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140 Obsessive-Compulsive and Ralaled Disorders

dhat syndrome (see “Glossary of Gultural Con Trauma- and
6. Koro: Related to dhat syndrome (se . L :
cepts of Distress” in the Appendix to DSM-5), an episode of sud- Stressor-Related Disorders
den and intense anxiety that the penis (or the vulva and nipples : - i :
in females) will recede into the body, possibly leading to deatn. |
7. Jikoshu-kyofu: A variant of fafin kyofusho (see "Glossary of _

e e

Cultural Concepts of Distress" in the Appendix to DSM-5) char- Reactive Attachment Disorder |||
acterlzed by fear of having an offensive body odor (also termed f
offactory reference syndroma), 313.89 (Fa24.1) -

A, Aconsistent pattem of Inhibited, amotionally withdrawn behavior
loward adult caragivars, manifested by both of the lollowing:

1. The child rarely or minimally seeks comiort when distressed.
2. The child rarely or minimally rezponds to comfon when dis-

Unspecified Obsessive-Compulsive
and Related Disorder

300.3 (F42) tressed.
This cal plies to prasentations in which symptoms characiar- B. A persislent social and emotional disturbance characterized by
calegory appres h i t lnast twe of ihe foliowing:

istic of an obsessive-compulsive and related disorder that cause clin- oy bl :

ically significant distress or impaiment in social, accupational, or other 1. Minimal social and emaotional responsivenass to olhars, |

important areas of funclioning predominate but do not meet the full 2. Limited posilive affect. -

criteria for any of the disorders in the obsessive-compulsive and relal- 3. Episcdes of unexplained irliability, sadnass, or fearfulnass

&d disorders diagnostic class. The unspecified obsessive-computsive thal are evident even during nenthreatening interactions with

and related disorder category Is used in shuations in which the clini- adult caregivers. .

i i not mel for c

| gl-:ﬁ::izl::;s T;{ﬁﬂ:;ﬂ:&;fiﬁ”:;ﬁ?; dT;;?::ra? it C. The child has experienced a pattem of exiremas of Insulficient !
X pra':antations in which there is insufficient information to make a care as avidenced by at least ona of the followling:

mare specific diagnosis (e.g., in emergency room sattings). 1. Social neglact or deprivation in the form of persistent lack of

having baslc emational neads for comfort, stimulation, and
affection met by caregiving adulls,
2. Repeated changes of primary caragivers thet limit opportuni-
lims 1o lorm stable attachmenis (e.g., frequeant changes in
fostar care), |
3, Rearing In unusual settings that saveraly Imit opportunitias
te lormn selactive altachments (e.g., Instifulions with high
child-to-caragver ratos).

[, The care in Criterion C is presumead to be responsible for the dis- J'l
turbed behavior in Critedon A {g.0., the disturbances in Criteron &
bagan following the lack of adequale cara in Criterion C),
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142 Trauma- and Stressor-Related Disorders

E. The criteria are not met for autism spectrum disorder,
F. The disturbance is eviden! before age 5 years.
G. The child has a developmental age of at lzast 8 months.
Specify it
Persistent: The disorder has bean present for mare than 12 maonths.
Specily current severily:
Reactive attachmen! disordar is specified as severe when a
child exhibits all symptoms of the disorder, with each symptom
manifesting ai relalively high levels.

313,89 (F94.2)

A, A patlern ol behavior in which a child actively approaches and inter-
acls with unfamiliar aoults and exhibits at lzas! two of the following:

1. Reduced or absent reticence In approaching and inlaracting
with unfarniliar adults,

2, Overly familiar verbal or physical behaviar (that is nat consls-
tent with cufturally sanclionad and wilh ags-appropriale so-
cial beundarias),

3. Diminizhed or absent checking back with adult caragiver af-
tar vanturing away, aven in unfamiliar settings.

4. Willingness to go off with an unfamiliar adult with minimat or
ng hegitation.

B, The behaviors in Gritedon & are not limited to impulsivity (as in
atlantion-deficitthyperactivity disorder) but include socially disin-
hibited bahaviar.

. The child has exparenced a patiem of axtremes of insufficient
care as evidenced by at least one of the following:

Disinhibited Social _I_E_J_'lgaﬁment Efi_spn_:lqr

1. Soolal neglect or deprivation in the form of persistent lack of
having basic emotional neads for comfort, stimuiation, and
affaction met by caregiving adults,

2. Repeated changes of primary caragivars that imit oppor-
wnities to form slable attachmenis (e.g., frequent changes in
fastar cara),
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3. Rearing in unusual setlings thal sevarely limit opporunilies
lo form seleclive attachments (@ g., instilutions with high child-
to-caragiver ratios),

0. The care in Criterion G i3 presumed o be responsitla for the dis-
turbed behavior in Critarlon A (2.q., Ihe disturbances in Criterlon A
began following the pathoganic care in Critarion C).

E. The child has a develepmenial age of ai least 8 maonths,

Specify If:

Persistent: The discrdar has besn present for more than 12 maonths.

Specify current sevearity:

Dizinhibited social angagemant disorder is specified as severs

when the child exhibits all symploms of the disorder, with each
symplom manifesting at relatively high levals.

Posttraumatic Stress Disorder
309.81 (F43.10)

Posttraumatic Stress Disorder

Mote: The following criteria apply (o adulls, adolescents, and chitdran

older than & years, For chitdren 6 years and youngar, ses corespand-
ing criteria below.

A, Exposure to actual or threatened death, serous injury, or saxual
violence in ane (or more) of the following ways:

1. Directly experiencing the raumalie avent(s).

2. Witneszsing, in parson, the evenl(s) as it occurrad 1o others.

3. Learning that the traumatic event(s) ccourred o a clase fam-
ity member or clase {riend, In cases of aclual or threalenad
death of a family member or friend, the event{s) must have
been viclent or accidantal.

4, Experlancing repeated or extreme exposure to aversive da-
tails of tha traumatic event{s) (e.g., first respondars collect-

ing human remains; police officars repeatedly exposed Lo
details of child abuse).
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Trauma- and Stressor-Related Disordars

Maote: Criterlon A4 doas not apply to exposurs through eleg-
tronic media, television, movies, or pictures, unfess this ex-
posure is work related.

B. Presencs of ane {or mere) of the following intrusion symptoms
associated with the raumatlc event{s), beginning aftar the trau-
matic evenl{s) ocourrad:

1.

Recurrent, irvalunlary, and Intrusive distressing memaries
af the traumatic evantis).

