and the depressive disorders, allowing for the possibility of manic features in 
individuals with a diagnosis of unipolar depression. A substantial body of research 
conducted over the last two decades points to the importance of anxiety as relevant to 
prognosis and treatment decision making. The “with anxious distress” specifier gives the 
clinician an opportunity to rate the severity of anxious distress in all individuals with bipolar or 
depressive disorders. 
 

Anxiety Disorders 

The DSM-5 chapter on anxiety disorder no longer includes obsessive-compulsive disorder 
(which is included with the obsessive-compulsive and related disorders) or posttraumatic 
stress disorder and acute stress disorder (which is included with the trauma- and stressor-
related disorders). 
 
However, the  chapters are grouped  in DSM-5 implying the close relationships between 
them. 
 

Generalized Anxiety Disorder 

Diagnostic criteria 

DSM IV – TR same as for DSM 5 
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Anxiety Disorder Due to...[Indicate the 

General Medical Condition]  

Diagnostic criteria 

DSM IV - TR 

A. Prominent anxiety, Panic Attacks, or obsessions 

or compulsions predominate in the clinical picture.  

Specify if:  

With Generalized Anxiety: if excessive anxiety or 

worry about a number of events or activities 

predominates in the clinical presentation  

With Panic Attacks: if Panic Attacks (see p. 395) 

predominate in the clinical presentation  

With Obsessive-Compulsive Symptoms: if 

obsessions or compulsions predominate in the 

clinical presentation  

 

 

 

 

 

DSM 5 

A. Panic Attacks or anxiety is predominant in the 
clinical picture. (otherwise same as DSM IV TR) 

 

 

Agoraphobia, Specific Phobia, and Social Anxiety Disorder (Social Phobia) 
 
Changes in criteria for agoraphobia, specific phobia, and social anxiety disorder (social 
phobia) include deletion of the requirement that individuals over age 18 years recognize that 
their anxiety is excessive or unreasonable. This change is based on evidence that 
individuals with such disorders often overestimate the danger in “phobic” situations and that 
older individuals often misattribute “phobic” fears to aging. Instead, the anxiety must be 
out of proportion to the actual danger or threat in the situation, after taking cultural 
contextual factors into account. In addition, the 6-month duration, is now extended to all 
ages. This change is intended to minimize overdiagnosis of transient fears. 

 

Agoraphobia  

Diagnostic criteria 

DSM IV - TR 

Note: Agoraphobia is not a codable disorder. Code 

the specific disorder in which the agoraphobia occurs 
e.g., Panic Disorder with Agoraphobia or Agoraphobia 
without History of Panic Disorder. 
 
A.Anxiety about being in places of situation from 
which escape might be difficult (or embarrassing) or in 
which help may not be available in the event having 
unexpected or situationally predisposed Panic Attack 
or panic-like symptoms. Agoraphobic fears typically 
involve characteristic clusters of situations that 
include being outside the home alone; being in a 
crowd or standing in a line; being on a bridge; and 
travelling in a bus, train or automobile. 

Agoraphobia 

Diagnostic Criteria 

DSM-5  

A. Marked fear or anxiety about two (or 
more) of the following five situations:  

1. Using public transportation (e.g., 
automobiles, buses, trains, ships, 
planes). 

2. Being in open spaces (e.g., parking 
lots, marketplaces, bridges). 

3. Being in enclosed places (e.g., shops, 
theaters, cinemas). 

4. Standing in line or being in a crowd. 
5. Being outside of the home alone. 

B. The individual fears or avoids these 
situations because of thoughts that 
escape might be difficult or help might 
not be available in the event of 
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Note: consider the diagnosis of Specific Phobia if the 

avoidance is limited to one or only a few specific 
situations, Social Phobia if the avoidance is limited to 
social situations. 
 
B. The situations are avoided (e.g., travel is restricted) 
or else are endured with marked distress or with 
anxiety about having a Panic Attack or panic-like 
symptoms, or require the presence of a companion. 
C. The anxiety or phobic avoidance is not better 
accounted for by another mental disorder, such as 
Social Phobia (e.g., avoidance limited to social 
situations because of fear of embarrassment), 
Specific Phobia (e.g., avoidance limited to a single 
situation like elevators), Obsessive-Compulsive 
Disorder (e.g., avoidance of dirt in someone with an 
obsession about contamination), Post Traumatic 
Stress Disorder (e.g., avoidance of stimuli associated 
with a severe stressor), Separation Anxiety Disorder 
(e.g., avoidance of leaving home or relatives). 

Agoraphobia without Panic Disorder 

The presence of Agoraphobia related to fear of 
developing panic-like symptoms (e.g., dizziness or 
diarrhea).  

B. Criteria have never been met for Panic Disorder.  
C. The disturbance is not due to the direct 
physiological effects of a substance(e.g., a drug of 
abuse, a medication) or a general medical 
condition.  
D. If an associated general medical condition is 
present, the fear described in Criterion A is clearly 
in excess of that usually associated with the 
condition. 

 

developing panic-like symptoms or other 
incapacitating or embarrassing 
symptoms (e.g., fear of falling in the 
elderly; fear of incontinence). 

C. The agoraphobic situations almost 
always provoke fear or anxiety.  

D. The agoraphobic situations are actively 
avoided, require the presence of a 
companion, or are endured with intense 
fear or anxiety.  

E. The fear or anxiety is out of proportion to 
the actual danger posed by the 
agoraphobic situations and to the 
sociocultural context. 

F. The fear, anxiety, or avoidance is 
persistent, typically lasting for 6 months 
or more.  

G. The fear, anxiety, or avoidance causes 
clinically significant distress or 
impairment in social, occupational, or 
other important areas of functioning. 

H. If another medical condition (e.g., 
inflammatory bowel disease, Parkinson’s 
disease) is present, the fear, anxiety, or 
avoidance is clearly excessive.  

I. The fear, anxiety, or avoidance is not 
better explained by the symptoms of 
another mental disorder—for example, 
the symptoms are not confined to specific 
phobia, situational type; do not involve 
only social situations (as in social anxiety 
disorder); and are not related exclusively 
to obsessions (as in obsessive-
compulsive disorder), perceived defects 
or flaws in physical appearance (as in 
body dysmorphic disorder), reminders of 
traumatic events (as in posttraumatic 
stress disorder), or fear of separation (as 
in separation anxiety disorder). 

Note: Agoraphobia is diagnosed irrespective of 

the presence of panic disorder. If an individual’s 
presentation meets criteria for panic disorder and 
agoraphobia, both diagnoses should be assigned. 
 

 
 
 
 
 
 
 
 
 
 
 
 
Panic Attack 
 
The essential features of panic attacks remain unchanged, although the complicated DSM-
IV terminology is replaced with the terms unexpected and expected panic attacks. Panic 
attacks function as a marker and prognostic factor for severity of diagnosis, course, and 

http://behavenet.com/taxonomy/term/7182
http://behavenet.com/taxonomy/term/7398
http://behavenet.com/taxonomy/term/8673
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comorbidity across an array of disorders, including but not limited to anxiety disorders. 
Hence, panic attack can be listed as a specifier that is applicable to all DSM-5 disorders.  
 

 
Panic Attack 

DSM-IV 

Note:  A Panic Attack is not a codable disorder. 

Code the specific diagnosis diagnosis in which the 

panic attack occurs (e.g.3--.21 Panic Disorder With 

Agoraphobia [p212]) 

 

 

A discrete period of intense or discomfort, in which 

four (or more) of the following symptoms developed 

abruptly and reached a peak within 10 minutes.  

1. Palpitations, pounding heart, or looks 

accelerated heart rate 

2. sweating 

3. trembling or shaking 

4. sensations of shortness of breath or 

smothering 

5. feelings of choking 

6. chest pain or discomfort 

7. nausea or abdominal distress 

8. feeling dizzy, unsteady, lightheaded, 

or faint 

9. depersonalisation (being detached 

from oneself) or depersonalisation 

(being detached from oneself) 

10. fear of losing control or going crazy 

11. fear of dying 

12. paraesthesia’s (numbness or tingling 

sensations) 

13. chills or hot flushes 

 

 

 

 

 

 

 

 

  

 

 

Panic Attack Specifier DSM 5 
 
 
 
 
 
 
 
 
 
 
An abrupt surge of intense fear or intense discomfort 
that reaches a peak within minutes, and during which 
time four (or more) of the following symptoms occur: 
Note: the abrupt surge can occur from a calm state or 

an anxious state. 
 