Mote: In children older than B years, rapetifive play may oc-
cur in which themes or aspects of the traumalic event(s) are
exprassead,

Recurren! distressing dreams in which the content andfor gf-
fact of the dream are related to the traumatic avent{s).
Mote: In children, thare may be frightening dreams without
recognizabla contant,

Dissociative reactions (e.g., flashbacks) In which the indlvid-
ual feels or acts az if the fraumalic evenl{s) were recurring.
{Such reactions may occur on a cortinuum, with the maost ex-
freme expression being a complete loss of awareness of
presant surroundings.)

Mete: In children, trauma-speciiic reenactment may oocur in
play,

Intenza or profonged peycheloglcal distress at exposure (o
imtamal or external cues that symbolize or resemble &n as-
pect of tha traumatic event{s).

Marked physiological reactions o Intermal or extemal cues that
symookize or resemble an azpact of the raumatic event(s).

C. Perslstent avoldanoa of stimull associated with the fraumaltic
aveni{s), baginning afler the raumatic evant(s) ccourred, as ev-
idenced by one ar both of the following:

1.

2

Avoidance of or efforis 1o avold distressing memorlas,
thoughts, or feelings about or closely associated with the
traumatic event(s).

Avpidance of or efforts to avold external reminders (peo-
pla, places, conversations, aclivities, objects, siiuations) that
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arouse distressing memaorias, thoughts, or feelings about or
closely assoclated with the traumalic event{s),

D. Megative alterations in cognitions and mood associated with the
traumatic eventis), beginning or worsening after tha traumatic
event(s) ocourred, as evidenced by twa (or more) of the following:

1.

2

6.
7.

Inability to remembar an important aspect of tha fraumatic
eveniis) (lypically due to dissociative amnasla and not o
other factors such as head injury, alcohol, or drugs).
Perzistant and exagoarated negative bellefs or axpectations
aoout cneself, others, or the world (e.g., *l am bad,” *Mo ane
can be trusted," "The world is complately dangerous,” “My
whale nervous system is permanently ruined”).

Persistent, distorted cognitions about the cause or conse-
quences of the traumatic avent(s} that lead the individual to
blame himsaltharsell or cthers.

Persistent negative emotional state {e.q., fear, horror, anger,
guilt, or shama).

Markedly diminisned interest or parficipation In significant
activities.

Feelings of detachmeni or estrangemeant from others.
Parsistant inability 1o experienca posiive emotions (e.q., inabil-
ity to experience happiness, salisfaction, or loving feslings),

E. Marked alierations in arcusal and reactivity associated with the
traumatic event(s), beginning or worsening after the freumatic
event(s) ocourrad, as evidenced by two (or more) of the follewng:

1.

®on M

Irritabie behavier and angry outbursts (with lithe or ne provo-
cation) typically expressed as varbal or physical eggression
toward people or ohjects,

Reckless or self-destructive behavior,

Hypervigitance.

Exaggerated starle rasponse.

FProvlems wilh concantration,

Sleep disturbance (e.g., difficulty faling or staying asleap or
reatieas slaep),

Duration of the disturbance (Criteria B, C, D, and E) is mara than
1 monih.
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G,

H.

Traurma- and Siressor-Related Disordars

The distusbance causes clinically significant dislress or impalmant
in social, cocupational, or other iImportant areas of funclioning.

The dislurbance is not attibutable 1o the physiciogical effects of a
substance {e.g., madication, aleohal) or another meadical condition.

Specifiy whether:

with dissoclative symptoms: The individual's symptoms mesl
the criteria for postiraumatic stress disordar, and in addition, in
respanse to the strassor, tha Individual experiences persistant or
recurrent symptoms of eithar of the following:

1, Depersonalization: Persistent or recurrent expenences of
faeling detached from, and as il one were an culside observ-
gr of, one’s mental processes or body (g0, feeling Aas
though one were in a dream; feeling a sense of unreality of
sall ar hedy ar af lime moving slowly}.

o Derealization: Persistant or recurrent expariences of unre-
ality of surroundings (e.g.. the world around the individual is
experienced as unnzal, dreamiike, distant, or distortad).

Mate: To use this sutlypa, the dissoclative symplams must nol
be attributable to the physiologicsl ellects of a substance (2.9,
hlackouts, behavior during alcohol intoxication} or another med-
ical condition (e.g., complex partial seizures).

Spacify i

With delayed expression: |f the full diagnostic crileria are not
meat until at least & months after the event {although the onset
and exprassion of some symploms may be immediate).

Posttraumatic Stress Disorder
for Children 6 Years and Younger

LR

In chitdren 6 years and younger, exposure (o actual of thraal-

enad daath, sericus injury, or sexual vislanca in ane (or mare) of

the following ways:

1. Directly experiencing the traumatic eventis).

2, Wilnassing, in person, the eventi{s) as i oeourrad to others,
eenecially primary caragivers.

Mote: Witnessing does not inciuda evants that are witnessed
anly In glectronic media, television, movies, ar piciures,
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3. Learning that the traurmatic eveni{s) atourred 1o a parant ar
caraglving figure.

B. Presence of one (or maora) of the following intrusion symploms

associated wilh the raurmatic event(s), beginning after the trau-
matic evenlis) cocuned:

1. Recurrent, involuntary, and Intrusive distrassing mamones
of the traumatic event(s).

Note: Sponlaneous and intrusive memorias may rol naces-
sarlly appear distrassing and may ba expressad as play ra-
anactment.

2. HAecurren! disiressing dreams in which iha contert andfor af-
fect of the dream are related to the traumatic evernt|s).

Mote: It may not be possible o ascertain that the frghtening
contant Is related 1o the traumatic event.

4, Dissociative reactions (e.q9., flashbacks) in which the child
feels or acts as if the traumatic aveni{s) wera recurring.
(Such reactions may ocour on & continuum, with the most
extreme expression baing a complete loss of awargness of
present surroundings.) Such lrauma-specific reenaciment
rmay coour in play,

4. Intense or prolonged psychological distress at exposure lo
internal or exlernal cues fhat aymbolize or resambla &n as-
pect of tha lraumatic evenl(s).