1. Palpitations, pounding heart, or 
accelerated heart rate. 

2. Sweating. 
3. trembling or shaking. 
4. Sensations of shortness of breath or 

smothering. 
5. Feelings of choking. 
6. Chest pain or discomfort. 
7. Nausea or abdominal distress. 
8. Feeling dizzy, unsteady, lightheaded or 

faint.  
9. Chills or heat sensations. 
10. Paraesthesias (numbness or tingling 

sensations). 
11. Derealisation (feelings of unreality) or 

depersonalisation (being detached from 
oneself). 

12. Fear of losing control or “going crazy”. 
13. Fear of dying 
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Panic Disorder and Agoraphobia 
 
Panic disorder and agoraphobia are no longer linked in DSM-5. Thus, the former DSM-IV 
diagnoses of panic disorder with agoraphobia, panic disorder without agoraphobia, 
and agoraphobia without history of panic disorder are now replaced by two 
diagnoses, panic disorder and agoraphobia, each with separate criteria.  
 
The co-occurrence of panic disorder and agoraphobia is now coded with two diagnoses. 
This change recognizes that a substantial number of individuals with agoraphobia do 
not experience panic symptoms. The diagnostic criteria for agoraphobia are derived from 
the DSM-IV descriptors for agoraphobia, although endorsement of fears from two or more 
agoraphobia situations is now required, because this is a robust means for distinguishing 
agoraphobia from specific phobias. Also, the criteria for agoraphobia are extended to be 
consistent with criteria sets for other anxiety disorders (e.g., clinician judgment of the fears 
as being out of proportion to the actual danger in the situation, with a typical duration of 6 
months or more).  

 
Panic Disorder with Agoraphobia 
Diagnostic Criteria 
DSM-IV 

A.  Both (1) and (2) 
1) recurrent unexpected panic attacks 
2) at least one of the attacks has been 

followed by one month (or more) of one 
(or more) of the following: 
a) persistent concern about having 

additional attacks 
b) worry about the implications of the 

attack or its consequences (e.g. losing 
control, having a heart attack, “going 
crazy”) 

c) a significant change in behaviour 
related to the attacks 

B.             the presence of agoraphobia 
C.             the panic attacks are not due to the 

direct physiological affects of a substance 
(e.g. a drug of abuse, a medication) or a 
general medical condition (e.g. 
hypothyroidism) 

D         . The anxiety or phobic avoidance is not better 
accounted for by another mental disorder, 
such as Social Phobia,  Specific Phobia, 
Obsessive-Compulsive Disorder, Post 
Traumatic Stress Disorder, Separation 
Anxiety Disorder. 

   
 

Panic Disorder without Agoraphobia 

A   Both (1) and (2) 
1. recurrent unexpected panic attacks 
2. at least one of the attacks has been 

followed by one month (or more) of 
one (or more) of the following: 

a. persistent concern about 
having additional attacks 

b. worry about the implications 
of the attack or its 
consequences (e.g. losing 
control, having a heart 

Panic Disorder 
Diagnostic Criteria 300.01 (F41.0)  
DSM-5 
 
A. Recurrent unexpected panic attacks. A panic 

attack is an abrupt surge of intense fear or 
intense discomfort that reaches a peak 
within minutes, and during which time four 
(or more) of the following symptoms occur: 

Note: The abrupt surge can occur from a calm state 

or an anxious state. 
 Palpitations, pounding heart, or accelerated 

heart rate. 
 Sweating. 
 Trembling or shaking. 
 Sensations of shortness of breath or 

smothering. 
 Feelings of choking. 
 Chest pain or discomfort. 
 Nausea or abdominal distress. 
 Feeling dizzy, unsteady, light-headed, or faint. 
 Chills or heat sensations. 
 Paresthesias (numbness or tingling 

sensations). 
 Derealization (feelings of unreality) or 

depersonalization (being detached from 
oneself). 

 Fear of losing control or “going crazy.” 
 Fear of dying. 

Note: Culture-specific symptoms (e.g., tinnitus, neck 

soreness, headache, uncontrollable screaming or 
crying) may be seen. Such symptoms should not 
count as one of the four required symptoms. 
B. At least one of the attacks has been followed by 

1 month (or more) of one or both of the 
following:  
1. Persistent concern or worry about 

additional panic attacks or their 
consequences (e.g., losing control, having 
a heart attack, “going crazy”). 

2. A significant maladaptive change in 
behavior related to the attacks (e.g., 
behaviors designed to avoid having panic 
attacks, such as avoidance of exercise or 
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attack, “going crazy”) 
c. a significant change in 

behaviour related to the 
attacks 

B.             Absence of agoraphobia 
C.            the panic attacks are not due to the direct 

physiological affects of a substance (e.g. a 
drug of abuse, a medication) or a general 
medical condition (e.g. hypothyroidism) 

D.           The anxiety or phobic avoidance is not 

better accounted for by another mental 

disorder, such as Social Phobia,  Specific 

Phobia, Obsessive-Compulsive Disorder, 

Post Traumatic Stress Disorder, 

Separation Anxiety Disorder. 

unfamiliar situations). 
C. The disturbance is not attributable to the 

physiological effects of a substance (e.g., a 
drug of abuse, a medication) or another 
medical condition (e.g., hyperthyroidism, 
cardiopulmonary disorders). 

D. The disturbance is not better explained by 
another mental disorder (e.g., the panic 
attacks do not occur only in response to 
feared social situations, as in social anxiety 
disorder; in response to circumscribed 
phobic objects or situations, as in specific 
phobia; in response to obsessions, as in 
obsessive-compulsive disorder; in response 
to reminders of traumatic events, as in 
posttraumatic stress disorder; or in response 
to separation from attachment figures, as in 
separation anxiety disorder. 

 
 
 
 
Generalised Anxiety Disorder 
 
Generalised anxiety disorder has the same diagnostic criteria in DSM 5 as in DSM IV 
TR apart from slight changes in wording. 
 
Specific Phobia 
 
The only changes from DSM IV TR is that there is no longer a requirement that indi-
viduals over age 18 years recognize that their fear and anxiety are excessive or 
unreasonable, and the duration requirement (“typically lasting for 6 months or more”) 
now applies to all ages. Although they are now referred to as specifiers, the different 
types of specific phobia have essentially remained unchanged.  
 
Social Anxiety Disorder (Social Phobia) 
 
What was described in DSM for TR as Social Phobia is now Social Anxiety Disorder (Social 
Phobia). It is unclear why they have dropped the term (social phobia) but kept it, albeit in 
brackets. The essential features remain the same. However, a number of changes have 
been made, including deletion of the requirement that individuals over age 18 years must 
recognize that their fear or anxiety is excessive or unreasonable, and duration criterion of 
“typically lasting for 6 months or more” is now required for all ages. A more significant 
change is that the “generalized” specifier has been deleted and replaced with a 
“performance only” specifier. Individuals who fear only performance situations (i.e., speaking 
or performing in front of an audience) appear to represent a distinct subset of social anxiety 
disorder in terms of etiology, age at onset, physiological response, and treatment response.  

 

Obsessive-Compulsive and Related Disorders 

 
Obsessive-compulsive and related disorders now have a chapter to themselves and have 
been removed from the chapter on Anxiety Disorders. The authors state that this reflects “ 
the increasing evidence that these disorders are related to one another in terms of a range 
of diagnostic validators, as well as the clinical utility of grouping these disorders in the same 
chapter”. New disorders in the chapter include hoarding disorder, excoriation (skin-picking) 
disorder, substance-/medication-induced obsessive-compulsive and related disorder, and 
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obsessive-compulsive and related disorder due to another medical condition. The DSM-IV 
diagnosis of trichotillomania is now termed trichotillomania (hair-pulling disorder) and has 
been moved from a DSM-IV classification of impulse-control disorders not elsewhere 
classified to obsessive-compulsive and related disorders in DSM-5. 

 
Obsessive-Compulsive Disorder 

DSM-IV 

A. Either obsessions or compulsion: 
Obsessions as defined by (1), (2), (3), and (4) 
1) recurrent and persistent thoughts, 

impulses, or images that are experienced, 
at some time during the disturbance, as 
intrusive and inappropriate and that cause 
marked anxiety or distress 

2) the thoughts, impulses or in images are 
not simply excessive worries about 
real-life problems 

3) the person attempts to ignore or suppress 
such thoughts, impulses, or images, or to 
neutralise them with some other thought or 
action 

4) the person recognises that interesting 
thoughts, impulses, or images are a 
product of his or her own mind (not 
imposed from without as in thought 
insertion) 

 
Compulsions as defined by (1) and (2) 
1) repetitive behaviours (e.g., and washing, 

ordering, checking) or mental acts (e.g., 
praying, counting, repeating words 
silently) that the person feels driven to 
perform in response to an session, or 
according to rules that must be applied 
rigidly 

2) the behaviours or mental acts are aimed 
at preventing or reducing distress or 
preventing some dreaded event or 
situation; however, these behaviours or 
mental acts either are not connected in a 
realistic way with what they are 
designed to neutralise or prevent or are 
clearly excessive 

B     At some point during the course of the 
disorder, person has recognised that the 
sessions or compulsions are excessive or 
unreasonable.  Note: this does not apply to 
children. 