5. Marked physiclogleal reactions to reminders of the traumalic
evantis).

. One {or more) of the following symptoms, represanting elther

parsistent avoidance of stimull assoclated with the traumatic
evani(s) or negalive alterations In cognitions and mood associ-
ated with {he raumatic event(s), must be present, beginning af-
ter the eveni(s) or worsening after the eventis):

Persistent Avoidance of Stimuli

1. Avoldance of or efforis to avoid activilies, places, or phys:ical
raminders thal arcuse recolleclions of the raumatic event(s),

i T ——




Trauma- and Siressor-Aelated Disorders

2 Avoidancs of or efforts to avold people, conversations, or in-
terpersonal siuations that arouse recollections of the trau-
matic events).

Megative Alterations in Cognitions

3, Substantially increased frequency of negatve emclional
states (e.g., fear, guill, sadness, shame, confuskon),

4. Markedly diminished interes! or participation in significan
activities, including constriction of play.

5. Soclally witharawn behavior,

6. Parsistent reduction in expression of positive emations.

. Allarations In arousal and reactivily associated with the traumatic
evenl{z), beginning or worsaning after the traumatic event(s) oc-
cuirred, as evidencad by twao (or more) of the following:

1. Irritable behavior and angry outbursts {with litthe or no provoca-
tion) typically expressed as varbal or physical spgression lo-
ward peopla or objects (including extreme temper lantrums),
Hyparviglance.

Exagoerated startle rasponzse.

Problems with concentration.

Sleep disturbance (e.q., difficulty falling or stay'ng asleep or
restless slaep).

CER

. The duration of tha disturbancs is more than 1 month,

The disturbance causes clinically significant dislress or impair-
ment in relationships with parants, siblings, pears, or ather care-
givers or wilh school behavior,

. The disturbance I3 not atiributable to the physiological effects of
a substance {e.q., medication or alcohol) or another madical con-
ditlan,

Specify whether;

With dissoclative symploms: The individual's symploms mest
the criteria for posttraumalic stress disorder, and the individual
exparences persistent or recurrent symptams of alther of the fol-
lowing:

1. Depersonalization: Persistent or recurrent experiences of
fasling datached frem, and as if one were an outsida ob-
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server of, one's mental processes or body (e.g., feeling as
though one wara in a dream; fealing a sanse of unreality of
self or body or of time moving slowly),

2. Derealization: Persisiant or recurrent experiences of unre-
ality of surroundings (e.q., the world around tha individual is
experenced as unreal, dreamiike, distant, or distorted).

Note: To use this sublype, the dissociative symplems must
not be afiributatie 1o the physiclogical effects of a substance
{&.g., blackeuls) or another medical condilion (e.g., complax
partial seizures).

Spacify It

With delayed expression: If the full diagnostic criteria are nat
met unlil al least 6 menths after the event (althaugh the onzet
and axpression of some symptoms may be immediala),

Acute Stress Disorder

308.3 (F43.0)

. Exposure to actual or threatened death, serlous injury, or sexual

viatation in one {or more) of the following ways:

1. Direcily experiencing the traumatic avent(s).

2, Wilnessing, In person, the eveni(s) as it occured 'o olhers,

3. Leaming thal the event(s) occurred to a close family member
or cloge Ifend, Note: In cases of aclual or threatened death
of & family member or friend, the event(s) musi have been vi-
alent or accidental.

4, Experiencing repeated or extreme exposure 1o aversive de-
tails of the traumatic aveni{s) (e.q., lIrst responders collect-
ing human remains, police officers repeatedly exposed to
datails of child abusa).

Mote: This doss not apply to exposure through electronic
madia, television, movies, or plelures, unless this exposure
is work related.

Presence of ning (or mora) of the following symploms from any
of the five categores of infrusion, negaliva mood, dissociation,

A g S e
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Trauma- and Stressor-Related Dizordors

avoldanca, and arousal, beginning or worsening after the trau-
matic event(s) ocourred:

Intrusion Symptoms

1. Recurrent, involuntary, and intrusive distressing memaries
af the traumatic eventis), Note: In children, repefitive play
may occur in which thames or aspecis of the freumatic
aveni(s) are exprossed,

2. Recurren distressing dreams in which the content andior affect
of the draam are related (o the event{s), Note: In children, thare
may e frightening dreams without recognizable content,

3. Dissoclative reactlons (8.g., flashbacks) in which the individ-
ual feals or acts as if the Iraumalic event{s) were recurring,
(Such reactions may ocour on a continuum, with the most ex-
treme expression baing a complete loss of awareness of
present surrcundings.) Mote: In children, trasma-spacific re-
enacimeant may ocour in play.

4. [Intense or prolonged psychologlcal distrass or marked phys-
inlogical reactions in respanse to Internal or exleral cuas
that symbolize or resemble an aspect of the traumalic
eventis).

Megative Mood

5. Persistent inablfity to exparience posilive emaotions (e.q., inabil-
ity to experience happiness, satisfaction, or loving feelings).

Dissoclative Symptoms

6. Analersd sense of the reality of one’s surroundings or ona-
sell (e.g., seeing oneself from anothar's perspactive, belng in
a dazea, lima slowing).

7. [Inability to remamber an imporant aspect of the traumaltic
eveniis) (typically due fo dissociative amnesla and not to
athar factors such as haad injury, alcahal, or drugs).

Avoidance Symptoms

8. Efforls to avoid distressing memaries, thaughts, or feelings
about or clesely associated with the traumaltic avent(s).

8. Efforis to avold external reminders (people, places, conver-
sations, aclivities, objacts, situations) that arouse distressing
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mamaories, thoughts, or fealings about or closely associated
with the fraumatic sventis).

Arousal Symploms

10. Slaep disturbance (e.q., difficulty falling or staying asleep,
rastless slesp),

11, lrritable behavior and angry oulbursts (with iitte or no provo-
cation), typically exprassed as verbal or phys'cal aggresson
loward paopla or objects,

12, Hypervigilance,

13, Problems with conceniration,

14, Exaggerated stanle responze.

. Duration of the dislurbance {symplams in Criterdon 8) Is 3 days

1o 1 manth after rauma exposure.

Maote: Symptoms wypically bagin immeciately afar the trauma,
but persistence for at leasl 3 days and up o a month is needed
to maet disordar critera.

. The disturbance causes clinically significant distress or impaiment

in social, oocupational, or other imporant areas o functioning.

. The disturbance i not attribulabla 1o the physiological affects of

a substance (e.g., medication or alcohol) or another meadical
condition (e.g., mild traumatie brain injury) and is not betler ax-
plained by brief paychotic disarder.

Adjustment Disorders

. The devel'opmant of emotional or behavioral symptoms in rs-

sponze to an identiliable stressors) occurring within 3 months of
the onset of the stressor(s).

. These symptoms or behaviors are clinically significant, as evi-

denced by one or both of the falowing:

1. Marked distress that iz out of proportion to the sevarity or in-
tensity of the stressor, taking into sccount the external con-
text and the cullural faclors that might influence symptam
savarity and presentalion,
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2, Signilicant impairment in social, occupationat, or other im-
portant areas of functioning.

C. The stress-related disturbance does not meet the criteria for an-
ather mental disorder and is not merely an exacerbation of a pre-
axisting menial disarder,

D. The symptoms do not represent rormal bereavement.

E. Once the stressor or its consequences have terminated, the
symptoms do not parsist for more than an additional & months,

Speoify whather:
309.0 (F43.21) With depressed mood: Low maood, tearfulness,
or feslings of hapelassness are predominant.
309.24 (F43.22) With anxiety: Mervousness, worry, jitteriness,
or separalion anxlety is predominant.
309.28 (F43.23) With mixed anxiety and depressed mood: &
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 amotions and con-
duct: Both emotional symploms (a.g., deprassion, anxiaty) and
a disturbance of conduct are predaminant,
309.9 (F43.20) Unspecified: For maladaptive reactions that are

not classifisble as one of the specific sublypes of adustmeant
disorder,

Other Specified Trauma- and
Stressor-Related Disorder

300.89 (F43.9)

This categery applies to presentations In which symploms characlar-
istic of a trauma- and siressor-ralated disorder that cause clnically
significant distress or impairment in soclal, cccupational, or ether fm-
poriant areas of functioning predominata bul do not meat the full cri-
teria for any of the disorders in the trauma- and strossor-relatad
disordars diagnostic class, The olher specified trauma- and stressor-
related disorder categony is used In sftuations in which the clinician
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chopses to communicate the specific reason that the prasentation

does not meet the criteria for any specific trauma- and stragsor-

related disorder, This is done by recording "other spacified trauma-

and stressor-refated disorder” followed by the specific reason (e.g.,

“pargistent complex bereavement disorder”),

Examples of presentations that can be specified using the “olher
specified" dasignation Include the following:

1. Adjustment-like disorders with delayed onset of symptoms
that occur more than 3 months after the stressor.

2, Adjusiment-like disorders with prolonged duration of more
then 6 months withoul prolonged duration of stressar.

3. Atague de nervios: See "Glossary of Cultural Concepts of Dis-
tress" in the Appendix to DSM-5,

4, Other cultural syndromes: See "Glossary of Cultural Concepls
of Distrezs” in the Appendix 1o DSM-5.

5 Persistent complex bereavement disorder: This disordar s
characterized by severa and persistent griel and mouming reac-
fions {see the chapter "Conditions for Furthar Study” in Section
Il of DSM-5).

Unspecified Trauma- and Stressor-Related Disorder

309.8 (F43.9)

This category applias to presantations in which sympioms charactar-
istic of a trauma- and stressor-refated disorder that cause clinically
signiticant distress or impaiment in social, occupationsl, or other im-
porant areas of funclioning predominate but do nol meal the ful erl-
{eria for any of fhe disorders in the trauma- and slressor-related
disardars diagnostic class. The unspacilled frauma- and strassor-
ralaled disorder category is usad in situations in which the clinician
chooses not to specify the reason that the criteria are nol met for a
spacific trauma- and stressor-related discrder, and includes presan-
tations in which thera s insufficient information o make a more spe-
cific diagnesis (g.9., In emergency room setlings).

e T




g2 Bipolar and Related Disordars

with younger persons at higher risk for winter depressiva
apisodas.

Spacify It

in partial remission: Symptoms of the immediataly pravious
manie, hypomaric, or depressive episcde are present, but full
eritaria are not met, or ihere is a period lasting less than 2 manths
without any significant symptoms of & manie, hypomanic, or ma-
jor depressive eplsade following the end of such an eplsoda,

In full remission: During the past 2 months, no significant signs
or symptoms of the disturbance were prasent

Specily current severily:
Severity is based on the numbar of criterion symptoms, the severity
af those symptams, and the degree of functional disabifty.

Mild: Few, if any, symptoms in excess of those required to meet
the diagnostic edleria are present, the intensily of the symptoms
is distrassing bul manageabls, and tha symptoms result in mincr
impairment in soclal or occupational functioning,

Moderale: Tha number of symptoms, intenslty of symptoms, and/
or functional impairment are betwaan those specified for “mild”
and "sevara.”

Savere: The number of symptoms is substantially in excess ol
those required lo make the diagnosis, the intensity of the symp-
toms is serousty distressing and unmanageable, and the symp-
toma markedly intarfere with social and occupational functioning.

Disruptive Mood Dysregulation Disorder

296.99 (F34.8)

Severe recurrent temper outbursts manilested verbaly (a.g., ver-
bal rages) and'or behaviorally {e.q., physical aggression toward

people or property) fhat are grossly out of proportion In intensity
or duration to the situation or provocation,

. The termper outbursis are Inconsistent with developmental level.
. The tempar outbursts oceur, on average, three ormore imeas per

Week,

. The mood between temper culbursls is persistantly Iritable or

angry most of the day, neary every day, and iz observabla by
others (8.9., parents, teachars, peers).

. Critaria A~D have been presant for 12 or more months, Through-

out that time, the individual has not had & period lasting 3 o more
consecutive months without all of the symploms in Critaria A=D,
Criteria A and D ara present in &t least two of three zetiings (.., al
home, at school, with pears) and are savere in at least one of thesa,

. The diagnosis shauld not be made for the firs! time balore age

6 years or after age 18 years,

. By history ar ebservation, the age at onset of Criwerla A-E is be-

fore 10 years,

There has never been a distinet pariod lagting maore then 1 day
during which the full symptom critera, except duralion, for a
manic or hypomanic eplsode have been met.

MNote: Developmentally appropriate mood alevation, such as oc-
curs In the context of a highly positive event or lls anticipation,
should not be considered as a symptom of mania or hypomania.
The behaviors do not ocour exclusively during an eplsods of ma-
jor depressive diserder and are not better explalnad by anothar




a4 Depressive Disordars

mental digordar (g.q., autism spectrum disorder, posttraumatic
stress disorder, separation anxialy disordar, parsislent depres-
sive disorder [dysthymial).
Note: This diagnasis cannat cosxist with oppositional defiant dis-
arder, Intermittent explosive disorder, or bipolar disorcer, though
it can coaxist with others, including majar depressive disorder,
attention-deficivhyperactivity disordar, conduct disordar, and sub-
stance use disordars, Individuals whose symploms meat criteria
for both disruptive mood dysregulation disarder and oppesitional
defiant digarder should only ba given the diagnosls of disruptive
mood dysregulation diserder. If an individuzl has ever experiencsad
a manic or hypomanic episade, the diagnosis of disruptive mood
dysregulation disorder should not be assigned.