C.   The obsessions or compulsions cause 
marked distress, are time-consuming (take 
more than one hour a day), or significantly 
interfere with the person’s normal routine, 
occupational (or academic) functioning, all 
usual social activities or relationships 

A. if another Axis I disorder is present, the 
content of the obsessions or compulsions is 
not restricted to it (e.g., preoccupation with 
food in the presence of an eating disorder; 
hair pulling in the presence of 
Trichotillomania; concerned with appearance 
in the presence of body dysmorphic disorder; 
preoccupation with drugs in the presence of a 
substance used disorder; preoccupation with 

Obsessive-Compulsive Disorder 
Diagnostic Criteria  300.3 
DSM 5 
 
 
A. Presence of obsessions, compulsions, or both: 
Obsessions are defined by (1) and (2): 
1. recurrent and persistent thoughts, urges, or 

images that are experienced, at some time 
during the disturbance, as intrusive and 
unwanted, and that in most individuals cause 
marked anxiety or distress. 

2. The individual attempts to ignore or suppress 
such thoughts, urges, or images, or to 
neutralise them with some other thought or 
action (i.e., by performing a compulsion). 

 
 
 
 
 
 
 
 
Compulsions are defined by (1) and (2): 
1. Repetitive behaviours (e.g., hand washing, 

ordering, checking (or mental acts (e.g., 
praying, counting, repeating words silently) 
that the individual feels driven to perform in 
response to an session or according to rules 
that must be applied rigidly. 

2. The behaviours or mental acts are aimed at 
preventing or reducing anxiety or distress, or 
preventing some dreaded event or situation; 
however, these behaviours or mental acts are 
not connected in a realistic way with what 
they are designed to neutralise or prevent, or 
are clearly excessive. 
Note: Young children may not be able to 

articulate the aims of these behaviours or 
mental acts. 

B. The obsessions or compulsions are time-
consuming (e.g., take more than one hour per 
day) or cause clinically significant distress or 
impairment in social, occupational, or other 
important areas of functioning. 
C. The obsessive-compulsive symptoms are not 
attributable to the physiological effects of a 
substance (e.g., a drug of abuse, a medication) or 
another medical condition.. 
D. The disturbance is not better explained by the 
symptoms of another mental disorder (e.g., 
excessive worries, as in generalised anxiety 
disorder; preoccupation with appearance, as in 
body dysmorphic disorder; difficulty discarding or 
parting with possessions, as in hoarding disorder; 
hair pulling, as in trichotillomania (hair pulling 
disorder); skin picking, as in excoriation (skin 
picking) disorder; stereotypies in stereotypic 
movement disorder; ritualised eating behaviour, as 
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having a serious illness and that presence of 
hypochondriacsis; preoccupation with sexual 
urges or fantasies in the presence of 
paraphilia; all guilty ruminations in the 
presence of major depressive disorder) 

B. the disturbance is not due to the direct 
physiological effects of a substance (e.g., a 
drug of abuse, a medication) or a general 
medical condition.. 

 

in eating disorder; preoccupation with substances 
or gambling, as in substance-related and addictive 
disorders; preoccupation with having an illness, as 
in illness anxiety disorder; sexual urges or 
fantasies, as in paraphilic disorders; impulses, as 
in disruptive, impulse-control, and conduct 
disorders; guilty ruminations, as in major 
depressive disorders; thought insertion or 
delusional preoccupations, as in schizophrenia 
spectrum and other psychotic disorders; or 
repetitive patterns of behaviour, as in autism 
spectrum disorder. 
 
Specify if: 

 with good or fair insight: the individual 
recognises that the obsessive-compulsive 
disorder beliefs are definitely or probably 
not true or that they may or may not be 
true. 

 With poor insight: the individual thinks 
obsessive-compulsive disorder beliefs are 
probably true. 

 With absent insight/delusional beliefs: the 
individual is completely convinced that 
obsessive-compulsive disorder beliefs are 
true. 

 

Specifiers for Obsessive-Compulsive and Related Disorders 
 
The “with poor insight” specifier for obsessive-compulsive disorder has been refined in DSM-
5 to allow a distinction between individuals with good or fair insight, poor insight, and “absent 
insight/delusional” obsessive-compulsive disorder beliefs (i.e., complete conviction that 
obsessive-compulsive disorder beliefs are true). Analogous “insight” specifiers have been 
included for body dysmorphic disorder and hoarding disorder. These specifiers are intended 
to improve differential diagnosis by emphasizing that individuals with these two disorders 
may present with a range of insight into their disorder-related beliefs, including absent 
insight/delusional symptoms. This change also emphasizes that the presence of absent 
insight/delusional beliefs warrants a diagnosis of the relevant obsessive-compulsive or 
related disorder, rather than a schizophrenia spectrum and other psychotic disorder. The 
“tic-related” specifier for obsessive-compulsive disorder reflects a growing literature on the 
diagnostic validity and clinical utility of identifying individuals with a current or past comorbid 
tic disorder, because this comorbidity may have important clinical implications.  
 
Body Dysmorphic Disorder 
For DSM-5 body dysmorphic disorder, a diagnostic criterion describing repetitive behaviors 
or mental acts in response to preoccupations with perceived defects or flaws in physical 
appearance has been added, consistent with data indicating the prevalence and importance 
of this symptom. A “with muscle dysmorphia” specifier has been added to reflect a growing 
literature on the diagnostic validity and clinical utility of making this distinction in individuals 
with body dysmorphic disorder. The 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; in DSM-5 this presentation is designated only as body 
dysmorphic disorder with the absent insight/delusional beliefs specifier. 
 
Excoriation (Skin-Picking) Disorder 
Excoriation (skin-picking) disorder is newly added to DSM-5, with strong evidence for its 
diagnostic validity and clinical utility.  
 



16 
 

Substance/Medication-Induced Obsessive-Compulsive and Related Disorder and 
Obsessive-Compulsive and Related Disorder Due to Another Medical Condition 
 
DSM-IV included a specifier “with obsessive-compulsive symptoms” in the diagnoses of 
anxiety disorders due to a general medical condition and substance-induced anxiety 
disorders. Given that obsessive-compulsive and related disorders are now a distinct 
category, DSM-5 includes new categories for substance-/medication-induced obsessive-
compulsive and related disorder and for obsessive-compulsive and related disorder due to 
another medical condition. This change is consistent with the intent of DSM-IV, and it reflects 
the recognition that substances, medications, and medical conditions can present with 
symptoms similar to primary obsessive-compulsive and related disorders. 
 
Other Specified and Unspecified Obsessive-Compulsive and Related Disorders 
 
DSM-5 includes the diagnoses other specified obsessive-compulsive and related disorder, 
which can include conditions such as body-focused repetitive behavior disorder and 
obsessional jealousy, or unspecified obsessive-compulsive and related disorder. Body-
focused repetitive behavior disorder is characterized by recurrent behaviors other than hair 
pulling and skin picking (e.g., nail biting, lip biting, cheek chewing) and repeated attempts to 
decrease or stop the behaviors. Obsessional jealousy is characterized by nondelusional 
preoccupation with a partner’s perceived infidelity. 
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Trauma- and Stressor-Related Disorders 
 
This chapter understandably includes Acute Stress Disorder, Posttraumatic Stress 
Disorder and the Adjustment Disorders which makes sense as these disorders are a 
response to a stressor. 
 
Acute Stress Disorder 
 
In DSM-5 there are now 4 aspects of Criterion A, directly experiencing, witnessing learning 
that such an event occurred and repeated exposure to trauma, eg. first responders. The 
criterion requires being explicit as to whether the traumatic events were experienced directly, 
witnessed, or experienced indirectly. Also, the DSM-IV Criterion A2 regarding the subjective 
reaction to the traumatic event (e.g., “the person’s response involved intense fear, 
helplessness, or horror”) has been eliminated. Based on evidence that acute posttraumatic 
reactions are very heterogeneous and that DSM-IV’s emphasis on dissociative symptoms is 
overly restrictive, individuals may meet diagnostic criteria in DSM-5 for acute stress disorder 
if they exhibit any 9 of 14 listed symptoms in these categories: intrusion, negative 
mood, dissociation, avoidance, and arousal, apart from negative mood the remainder 
are in DSM IV TR. Negative mood is a common symptom and is appropriately included 
in DSM 5.  Criterion B, that now requires 9 symptoms (at least), comprises DSM IV TR 
Criteria B,C and D that required only 6 symptoms.  