K. The symploms are not alirbutable to the physlaloglcal affects of
a substance or to anather medical or neuralogleal condition,

Major Depressive Disorder

A, Five (or more) of the following symploms have been present clur-
ing the same 2-week period and represent a change from previous
functioning; &1 least one of the symploms is either {1) deprassed
moad ar (2) less of interest ar pleasura,

Mote: Do not Include symptoms thal are clearly altributable to
ancther madical cendition.

1, Depressed mood most of the day, neary every day, as indl-
cated by either subjective report (2.9, feels sad, emply,
hopelass) or obsenvation made by cthers (e.0., appears tear-
ful]. (Mote: In children and adolescents, can be irtable
mood.)

2, Markedly diminished interest or pleasure In all, or aimost alf,
activities most of the day, nsarly evary day {as indicated by
either subjective account or observation).

3. Significant welght loss when not deting or weigh! gain (..,
a change of more than 5% of body weight in a month), or de-
crease of increase in appetite nearly avery day. (Note: In
children, consider failure ta make expected weight gain.}

4. Insomnia or hyparsomnia nearly evary day.
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5. Psychomolor agitation or retardation nearly every day (ob-
servable by others, not maraly subjective fealings of rest-
lessness or belng skowed down).

6. Fatigue or loss of energy nearly avery day.

7. Feslings of worthlessness or excessive or inappropriate guilt
iwhich may be delusional) nearly evary day (not maraly sall-
reproach or guilt about being sick).

B. DCiminizhad abifity to think or concantrate, of indeclsiveness,
naarly every day (either by subjective account or as ob-
served by othars).

9. Recurrent thoughts of death (nol just fear of dying), recurrent
zuicidal ideation without & specific plan, or a suicide attempt
or a spacific plan for committing suicide.

B. The symptoms causa clinically significant distress or impairmant
in social, cccupalional, or other importart areas of functioning,

. The episode is not allributable to the physiclogical effects of a
gubstance or to anathar madical condition,

Note: Criteria A-C represent a major depressive eplsode,
Mote: Rasponses o a significant loss {e.g., bareavement, linancial ru-
in, losseas from a natural disazter, a serious medical ilness or disabil-
ity may includa the faelings of intense sadnass, rumination about the
loss, Insomnla, poor appetite, and weight loss noled in Criterion A,
which may resemble a deprassive episcde. Allhaugh such symploms
may be undarstandable or considered approprigte to 1he loss, tha
presence of a major depressive episade In addition to the normal re-
sponse fo a significant loss should also ba carefully consldared. This
dacision inevitably requires the exercise of clinical judgment basad on
the individual's history and the cullural norms for the expression of
distress in the context of loss.!

D. The occurrence of tha major depressive episode fs nol Datter
explained by schizoaffective disorder, schizophrenia, schizo-
phreniform disorder, dalusional disorder, or othar specified and un-
speciied schizophrenla spectrum and other psychotic disorders,

E. Thers has naver been a manic eplsode or a hypomanic episode,
Mote: This exciugion doas not apply if all of tha manlc-like ar hy-
pamanis-iike episodes are substance-induced or are atiributable
to the physiological effects of another medical condition.




a6 Depressive Disorders

Coding and Recording Procedures

The diagnostic code for major depressive disordar is based on
whether this is a single or recurrent episade, current severity, pres-
ence of psychotic fealures, and remission status. Current severity
and psychotic features are only indicated if full criteria are currantly
met for a major depressive episcde. Remisslon specifisrs are only In-
dicated if the full critaria are not currently met for & majer depressive
eplsode. Codes are as follows:

Severity/course specifisr  Singla episede  Recurrent episode

Mild (p. 114) 20621 (F32.0) 29631 (F33.0)
Modarate (p. 114) 286,22 (F32.1) 296.32 (F33.1)
Severe (p. 114) 29623 (F32.2)  296.33 {F33.2)

With paychotic features™ 296,24 (F32.3) 206.34 (F33.3)
{p.111)
In parfial remission (p. 114) 296.25 (F32.4)  296.35 (F33.41)

U distinguisiing grief from a major depressive episode (MOE), it is useful o
comsider that in grief the predominant atfect is feelings of emptiness and loss,
while in an MDE, it is persistent depressed mood and the Inability to anticipake
happiness or pleasure. The dysphoria in griel i likely to decrease in intensity
over days to weeks and ocours in waves, the so-calied pangs of grief. These
waves lend to be asscciated with thoughts or resninders of the deceased. The
depressed mood of an MDE is more persistent ancl not ted to specific thoughts
or precccupations, The pain of grief may be accompanied by positive emotions
and humor that are uncharacteristic of the pervasive unhappiness and misery
characteristic of an MOE. The thought content associated with griel genesally
features a precceupation with thoughts and memories of the deceased, rather
fhan the seli-critical or pessimistic ruminations seen in an MOE, In grief, self-
esteem i gererally proserved, wheress in an MUDE, feelings of worthlessness
and self-loathing are common, If seli-derogatery ideation is present in grief, it
typically involves perceived failings vis-a-vis the decensed (2.5, not visiting
frequently engugh, rot telling the deceased how much he or she was loved). If
a bereaved Individual thinks about death and dying, such thoughts are gener-
ally focused on the deceassd and possibly about “jeining” the decessed,
whereas in an MDE, such thoughts are focused on ending one's own 1ife be-
cause of fealing worlhless, undeserving of life, or unable kb cope with the pain
of depression.
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Savarily/'coursa specifier Single episods  Recurrent eplsode*

In full remission (p. 114)  286.26 (F32.5)  296.95 (F33.42)
Unspecified 296.20 (F32.9)  296.30 (F33.9)

"For an Eplmde_ b be considered securrent, there must be an interval of at
least 2 consecutive m-:lcn'.hs_ between separate episodes in which criteria are
netmet for 8 major depressive episode. The definitions of specifiers are found
on the indicated pages,

**If psychotic features are present, code the “with payehote features” specifier
irrespective of episeda severity.

In recording the name of a diagnosis, terms should ba listad in the fol-
lawing arder: major depressive disorder, single or recurran eplsoda,
saverity/psychotic/remission spacifiars, followed by as many of the
following specifiers without codes that apply to the current aplsade.
Specify

With anxlous distress (pp. 107-108)

With mixed features (pp. 108-1089)

With melancholic features (pp, 109-110)

With atypical features (pp. 110-111})

With mood-congruent psychotic features {p. 111)

With mood-incongruent psychotic features (p. 111)

With catatonla (p. 111). Coding note: Use addiicnal code
293,80 [FOB.1),

With peripartum onset (pp. 111-112)
With seasonal pattern {recurrent episode only} (pp. 113-114)

Persistent Depressive Disorder (Dysthymia)

300.4 (F34.1)

This disardar represents a consolidgation of DSM-IV-definad chronic

major deprassive disorder and dysthymic disorder.