 

Acute Stress Disorder 

Diagnostic criteria 

DSM IV - TR 

A. The person has been exposed to a traumatic event 
in which both of the following were present:  
(1) the person experienced, witnessed, or was 
confronted with an event or events that involved 
actual or threatened death or serious injury, or a 
threat to the physical integrity of self or others  
(2) the person's response involved intense 
fear, helplessness, or horror  

B. Either while experiencing or after experiencing the 
distressing event, the individual has three (or 
more) of the following dissociative symptoms:  
(1) a subjective sense of numbing, detachment, or 
absence of emotional responsiveness  
(2) a reduction in awareness of his or her 
surroundings (e.g., "being in a daze")  
(3) derealization  
(4) depersonalization  
(5) dissociative amnesia (i.e., inability to recall an 
important aspect of the trauma)  

C. The traumatic event is persistently reexperienced 
in at least one of the following ways: recurrent 
images, thoughts, dreams, illusions, flashback 
episodes, or a sense of reliving the experience; or 
distress on exposure to reminders of the traumatic 
event.  

D. Marked avoidance of stimuli that arouse 
recollections of the trauma (e.g., thoughts, 
feelings, conversations, activities, places, 
people).  

E. Marked symptoms of anxiety or increased arousal 
(e.g., difficulty sleeping,irritability, poor 
concentration, hypervigilance, exaggerated startle 

Acute Stress Disorder 

Diagnostic criteria   308.3 

DSM-5 

A. Exposure to actual or threatened death, 
serious injury, or sexual violation in one (or 
more) of the following ways:  
1. Directly experiencing the traumatic 
event(s). 
2. Witnessing, in person, the event(s) as it 

occurred to others. 
3. Learning that the event(s) occurred to a 

close family member or close friend. 
Note: 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 event(s) (e.g., first 
responders collecting human remains, 
police officers repeatedly exposed to 
details of child abuse). 

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

B. Presence of nine (or more) of the following 
symptoms from any of the five categories of 
intrusion, negative mood, dissociation, 
avoidance, and arousal, beginning or 
worsening after the traumatic event(s) 
occurred: 

Intrusion Symptoms  

1. Recurrent, involuntary, and intrusive 
distressing memories of the traumatic 

http://behavenet.com/taxonomy/term/7960
http://behavenet.com/taxonomy/term/7958
http://behavenet.com/taxonomy/term/7875
http://behavenet.com/taxonomy/term/7187
http://behavenet.com/taxonomy/term/8002
http://behavenet.com/taxonomy/term/7315
http://behavenet.com/taxonomy/term/8006
http://behavenet.com/taxonomy/term/7998
http://behavenet.com/taxonomy/term/7894
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response, motor restlessness).  
F. The disturbance causes clinically significant 

distress or impairment in social, occupational, or 
other important areas of functioning or impairs the 
individual's ability to pursue some necessary task, 
such as obtaining necessary assistance or 
mobilizing personal resources by telling family 
members about the traumatic experience.  

G. The disturbance lasts for a minimum of 2 days and 
a maximum of 4 weeks and occurs within 4 weeks 
of the traumatic event.  

H. The disturbance is not due to the direct 
physiological effects of a substance(e.g., a drug 
of abuse, a medication) or a general medical 
condition, is not better accounted for by Brief 
Psychotic Disorder, and is not merely an 
exacerbation of a preexisting Axis I or Axis 
II disorder. 

 

event(s). Note: In children, repetitive play 

may occur in which themes or aspects of 
the traumatic event(s) are expressed. 

2. Recurrent distressing dreams in which 
the content and/or affect of the dream are 
related to the event(s). Note: In children, 

there may be frightening dreams without 
recognizable content. 

3. Dissociative reactions (e.g., flashbacks) 
in which the individual feels or acts as if 
the traumatic event(s) were recurring. 
(Such reactions may occur on a 
continuum, with the most extreme 
expression being a complete loss of 
awareness of present surroundings.) 
Note: In children, trauma-specific 

reenactment may occur in play. 
4. Intense or prolonged psychological 

distress or marked physiological 
reactions in response to internal or 
external cues that symbolize or resemble 
an aspect of the traumatic event(s). 

Negative Mood 

5. Persistent inability to experience positive 
emotions (e.g., inability to experience 
happiness, satisfaction, or loving 
feelings). 

Dissociative Symptoms 

6. An altered sense of the reality of one’s 
surroundings or oneself (e.g., seeing 
oneself from another’s perspective, being 
in a daze, time slowing). 

7. Inability to remember an important aspect 
of the traumatic event(s) (typically due to 
dissociative amnesia and not to other 
factors such as head injury, alcohol, or 
drugs). 

Avoidance Symptoms 

8. Efforts to avoid distressing memories, 
thoughts, or feelings about or closely 
associated with the traumatic event(s). 

9. Efforts to avoid external reminders 
(people, places, conversations, activities, 
objects, situations) that arouse 
distressing memories, thoughts, or 
feelings about or closely associated with 
the traumatic event(s). 

Arousal Symptoms 

10. Sleep disturbance (e.g., difficulty falling 
or staying asleep, restless sleep). 

11. Irritable behavior and angry outbursts 
(with little or no provocation), typically 
expressed as verbal or physical 
aggression toward people or objects. 

12. Hypervigilance. 
13. Problems with concentration. 
14. Exaggerated startle response 

. 
C.Duration of the disturbance (symptoms in 
Criterion B) is 3 days to 1 month after trauma 
exposure. 
Note: Symptoms typically begin immediately after 

the trauma, but persistence for at least 3 days and 
up to a month is needed to meet disorder criteria. 
D.The disturbance causes clinically significant 
distress or impairment in social, occupational, or 
other important areas of functioning. 

http://behavenet.com/taxonomy/term/7894
http://behavenet.com/taxonomy/term/8673
http://behavenet.com/taxonomy/term/7219
http://behavenet.com/taxonomy/term/7219
http://behavenet.com/taxonomy/term/6789
http://behavenet.com/taxonomy/term/6788
http://behavenet.com/taxonomy/term/6788
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E.The disturbance is not attributable to the 
physiological effects of a substance (e.g., 
medication or alcohol) or another medical 
condition (e.g., mild traumatic brain injury) and is 
not better explained by brief psychotic disorder. 
 

Adjustment Disorders 
 
In DSM-5, adjustment disorders are reconceptualized as a heterogeneous array of stress-
response syndromes that occur after exposure to a distressing (traumatic or nontraumatic) 
event, rather than as a residual category for individuals who exhibit clinically significant 
distress without meeting criteria for a more discrete disorder (as in DSM-IV ). DSM-IV 
subtypes marked by depressed mood, anxious symptoms, or disturbances in conduct have 
been retained, unchanged.  
e.g. DSM 5 Specify whether:  
 309.0 (F43.21) With depressed mood: Low mood, tearfulness, or feelings of hopelessness are 

predominant. 

 309.24 (F43.22) With anxiety: Nervousness, worry, jitteriness, or separation anxiety is predominant. 

 309.28 (F43.23) With mixed anxiety and depressed mood: A combination of depression and anxiety is 

predominant. 

 309.3 (F43.24) With disturbance of conduct: Disturbance of conduct is predominant. 

 309.4 (F43.25) With mixed disturbance of emotions and conduct: Both emotional symptoms (e.g., 

depression, anxiety) and a disturbance of conduct are predominant. 

 309.9 (F43.20) Unspecified: For maladaptive reactions that are not classifiable as one of the specific 

subtypes of adjustment disorder. 

 
Posttraumatic Stress Disorder 
 
DSM-5 criteria for posttraumatic stress disorder differ significantly from those in DSM-IV. The 
diagnostic criteria for Acute Stress Disorder and Posttraumatic stress Disorder were much 
the same differing only in as much as PTSD required symptoms to be present for more than 
a month. ASD and PTSD are now differently constructed. 

 
In DSM-5 there are now 4 aspects of Criterion A, directly experiencing, witnessing learning 
that such an event occurred and repeated exposure to trauma, eg. first responders. The 
criterion requires being explicit as to whether the traumatic events were experienced directly, 
witnessed, or experienced indirectly. Also, the DSM-IV Criterion A2 regarding the subjective 
reaction to the traumatic event (e.g., “the person’s response involved intense fear, 
helplessness, or horror”) has been eliminated. The major difference in terms of the 
diagnostic criteria is an alternative section D referring to negative alterations in cognitions 
and mood associated with the traumatic event (s), beginning or worsening after the traumatic 
event occurred but still retains most of the DSM-IV numbing symptoms (Criterion C), also 
includes new or reconceptualized symptoms, such as persistent negative emotional states. 
The final cluster (DSM IV TR Criterion D, now DSM Criterion E)—alterations in arousal and 
reactivity—retains most of the DSM-IV arousal symptoms but it also includes irritable or 
aggressive behavior and reckless or self-destructive behavior. Posttraumatic stress disorder 
is now said to be developmentally sensitive in that diagnostic thresholds have been lowered 
for children and adolescents. Furthermore, separate criteria have been added for children 
age 6 years or younger with this disorder.   

 
Posttraumatic Stress Disorder 
Diagnostic criteria 
DSM IV - TR 

A. The person has been exposed to a traumatic event 
in which both of the following were present:  
(1) the person experienced, witnessed, or was 
confronted with an event or events that involved 
actual or threatened death or serious injury, or a 

Posttraumatic Stress Disorder 
Diagnostic Criteria309.81 (F43.10 
DSM-5 
Note: The following criteria apply to adults, 

adolescents, and children older than 6 years. For 
children 6 years and younger, see corresponding 
criteria below. 
A. Exposure to actual or threatened death, 
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threat to the physical integrity of self or others  
(2) the person's response involved intense 
fear, helplessness, or horror. Note: In children, 
this may be expressed instead by 
disorganized or agitated behavior  

B.   The traumatic event is persistently reexperienced 
in one (or more) of the following ways:  
(1) recurrent and intrusive distressing 
recollections of the event, including images, 
thoughts, or perceptions. Note: In young children, 
repetitive play may occur in which themes or 
aspects of the trauma are expressed.  
(2) recurrent distressing dreams of the 
event. Note: In children, there may be frightening 
dreams without recognizable content.  
(3) acting or feeling as if the traumatic event were 
recurring (includes a sense of reliving the 
experience, illusions, hallucinations, and 
dissociative flashback episodes, including those 
that occur on awakening or 
when intoxicated). Note: In young children, 
trauma-specific reenactment may occur.  
(4) intense psychological distress at exposure to 
internal or external cues that symbolize or 
resemble an aspect of the traumatic event  
(5) physiological reactivity on exposure to internal 
or external cues that symbolize or resemble an 
aspect of the traumatic event  

C. Persistent avoidance of stimuli associated with the 
trauma and numbing of general responsiveness 
(not present before the trauma), as indicated by 
three (or more) of the following:  
(1) efforts to avoid thoughts, feelings, or 
conversations associated with the trauma  
(2) efforts to avoid activities, places, or people 
that arouse recollections of the trauma  
(3) inability to recall an important aspect of the 
trauma  
(4) markedly diminished interest or participation in 
significant activities  
(5) feeling of detachment or estrangement from 
others  
(6) restricted range of affect (e.g., unable to have 
loving feelings)  
(7) sense of a foreshortened future (e.g., does not 
expect to have a career, marriage, children, or a 
normal life span)  

D. Persistent symptoms of increased arousal (not 
present before the trauma), as indicated by two (or 
more) of the following:  
(1) difficulty falling or staying asleep  
(2) irritability or outbursts of anger  
(3) difficulty concentrating  
(4) hypervigilance 
(5) exaggerated startle response 

E. Duration of the disturbance (symptoms in Criteria 
B, C, and D) is more than 1 month.  

F. The disturbance causes clinically significant 
distress or impairment in social, occupational, or 
other important areas of functioning.  

Specify if:  
Acute: if duration of symptoms is less than 3 months  
Chronic: if duration of symptoms is 3 months or 

more  
Specify if:  
With Delayed Onset: if onset of symptoms is at least 

6 months after the stressor 

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

1. Directly experiencing the traumatic 
event(s). 

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

3. Learning that the traumatic event(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 event(s) (e.g., first 
responders collecting human 
remains; police officers repeatedly 
exposed to details of child abuse). 

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

B. Presence of one (or more) of the following 
intrusion symptoms associated with the 
traumatic event(s), beginning after the 
traumatic event(s) occurred: 
1. Recurrent, involuntary, and intrusive 

distressing memories of the traumatic 
event(s). 

Note: In children older than 6 years, repetitive 

play may occur in which themes or aspects of the 
traumatic event(s) are expressed. 

2. Recurrent distressing dreams in which the 
content and/or affect of the dream are 
related to the traumatic event(s). 

Note: In children, there may be frightening dreams 

without recognizable content. 
3. Dissociative reactions (e.g., flashbacks) in 

which the individual feels or acts as if the 
traumatic event(s) were recurring. (Such 
reactions may occur on a continuum, with 
the most extreme expression being a 
complete loss of awareness of present 
surroundings.) 

Note: In children, trauma-specific reenactment 

may occur in play. 
4. Intense or prolonged psychological 

distress at exposure to internal or external 
cues that symbolize or resemble an aspect 
of the traumatic event(s). 

5. Marked physiological reactions to internal 
or external cues that symbolize or 
resemble an aspect of the traumatic 
event(s). 

C. Persistent avoidance of stimuli associated with 
the traumatic event(s), beginning after the 
traumatic event(s) occurred, as evidenced by 
one or both of the following: 
1. Avoidance of or efforts to avoid distressing 

memories, thoughts, or feelings about or 
closely associated with the traumatic 
event(s). 

2. Avoidance of or efforts to avoid external 
reminders (people, places, conversations, 
activities, objects, situations) that arouse 
distressing memories, thoughts, or feelings 
about or closely associated with the 

http://behavenet.com/taxonomy/term/8002
http://behavenet.com/taxonomy/term/7324
http://behavenet.com/taxonomy/term/7315
http://behavenet.com/taxonomy/term/7346
http://behavenet.com/taxonomy/term/8036
http://behavenet.com/taxonomy/term/7866
http://behavenet.com/taxonomy/term/11301
http://behavenet.com/taxonomy/term/8006
http://behavenet.com/taxonomy/term/7998
http://behavenet.com/taxonomy/term/7894
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traumatic event(s). 
D. Negative alterations in cognitions and 

mood associated with the traumatic 
event(s), beginning or worsening after 
the traumatic event(s) occurred, as 
evidenced by two (or more) of the 
following: 
1. Inability to remember an important 

aspect of the traumatic event(s) 
(typically due to dissociative 
amnesia and not to other factors 
such as head injury, alcohol, or 
drugs). 

2. Persistent and exaggerated negative 
beliefs or expectations about 
oneself, others, or the world (e.g., “I 
am bad,” “No one can be trusted,” 
“The world is completely 
dangerous,” “My whole nervous 
system is permanently ruined”). 

3. Persistent, distorted cognitions 
about the cause or consequences of 
the traumatic event(s) that lead the 
individual to blame himself/herself 
or others. 

4. Persistent negative emotional state 
(e.g., fear, horror, anger, guilt, or 
shame). 

5. Markedly diminished interest or 
participation in significant activities. 

6. Feelings of detachment or 
estrangement from others. 

7. Persistent inability to experience 
positive emotions (e.g., inability to 
experience happiness, satisfaction, 
or loving feelings). 

E. Marked alterations in arousal and reactivity 
associated with the traumatic event(s), 
beginning or worsening after the traumatic 
event(s) occurred, as evidenced by two (or 
more) of the following: 
1. Irritable behavior and angry 

outbursts (with little or no 
provocation) typically expressed 
as verbal or physical aggression 
toward people or objects. 

2. Reckless or self-destructive 
behavior. 

3. Hypervigilance. 
4. Exaggerated startle response. 
5. Problems with concentration. 
6. Sleep disturbance (e.g., difficulty 

falling or staying asleep or restless 
sleep). 

F. Duration of the disturbance (Criteria B, C, D, 
and E) is more than 1 month. 

G. The disturbance causes clinically significant 
distress or impairment in social, occupational, 
or other important areas of functioning. 

H. The disturbance is not attributable to the 
physiological effects of a substance (e.g., 
medication, alcohol) or another medical 
condition. 

Specify whether:  

 With dissociative symptoms: The 

individual’s symptoms meet the criteria for 
posttraumatic stress disorder, and in 
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addition, in response to the stressor, the 
individual experiences persistent or 
recurrent symptoms of either of the 
following: 
1. Depersonalization: Persistent or 

recurrent experiences of feeling 
detached from, and as if one were an 
outside observer of, one’s mental 
processes or body (e.g., feeling as 
though one were in a dream; feeling a 
sense of unreality of self or body or of 
time moving slowly). 
2. Derealization: Persistent or 

recurrent experiences of unreality 
of surroundings (e.g., the world 
around the individual is 
experienced as unreal, dreamlike, 
distant, or distorted). 