A, Depressed mood for most of the day, for more days then nof, as
indicated by sither subjective aceount or observation by othars,
for al least 2 years,

Nate: In children and adolescants, mood can ba irliable and du-
raticn must be at lesst 1 year,
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H.

Depressve Disorders

Presence, while depressed, of two (or more) of the following:

Poor appetite or overeating.

Insamnla or hypersomnia.

Low energy or fatigua.

Low seli-esteam,

Poor concentration or difficulty making decisions.
6. Feelings of hopelessness.

Lo "

During the 2-year period (1 year for chitdren or adolescents) of
the disturbance, the individual has nevar been withou! the symp-
toms in Criteria A and B for mare than 2 manths at a time.
Criteria for & major depressive disorder may be continuausly pras-
ant for 2 years,

Thera has never been a manic episode of a hypomanic episode,
and criteria have naver baen met for cyclothymic disordar.

The disturbance Is not better explained by a persistent schizo-
affactive disordar, schizophrenia, delustonal disordar, or other
specified or unspecified schizophrenia spectrum and alher psy-
chotic disorder,

The symptoms are nol attibutable to the physiological effects of
a substance (2.9, a dug of abuse, a medlcation) or anciher
medical condition (e.g., hypothyrokdizm).

The symptoms causa clinically significant distress or impairment
in social, cocupational, o other impertant areas of funclianing.

Mote: Becausa the crteria for & major depressive episode includs
four syrmploms that are absent from the symplom list for persistant
depressive dizorder (dysthymia), a very fmited number of individuals
will have depressive symptoms that have persisted langsr than 2 years
but will nat mest ariteria for persistent depressive disarder, If full cri-
teria for & majer depressive episode have been mel at some point
during the currant episade of ilness, thay should be given a diagno-
sis of major deprassiva disorder. Olherwise, & diagnosis of other
spacified depressive disorder or unspacified depressive disarder is
warranied.

Farsistent Dapressive Disorder (Dysthymia)

Specify If;

With anxious distress (pp. 107-108)

With mixed features (pp. 108-109)

With melancholic features (pp, 109110}

With atypical features (pp. 110-111)

With mood-congruent psychotic features (p. 1113
With mood-Incongruent psychotic features {p. 111)
With peripartum onset (pp. 111-112)

Specily if:

In partial remission (p. 114)
In full remission (p. 114)

Specify if:

Early enset: If onset is before age 21 years.
Late onset: If onzet s at age 21 years or alder.

Specify if (for most recant 2 years of persistent depresslve disordar);

With pure dysthymic syndrome: Full criteria for a major depres-
sive episode have nol been met in at least the preceding 2 years,
Wltlh persistent major depressive eplsode: Full criteria for a
major depressive eplsode have bean met throughou! the praced-
Ing 2-year period,

With intermittent major depressive episodes, with current
episode: Full criteria for a major depressive apisode are currently
met, bul there have been pericds of at least B weeks in at leas!
he preceding 2 years with symploms below the threshold for a
ull major depressive episoda,

With Intermittent major depressive episodes, without cur-
rent episode: Full criteria lor a major depressive episods ars not
currently met, but there has been ane or more major depresaive
eplsodes in &t least the praceding 2 years.

Specify current severity:

Mild (p. 114)
Moderate (p. 114)

Sevare (p. 114)

sf-q




Anxiely Disorders

Social Anxiety Disorder (Social Phobia)

300.23 (F40.10)

. harked fear or anxiely about one or more social situations in
which the Individual Is exposed lo possibla scruting by olhers,
Examples include social interactions (e.g., having a conver-
sallon, maeting unfamitiar people), being cbserved (8.0, eating
o dinking), and performing in front of others (g.g., glving a
spaach),

Mate: In children, the anxiety must ocour In peer settings and not
just during imeractions with adults,

. Tha individual fears that ha or she will act in & way or show anx-
laty symptoms that will be negatively evaluated (i.e., will be hu-
millating or embarrassing; will lead to rejection ar offend alhers).
. The social situations almost always provoke fear or anxiely.

Mote: In children, 1he fear or anxlely may be exprassed by ory-
ing, tantrums, freazing, clinging, shrinking, or failing to speak in
social situations,

. The soclal situations are avolded or endured with intense fear ar
anxiaty.

. The fear or anxisty is out of proporion to the actual threat posed
by the social situation and to the socicouitural context.

. The fear, anxiety, or avoidance is parsistent, typically lasting for
A months or more.

. The lear, anxiaety, or avoidance causes clinically significant dis-
tress or Impairment in social, occupational, or other important ar-
eas of funciioning.

. The lear, anxiely, or avoidance is not attributable o the physio-
logical effects of a substance (e.g., a drug of abuse, a madica-
tion) ar another medical condition.

The fear, anxlaty, or avoidance is nol belter explaned by the
symploms of anothar mental disorder, such as panic disordar,
body dysmorphic disorder, or autism spectum disordar,

11 another medical condition (g.g., Parkinson's disease, obesiy,
disfigurement from burns or injury) is present, the fear, anxiety,
or avoidance is clearly unrelsted or is excessive.