Note: To use this subtype, the dissociative 

symptoms must not be attributable to the 
physiological effects of a substance (e.g., 
blackouts, behavior during alcohol intoxication) or 
another medical condition (e.g., complex partial 
seizures). 
Specify if:  

 With delayed expression: If the full 

diagnostic criteria are not met until at least 6 
months after the event (although the onset 
and expression of some symptoms may be 
immediate). 

Posttraumatic Stress Disorder for Children 6 
Years and Younger  

A. In children 6 years and 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(s). 
2. Witnessing, in person, the event(s) 

as it occurred to others, especially 
primary caregivers. 

Note: Witnessing does not include events that 
are witnessed only in electronic media, 
television, movies, or pictures. 

3. Learning that the traumatic 
event(s) occurred to a parent or 
caregiving figure. 

B. Presence of one (or more) of the 
following intrusion symptoms 
associated with the traumatic 
event(s), beginning after the traumatic 
event(s) occurred: 
1. Recurrent, involuntary, and 

intrusive distressing memories of 
the traumatic event(s). 

Note: Spontaneous and intrusive memories 
may not necessarily appear distressing and 
may be expressed as play reenactment. 

2. Recurrent distressing dreams in 
which the content and/or affect of 
the dream are related to the 
traumatic event(s). 

Note: It may not be possible to ascertain that 
the frightening content is related to the 
traumatic event. 

3. Dissociative reactions (e.g., 
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flashbacks) in which the child feels 
or acts as if the traumatic event(s) 
were recurring. (Such reactions 
may occur on a continuum, with 
the most extreme expression 
being a complete loss of 
awareness of present 
surroundings.) Such trauma-
specific reenactment may occur in 
play. 

4. Intense or prolonged 
psychological distress at exposure 
to internal or external cues that 
symbolize or resemble an aspect 
of the traumatic event(s). 

5. Marked physiological reactions to 
reminders of the traumatic 
event(s). 

C. One (or more) of the following 
symptoms, representing either 
persistent avoidance of stimuli 
associated with the traumatic event(s) 
or negative alterations in cognitions 
and mood associated with the 
traumatic event(s), must be present, 
beginning after the event(s) or 
worsening after the event(s): 
 Persistent Avoidance of Stimuli 

1. Avoidance of or efforts to avoid 
activities, places, or physical 
reminders that arouse 
recollections of the traumatic 
event(s). 

2. Avoidance of or efforts to avoid 
people, conversations, or 
interpersonal situations that 
arouse recollections of the 
traumatic event(s). 
 Negative Alterations in 

Cognitions 
3. Substantially increased frequency 

of negative emotional states (e.g., 
fear, guilt, sadness, shame, 
confusion). 

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. 
D. Alterations in arousal and reactivity 

associated with the traumatic event(s), 
beginning or worsening after the 
traumatic event(s) occurred, as 
evidenced by two (or more) of the 
following: 

1) Irritable behavior and angry 
outbursts (with little or no 
provocation) typically expressed 
as verbal or physical aggression 
toward people or objects 
(including extreme temper 
tantrums). 

2) Hypervigilance. 
3) Exaggerated startle response. 
4) Problems with concentration. 
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5) Sleep disturbance (e.g., difficulty 
falling or staying asleep or 
restless sleep). 

E. The duration of the disturbance is 
more than 1 month. 

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

G. The disturbance is not attributable to 
the physiological effects of a 
substance (e.g., medication or 
alcohol) or another medical condition. 

Specify whether:  
With dissociative symptoms: The individual’s 

symptoms meet the criteria for 
posttraumatic stress disorder, and the 
individual experiences persistent or 
recurrent symptoms of either of the 
following: 

1. Depersonalization: Persistent or 
recurrent experiences of feeling 
detached from, and as if one were an 
outside observer of, one’s mental 
processes or body (e.g., feeling as 
though one were in a dream; feeling a 
sense of unreality of self or body or of 
time moving slowly). 

2. Derealization: Persistent or recurrent 
experiences of unreality of 
surroundings (e.g., the world around 
the individual is experienced as 
unreal, dreamlike, distant, or 
distorted). 

Note: To use this subtype, the dissociative 
symptoms must not be attributable to the 
physiological effects of a substance (e.g., 
blackouts) or another medical condition (e.g., 
complex partial seizures). 
Specify if:  

 With delayed expression: If the 
full diagnostic criteria are not 
met until at least 6 months after 
the event (although the onset 
and expression of some 
symptoms may be immediate). 

 
 

 
Dissociative Disorders 
 
Major changes in dissociative disorders in DSM-5 include the following: 1) derealization is 
included in the name and symptom structure of what previously was called depersonalization 
disorder and is now called depersonalization/derealization disorder, 2) dissociative fugue is 
now a specifier of dissociative amnesia rather than a separate diagnosis, and 3) the criteria 
for dissociative identity disorder have been changed to indicate that symptoms of disruption 
of identity may be reported as well as observed, and that gaps in the recall of events may 
occur for everyday and not just traumatic events. Also, experiences of pathological 
possession in some cultures are included in the description of identity disruption.  
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Dissociative Identity Disorder 
 
Several changes to the criteria for dissociative identity disorder have been made in DSM-5. 
First, Criterion A has been expanded to include certain possession-form phenomena and 
functional neurological symptoms to account for more diverse presentations of the disorder. 
Second, Criterion A now specifically states that transitions in identity may be observable by 
others or self-reported. Third, according to Criterion B, individuals with dissociative identity 
disorder may have recurrent gaps in recall for everyday events, not just for traumatic 
experiences. Other text modifications clarify the nature and course of identity disruptions. 

Somatic Symptom and Related Disorders 

In DSM-5, somatoform disorders are now referred to as somatic symptom and related 
disorders. In DSM-IV, there was significant overlap across the somatoform disorders and a 
lack of clarity about their boundaries. These disorders are primarily seen in medical settings, 
and nonpsychiatric physicians found the DSM-IV somatoform diagnoses problematic to use. 
The DSM-5 classification reduces the number of these disorders and subcategories to avoid 
problematic overlap. Diagnoses of somatization disorder, hypochondriasis, pain disorder, 
and undifferentiated somatoform disorder have been removed. 
 
Somatic Symptom Disorder 
 
DSM-5 better recognizes the complexity of the interface between psychiatry and medicine. 
Individuals with somatic symptoms plus abnormal thoughts, feelings, and behaviors may or 
may not have a diagnosed medical condition. The relationship between somatic symptoms 
and psychopathology exists along a spectrum, and the arbitrarily high symptom count 
required for DSM-IV somatization disorder did not accommodate this spectrum. The 
diagnosis of somatization disorder was essentially based on a long and complex symptom 
count of medically unexplained symptoms. Individuals previously diagnosed with 
somatization disorder will usually meet DSM-5 criteria for somatic symptom disorder, but 
only if they have the maladaptive thoughts, feelings, and behaviors that define the disorder, 
in addition to their somatic symptoms. 
In DSM-IV, the diagnosis undifferentiated somatoform disorder had been created in 
recognition that somatization disorder would only describe a small minority of “somatizing” 
individuals, but this disorder did not prove to be a useful clinical diagnosis. Because the 
distinction between somatization disorder and undifferentiated somatoform disorder was 
arbitrary, they are merged in DSM-5 under somatic symptom disorder, and no specific 
number of somatic symptoms is required. 
 

Somatization Disorder 
Diagnostic criteria 
DSM IV - TR 

A.    A history of many physical complaints beginning 
before age 30 years that occur over a period of 
several years and result in treatment being sought 
or significant impairment in social, occupational, 
or other important areas of functioning.  

B.    Each of the following criteria must have been 
met, with individual symptoms occurring at any 
time during the course of the disturbance:  
(1) four pain symptoms: a history of pain related 

to at least four different sites or functions (e.g., 
head, abdomen, back, joints, extremities, 
chest, rectum, during menstruation, during 
sexual intercourse, or during urination)  
(2) two gastrointestinal symptoms: a history of 
at least two gastrointestinal symptoms other 
than pain (e.g., nausea, bloating, vomiting 
other than during pregnancy, diarrhea, or 
intolerance of several different foods)  

 
Somatic Symptom Disorder  
Diagnostic Criteria 
          DSM 5 

A. One or more somatic symptoms that are 
distressing or result in significant 
disruption of daily life.  

B. Excessive thoughts, feelings, or 
behaviors related to the somatic 
symptoms or associated health concerns 
as manifested by at least one of the 
following:  
1. Disproportionate and persistent 

thoughts about the seriousness of 
one’s symptoms. 

2. Persistently high level of anxiety 
about health or symptoms. 

3. Excessive time and energy devoted 
to these symptoms or health 
concerns. 

C. Although any one somatic symptom may 
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(3) one sexual symptom: a history of at least 
one sexual or reproductive symptom other 
than pain (e.g., sexual indifference, erectile or 
ejaculatory dysfunction, irregular menses, 
excessive menstrual bleeding, vomiting 
throughout pregnancy)  
(4) one pseudoneurological symptom: a 
history of at least one symptom or deficit 
suggesting a neurological condition not limited 
to pain (conversion symptoms such as 
impaired coordination or balance, paralysis or 
localized weakness, difficulty swallowing or 
lump in throat, aphonia, urinary 
retention, hallucinations, loss of touch or pain 
sensation, double vision, blindness, deafness, 
seizures; dissociative symptoms such 
as amnesia; or loss of consciousness other 
than fainting)  

C. Either (1) or (2):  
(1) after appropriate investigation, each of the 

symptoms in Criterion B cannot be fully 
explained by a known general medical 
condition or the direct effects of 
a substance (e.g., a drug of abuse, a 
medication)  
(2) when there is a related general medical 
condition, the physical complaints or resulting 
social or occupational impairment are in 
excess of what would be expected from the 
history, physical examination, or laboratory 
findings  

D.    The symptoms are not intentionally feigned or 
produced (as in Factitious 
Disorder or Malingering). 

 
Diagnostic criteria for 300.81 Undifferentiated 
Somatoform Disorder (new code as of 10/01/96: 
300.82) 
DSM IV - TR 

A.       One or more physical complaints (e.g., fatigue, 
loss of appetite, gastrointestinal or urinary 
complaints).  

B.        Either (1) or (2):  
(1) after appropriate investigation, 

the symptoms cannot be fully explained by a 
known general medical condition or the 
direct effects of a substance (e.g., a drug of 
abuse, a medication)  
(2) when there is a related general medical 
condition, the physical complaints or 
resulting social or occupational impairment 
is in excess of what would be expected from 
the history, physical examination, or 
laboratory findings  

C. The symptoms cause clinically significant distress 
or impairment in social, occupational, or other 
important areas of functioning.  

D. The duration of the disturbance is at least 6 
months.  

E. The disturbance is not better accounted for by 
another mental disorder (e.g., another Somatoform 
Disorder, Sexual Dysfunction, Mood 
Disorder, Anxiety Disorder, Sleep Disorder, or 
Psychotic Disorder).  

F. The symptom is not intentionally produced or 
feigned (as in Factitious Disorder or Malingering). 

 

not be continuously present, the state of 
being symptomatic is persistent (typically 
more than 6 months).  

Specify if:  

 With predominant pain 

(previously pain disorder): This 
specifier is for individuals whose 
somatic symptoms predominantly 
involve pain. 

Specify if:  

 Persistent: A persistent course is 

characterized by severe 
symptoms, marked impairment, 
and long duration (more than 6 
months). 

Specify current severity:  

 Mild: Only one of the symptoms 

specified in Criterion B is fulfilled. 

 Moderate: Two or more of the 

symptoms specified in Criterion B 
are fulfilled. 

 Severe: Two or more of the 

symptoms specified in Criterion B 
are fulfilled, plus there are multiple 
somatic complaints (or one very 
severe somatic symptom). 
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Medically Unexplained Symptoms 
 
DSM-IV criteria overemphasized the importance of an absence of a medical explanation for 
the somatic symptoms. Unexplained symptoms are present to various degrees, particularly 
in conversion disorder, but somatic symptom disorders can also accompany diagnosed 
medical disorders. The reliability of medically unexplained symptoms is limited, and 
grounding a diagnosis on the absence of an explanation is problematic and reinforces mind -
body dualism. The DSM-5 classification defines disorders on the basis of positive symptoms 
(i.e., distressing somatic symptoms plus abnormal thoughts, feelings, and behaviors in 
response to these symptoms). Medically unexplained symptoms do remain a key feature in 
conversion disorder and pseudocyesis because it is possible to demonstrate definitively in 
such disorders that the symptoms are not consistent with medical pathophysiology. 
 
Hypochondriasis and Illness Anxiety Disorder 
 
Hypochondriasis has been eliminated as a disorder, in part because the name was 
perceived as pejorative and not conducive to an effective therapeutic relationship. Most 
individuals who would previously have been diagnosed with hypochondriasis have significant 
somatic symptoms in addition to their high health anxiety, and would now receive a DSM-5 
diagnosis of somatic symptom disorder. In DSM-5, individuals with high health anxiety 
without somatic symptoms would receive a diagnosis of illness anxiety disorder (unless their 
health anxiety was better explained by a primary anxiety disorder, such as generalized 
anxiety disorder).  
 
Pain Disorder 
 
DSM-5 takes a different approach to the important clinical realm of individuals with pain. In 
DSM-IV, the pain disorder diagnoses assume that some pains are associated solely with 
psychological factors, some with medical diseases or injuries, and some with both. There is 
a lack of evidence that such distinctions can be made with reliability and validity, and a large 
body of research has demonstrated that psychological factors influence all forms of pain. 
Most individuals with chronic pain attribute their pain to a combination of factors, including 
somatic, psychological, and environmental influences. In DSM-5, some individuals with 
chronic pain would be appropriately diagnosed as having somatic symptom disorder, with 
predominant pain. For others, psychological factors affecting other medical conditions or an 
adjustment disorder would be more appropriate. 
 
Psychological Factors Affecting Other Medical Conditions and Factitious Disorder 
 
Psychological factors affecting other medical conditions is a new mental disorder in DSM-5, 
having formerly been included in the DSM-IV chapter “Other Conditions That May Be a 
Focus of Clinical Attention.” This disorder and factitious disorder are placed among the 
somatic symptom and related disorders because somatic symptoms are predominant in both 
disorders, and both are most often encountered in medical settings. The variants of 
psychological factors affecting other medical conditions are removed in favor of the stem 
diagnosis.  
 
Conversion Disorder (Functional Neurological Symptom Disorder) 
 
Criteria for conversion disorder (functional neurological symptom disorder) are modified to 
emphasize the essential importance of the neurological examination, and in recognition that 
relevant psychological factors may not be demonstrable at the time of diagnosis.  
 
Intermittent Explosive Disorder 
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The primary change in DSM-5 intermittent explosive disorder is the type of aggressive 
outbursts that should be considered: physical aggression was required in DSM-IV, whereas 
verbal aggression and nondestructive/noninjurious physical aggression also meet criteria in 
DSM-5. DSM-5 also provides more specific criteria defining frequency needed to meet 
criteria and specifies that the aggressive outbursts are impulsive and/or anger based in 
nature, and must cause marked distress, cause impairment in occupational or interpersonal 
functioning, or be associated with negative financial or legal consequences. Furthermore, 
because of the paucity of research on this disorder in young children and the potential 
difficulty of distinguishing these outbursts from normal temper tantrums in young children, a 
minimum age of 6 years (or equivalent developmental level) is now required. Finally, 
especially for youth, the relationship of this disorder to other disorders (e.g., ADHD, 
disruptive mood dysregulation disorder) has been further clarified. 

 

Substance-Related and Addictive Disorders 

 
Gambling Disorder 
 
An important departure from past diagnostic manuals is that the substance-related disorders 
chapter has been expanded to include gambling disorder. This change reflects the 
increasing and consistent evidence that some behaviors, such as gambling, activate the 
brain reward system with effects similar to those of drugs of abuse and that gambling 
disorder symptoms resemble substance use disorders to a certain extent.  
 