Panic Disarder 119

Spacify i,

Perfarmance anly: If the fear is reslricted to speaking or per-
forming in public,

Panic Disorder

300.01 (F41.0)

A, Recurrent unexpected panic attacks. A panic allack Is an abrnupt

surge of intense fear or intense discomion that reaches & peak
within minutes, and during which time four {or mare) of tha foliow-

ing symploms ocour;
Mote: The abrupt surge can occur from a calm state or an anx-
iows state,
Falpltations, pounding heart, or accelerated heart rate.
Swaaling.
Trambling or shaking.
Sensations of shorness of breath or smothering,
Feelings of choking.
Chesl pain or discomforl.
Mausesa or abdominal distress.
Feeling dizzy, unsteady, light-headad, or faint.
Chillz or heat sensations,
Paresthesias (numbnass or tingling sensations),
Derealization (feelings of unreality) or depersonalization
(being detached from aneself).
Fear of losing control or "going crazy,”

13. Fear of dying.
Mote: Cullure-speclfiic symploms (g.g., ftinnitus, neck sorenass,
hesdache, unconirollable screaming or erying) may be seen, Such
symploms should not count as ore of the Tour required symptoms,
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. Atl=ast one of tha attacks has been followed by 1 month for more)

of ane or both of the following:

1. Persistent concern or worry about addltional panle atlacks or
thelr consequances (e.q., losing control, having a heart al-
tack, "going crazy’).
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120 Anxiaty Disorders

2, A significant matadapiive change in behavior related to the al-
lacks (2.9., behaviors designed o avoid having panic attacks,
such s avoldance of exercise or unfamiliar situations).

C. The disturbance Is not alirfbutable to the physiologlcal effects of a
substance {e.g., a drug of abuse, a madication) or another medical
condition (e.q., hyperthyroidism, cardopuimonary disordars),

D. The disturbance is not better explained by anather mental dis-
arder (a.g., the panlc atlacks do not occur only In respanse to
feared social situations, as in social anxiety disorder; in responga
lo circumseribad phobic objects ar situations, as in specific pho-
bia; In response to obsesslons, as In obssssive-compulsive dis-
order; in rasponse to reminders of traumatic evants, as In
posttraumatic stress disordar; or in response 1o separation from
attachment figures, as in separation anxlaty disorder).

Maote: Symploms are presented for the purpose of identifying a panic
attack; however, panic attacs is not a mantal disorder and cannot be
codad. Fanic attacks can ocour in the contaxt of any anxiely disorder
as well as other mental disorders (e.0., depressive disordars, postirau-
malic stress disorder, substance use disorders) and some medical

the presence of panic attack |s contaned within tha -
teria for the disorder and panic attack is nol used as a specifier.

An abrupt surge of intense fear or Intensa discomiort that reaches a
peak within minutes, and during which fime four (or more) of he foliow-
ing symploms occur;

MNote: The abrupt surge can occur from a calm state or an anxious slate,

1. Palpilations, pounding head, or accalerated hear rate.
Swealing.

Trembling or shaking.
Sensations of shortiness of braath or smatharing.
Faalings of choking.

il e b

Agoraphobla 121

Chest pain or discomfort,
Mausea or abdominal distress,
Feeling dizzy, unsteady, light-headed, or faint,
Chills ar haal sansations,
Paresthasias (numbness or tingling senzations).
Daraatization (feelings of unraality) or depersonalization (be-
ing datached from onesalf),
12. Fear of losing control or "going crazy”
13, Fear of dying,
MNote: Culture-specific symptoms (2.0, innlius, neck sorenass, head-

acha, uncontrollable screaming of crying) may ba sean, Such symp-
foms should not count as one of tha Tour required symptoms.

SoowmNw

Agoraphobia
300.22 (F40.00)

A, Warked fear or anxialy aboul two (or more} of the following five
situations:

1. Using putdic transponiation (e.g., avlomebiles, buses, trains,
ships, planes).

2. Being In open spaces (e.g., parking lois, marketplaces,
bridges).

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

4, Standing in Fne or baing in a crowd.

5. Being outside of tha home alone,

B. The Individual fears or avolds these siuations because of
{heughts that escape might be difiicult or help might not be avall-
abla In the event of developing panic-like symptoms or othar
incapacitating or embarrassing symploms (e.g., fear of falling in
the eldarly; fear of incontinence),

. The agoraphobic situations almost always provoke fear or anxiaty.

0. The ageraphobic situations are activaly aveided, require tha
presence of a companion, or are endured with intense fear or
anxiaty.
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122 Anxiely Disorders

E. The fear or anxlety is out of proportion to the actual danger posed
by tha agoraphobic situations and 1o the sociocultural context,

F. The fear, anxiety, or avoldance is persistent, ypically lasting for
& months or maore,

%, The fear, anxiaty, or avoldance causes clinically sionificant dis-
tress or impairment in social, occupational, of ather important ar-
aas of functioning,

H. I ancther medical condition (e.g., inflammatary bowe! disease,
Parkinscn's disease) s present, the fear, anxiety, or avoidance is
clearly excessive,

1. Tha fear, anxiety, or avoldance is not better explained by the
symptoms of another mental disorder—for example, the symp-
toms are not confired o spacific phobla, situational type; do not
involva only social sluations (as in soclal anxlely disorder); and
are not related exclusively to obsasslons (es in obsessiva-
compulsive disorder), perceived defects or flaws in physical
appearance {as In body dysmorphic disorder), reminders of trau-
matic events {as in postiraumatic stress disorder), or fear of sepa-
ration (as in separation anxialy disorder),

Mote: Agoraphobia |s diagnossd irrespective cof the presaence of
panic disorder. I an individual's prasentation meaels crileria far panic
disorder and ageraphobia, bath diagnoses should be assigned,

Generalized Anxiety Disorder

e 300.02 (F41.1)

A, Excessive anxiety and worry (apprehensive expectation), ocour-
ring more days than not for at least & monins, aboul a number of
events or activities (such es work ar school parformanca).

B. The individual finds it difficult o control the worry,

C. Tha anxiety and worry are asscciated with thrae {or more) of the
following six symptoms (with at leasl somae symptoms having
been present for mara days than not for the past & manths):
MNote: Only one item is required in children.

1. Restlessnass or feeling keyed up or on adge.
2. Being easily latigued.
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Difficulty concentrating ar mind going blank,
Irritability.
Wuscle tension.

Sieep disturbance (difficutty falling or staying aslesp, or rasi-
less, unsalisfying sleap).

o0 e ®

. Tha anxiety, worry, or physlcal symptoms cause clinically signil-

icant distress ar impaliment in social, occupational, or ather im-
portart areas of functioning,

. The disturbance is not attributable 1o the physiclogica! effects of

a substance (e.qg., a diug of abuse, & medicalion) or another
meadical condition {g.g., hyparhyroidism).