Criteria and Terminology 
 
DSM-5 does not separate the diagnoses of substance abuse and dependence as in DSM-IV. 
Rather, criteria are provided for substance use disorder, accompanied by criteria for 
intoxication, withdrawal, substance/medication-induced disorders, and unspecified 
substance-induced disorders, where relevant. The DSM-5 substance use disorder criteria 
are nearly identical to the DSM-IV substance abuse and dependence criteria combined into 
a single list, with two exceptions. The DSM-IV recurrent legal problems criterion for 
substance abuse has been deleted from DSM-5, and a new criterion, craving or a strong 
desire or urge to use a substance, has been added. In addition, the threshold for substance 
use disorder diagnosis in DSM-5 is set at two or more criteria, in contrast to a threshold of 
one or more criteria for a diagnosis of DSM-IV substance abuse and three or more for DSM-
IV substance dependence. Cannabis withdrawal is new for DSM-5, as is caffeine withdrawal 
(which was in DSM-IV Appendix B, “Criteria Sets and Axes Provided for Further Study”). Of 
note, the criteria for DSM-5 tobacco use disorder are the same as those for other substance 
use disorders. By contrast, DSM-IV did not have a category for tobacco abuse, so the 
criteria in DSM-5 that are from DSM-IV abuse are new for tobacco in DSM-5. 
Severity of the DSM-5 substance use disorders is based on the number of criteria endorsed: 
2–3 criteria indicate a mild disorder; 4–5 criteria, a moderate disorder; and 6 or more, a 
severe disorder. The DSM-IV specifier for a physiological subtype has been eliminated in 
DSM-5, as has the DSM-IV diagnosis of polysubstance dependence. Early remission from a 
DSM-5 substance use disorder is defined as at least 3 but less than 12 months without 
substance use disorder criteria (except craving), and sustained remission is defined as at 
least 12 months without criteria (except craving). Additional new DSM-5 specifiers include “in 
a controlled environment” and “on maintenance therapy” as the situation warrants. 

 

Neurocognitive Disorders 

Delirium 
The criteria for delirium have been updated and clarified on the basis of currently available 
evidence.  
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Major and Mild Neurocognitive Disorder 
 
The DSM-IV diagnoses of dementia and amnestic disorder are subsumed under the newly 
named entity major neurocognitive disorder (NCD). The term dementia is not precluded from 
use in the etiological subtypes where that term is standard. Furthermore, DSM-5 now 
recognizes a less severe level of cognitive impairment, mild NCD, which is a new disorder 
that permits the diagnosis of less disabling syndromes that may nonetheless be the focus of 
concern and treatment. Diagnostic criteria are provided for both major NCD and mild NCD, 
followed by diagnostic criteria for the different etiological subtypes. An updated listing of 
neurocognitive domains is also provided in DSM-5, as these are necessary for establishing 
the presence of NCD, distinguishing between the major and mild levels of impairment, and 
differentiating among etiological subtypes.  
Although the threshold between mild NCD and major NCD is inherently arbitrary, there are 
important reasons to consider these two levels of impairment separately. The major NCD 
syndrome provides consistency with the rest of medicine and with prior DSM editions and 
necessarily remains distinct to capture the care needs for this group. Although the mild NCD 
syndrome is new to DSM-5, its presence is consistent with its use in other fields of medicine, 
where it is a significant focus of care and research, notably in individuals with Alzheimer’s 
disease, cerebrovascular disorders, HIV, and traumatic brain injury.  
 
 
Etiological Subtypes 
 
In DSM-IV, individual criteria sets were designated for dementia of the Alzheimer’s type, 
vascular dementia, and substance-induced dementia, whereas the other neurodegenerative 
disorders were classified as dementia due to another medical condition, with HIV, head 
trauma, Parkinson’s disease, Huntington’s disease, Pick’s disease, Creutzfeldt-Jakob 
disease, and other medical conditions specified. In DSM-5, major or mild vascular NCD and 
major or mild NCD due to Alzheimer’s disease have been retained, whereas new separate 
criteria are now presented for major or mild NCD due to frontotemporal NCD, Lewy bodies, 
traumatic brain injury, Parkinson’s disease, HIV infection, Huntington’s disease, prion 
disease, another medical condition, and multiple etiologies. Substance/medication-induced 
NCD and unspecified NCD are also included as diagnoses. 
 
Personality Disorders 
 
The criteria for personality disorders in Section II of DSM-5 have not changed from those in 
DSM-IV. An alternative approach to the diagnosis of personality disorders was developed for 
DSM-5 for further study and can be found in Section III. For the general criteria for 
personality disorder presented in Section III, a revised personality functioning criterion 
(Criterion A) has been developed based on a literature review of reliable clinical measures of 
core impairments central to personality pathology. Furthermore, the moderate level of 
impairment in personality functioning required for a personality disorder diagnosis in DSM-5 
Section III was set empirically to maximize the ability of clinicians to identify personality 
disorder pathology accurately and efficiently. With a single assessment of level of personality 
functioning, a clinician can determine whether a full assessment for personality disorder is 
necessary.  
The diagnostic criteria for specific DSM-5 personality disorders in the alternative model are 
consistently defined across disorders by typical impairments in personality functioning and 
by characteristic pathological personality traits that have been empirically determined to be 
related to the personality disorders they represent. Diagnostic thresholds for both Criterion A 
and Criterion B have been set empirically to minimize change in disorder prevalence and 
overlap with other personality disorders and to maximize relations with psychosocial 
impairment. A diagnosis of personality disorder—trait specified, based on moderate or 
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greater impairment in personality functioning and the presence of pathological personality 
traits, replaces personality disorder not otherwise specified and provides a much more 
informative diagnosis for patients who are not optimally described as having a specific 
personality disorder. A greater emphasis on personality functioning and trait-based criteria 
increases the stability and empirical bases of the disorders. 
Personality functioning and personality traits also can be assessed whether or not an 
individual has a personality disorder, providing clinically useful information about all patients. 
The DSM-5 Section III approach provides a clear conceptual basis for all personality 
disorder pathology and an efficient assessment approach with considerable clinical utility. 

 
Summary 

 
DSM 5 was published in May 2013. We all need to be aware of those areas that 
have been changed and those that remain the same as in DSM IV TR. 
 
The general changes are that the multi axial system has been dropped, I believe this 
is a recognition that it was not useful and that it was rarely used in clinical practice 
although the concept it conveyed of looking at the mental disorder, personality 
issues, other medical issues, psychosocial issues remains a part of most clinicians’ 
diagnostic formulation. 
 
The Global Assessment of Function scale has been dropped. It is interesting that the 
authors of AMA 6 chose to include the GAF and now that it has been removed it has 
even less credibility as does chapter 14 in AMA 6. 
 
The chapter on Schizophrenia Spectrum and Other Psychotic Disorders has some 
minor changes with the addition that at least one of the Criterion A symptoms must 
be delusions, hallucinations, or disorganised speech. That DSM IV TR subtypes 
were eliminated. There have been changes to the conceptualisation of Bipolar 1 
Disorder and Bipolar 2 Disorder as they now include both changes in mood and 
changes in activity or energy. The major change with regard to depressive disorders, 
apart from some new minor diagnoses, is the name change from dysthymia to 
persistent depressive disorder. There have been changes in relating bereavement 
and major depressive episodes. 
 
Anxiety disorders include significant changes including separate chapters for 
Obsessive-Compulsive and Related Disorders and Trauma and Stressor Related 
Disorders. Panic disorder and agoraphobia are now regarded as discrete entities 
and if they occur together both diagnoses need to be made. 
 
A number of comparatively rare new disorders have been encompassed under the 
concept of Obsessive-Compulsive and Related Disorders. The specifier has been 
modified to allow for a range between those who have good insight and those who 
have no insight into their behaviour. 
 
Trauma and Stressor Related Disorders including Acute Stress Disorder and Post 
Traumatic Stress Disorder has had significant changes, the Criterion A requirement 
involving a person’s response to the trauma has been eliminated and the notion of 
repeated or extreme exposure to trauma such as that expressed by first responders 
is acknowledged. The only other major change has been to recognise negative 
mood and irritable behaviour and angry outbursts. Adjustment disorders have been 
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appropriately bought into the category of stress-related disorders. The authors of 
DSM 5 claim that these disorders have been “reconceptualised as a mixed array of 
stress-response syndromes that occur after exposure to a distressing event rather 
than as a residual category for individuals who exhibit clinically significant distress 
but whose symptoms do not met the criteria for or more discrete disorder (in other 
words a wastebasket diagnosis). However the diagnostic criteria are identical so no 
real change there. 
 
The authors have recognised that although the concept of Pain Disorder as in DSM 
IV TR was conceptually neat it was not based on any scientific evidence. The 
authors state that pain is almost always associated with psychological factors and 
recognise that some individuals with chronic pain have somatic symptom disorder, with 

predominant pain. For others an appropriate diagnosis may be psychological factors 
affecting other medical conditions or an adjustment disorder. 

 
I was impressed with the DSM 5 and thought that a lot of the criticism was a great 
deal of nonsense. Critics appear to have picked on rare diagnoses to beat the 
authors with implying they are trying to medicalise normal behaviour. As a consultant 
psychiatrist the changes relevant to my areas seem sensible and understandable. 
 