The cisturbance is not better explainad by another mental dizorder
{2.g., anxiety or worry about having panic attacks in panic disor-
der, negalive evaluation in socal anxiety disorder [social pho-
bia], confamination or other obsessions in obsessive-compulsiva
disarder, separation from attachment figures in separation anxl-
ety disorder, raminders of traumalic events in posliraumatic stress
disorder, gaining welght in anorexia nervasa, physical complaints
in somatic symptom disorder, percetved appearance flaws in body
dysmarphic disordar, having a serious ('nass in lness anxiety
disorder, or the content of dalusional beliefs in schizophrenia or
delusicnal discrder),

Substance/Medication-Induced Anxiety Disorder

Panic altacks or angiaty Is predominant in the clnical piciure,

. There is evidence from the history, physical examinalion, or lab-

oratory findings of both (1) and (2}

1. The symploms In Criterion A developed during or soon after
substance intoxication or withdrawal or after exposure 1o a
medication,

2. The Involved substance/madication s capable of producing
the symptoms in Criterion A,

. The disturbance is not beter explained by an anxiety disordar

that is not substance/medication-induced. Such avidance of an
independant anxiaty disorder could include tha fallowing:




226 Disruptive, Impulse-Contro!, and Conduct Disorders

fione in which the clinician chooses le communicale the spscific
ragson that the presentation does not mesl the criteria for any spe-
cific disruptive, impuise-contral, and conduct disorder, This is done
by recording “other specified disruptive, impulse-control, and con-
duct disorder” tollowed by the specific reson {e.q,, “recurrent behav-
ioral outbursts of insulficlent fraguency™).

Unspecified Disruptive, Impulse-Control,
and Conduct Disorder

312.9 (F21.9)

This category appfiss to presentations In which sympioms character:
ietic of a disuptive, Impulsa-centrol, and conduct disorder thal cause
clinically significant distress or impairment in gociel, sccupational, or
ather important areas of functioning pradominate but do not meet ine
full eritaria for any of the disorders in the disruptive, Irnpuls‘a-cuntlro!.
and conduct disorders diagnostic class. The unspacified disrupiive,
impulse-control, and conduct disorder catagory is used in situations
in which the clinician chooses nof 1o specify the reason that the crite-
tla are not met for a specific disruptive, impulsa-control, and conduct
dizorder, and includes presemations in which there is insuificient in-
farmation 1o make a more speclic diagnosis {e.g., in emeargency
room setlings).

Substance-Related and
Addictive Disorders

The substance-related disorders encompass 10 separate
classes of drugs: alcohol; caffeine; cannabis; hallucinogens {with sep-
arate categories for phencyclidine [or similarly acting arylcyclohex-
ylamines] and other hallucinogens); inhalacks; oploids; sedatives,
hyprotics, and anxiolytics; stimulants (amphetamine-type sub-
stances, cocaine, and other stimulanis); tobacco; and other (or un-
known) substances. These 10 classes are not Fully distinet. All drugs
that are taken in excess have in common direct activation of the brain
reward system, which is invelved in the reinforcement of behaviors
and the production of memaries. They produce such an intense acti-
vation of the reward systermn that normal activities may be neglected,

In addition to the substance-related disarders, this chapter also
includes gambling disorder, reflecting evidence that gambling be-
haviars activate reward systems similar to those activated by drugs
of abuse and produce some behavioral symptoms that appear com-
parable to the substance uge disorders,

The substance-related discrders are divided into two groups:
substance use disorders and substance-induced disorders, The fol-
lowing conditions may be classified as substance-induced: intoxica-
tion, withdeawal, and other substance/ medication-induced mental
disorders {psychotic disarders, bipolar and related disorders, de-
pressive disorders, anxiety diserders, obsessive-compulsive and re-
lated disorders, sleep disorders, sexual dysfunctions, delirium, and
neurocognitive disorders).

Reflecting some unique aspects of the 10 substance classes rele-
vant to this chapter, the rematnder of the chapter is organized by the
class of substance. To facilitate differential diagnosis, the criteria for
{he substance,/ medication-induced mental disorders are included
with disorders with which they share phenomenclogy (e.g., sub-
stance/ medication-lnduced depressive disorder is in the chapter
“Depressive Disorders” ), The broad diagnostic categories associated
with each specific group of substances are shown in the Table 1.
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230 Substance-Aslgted and Addictive Disorders

Substance-Related Disorders

Substance Use Disorders

Recording Procedures for
Substance Use Disorcers

The clinician should use the code that applies to the class of substances
but record the name of the speelfie substance, For example, the clinician
should reeoed 30410 (F12.20) moderate alprazolam use disorder {rather
than moderate sedative, hypotic, or anxiolytic use disorder) or 305,70
(F15.10) mild methamphetmine use disorder (rather than mild stimu-
lant use disorder), For substances that do not fit info any of the classes
(g anabolic steroids), the np‘propriatt' code for “other substance use
disorder” should be used and the specific substance ndicated {e.g.
30690 [F19.10] mild anabolic steroid vse disorder), IF the substance
taken by the individual is unknown, the code for the class “other (or un-
known)” should be used (eg, 30490 [F19.20] severe unknown sub-
stance use disorder), If criteria are met for more than one substance use
disorder, all should be dipgnosed (eg., 304.00 [F11.20] severe heroin uge
disorder; MM.20 [F14,20] moderate cocaine use disorder).

The appropriate [CD-10-CM code for a substance use disorder
depends on whether there is a comorbid substance-induced disorder
(including intoxication and withdrawal). In the above example, the
diagnastic code for moderate alprazelam vse disorder, F13.20, re-
flects the absence of a comoerbid alprazolam-induced mental disor-
e, Becouse ICDW10-Ch coces for substance-induced disorders in-
clicate both the presence (or absence) and severity of the substance use
disarder, ICD-10-CM codes for substance use disorders can be used
only in the absence of & substance-induced disorder, See the individual
substance-specific sections for additional coding information,

Mobe that the word addiciion is not applied as a diagnostic term in
this classification, although it is in commaon usage in many countries
ber deseribe severe problems related to compulsive and habitual use
of substances, The more newtral term substance pse disorder is used to
cleseribe the wide range of the disorder, From a mild form toa severe
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state of ehronically velapsing, compulsive drug taking. Some clini-
vians will choose b use the word addiction to describe more extreme
presentations, but the word is omilted from the official DSM-5 sub-
slance use disorder diagnostic terminology because of its uncertain
definition and its potentially negative connetation,

Substance-Induced Disorders

Recording Procedures for
Intoxication and Withdrawal

The clinician should wse the code that applies to the class of substances
bt record the name of the specific subshinee. For example, the clinician
ehould recerd 2920 (F13.239) secobarbital withdrawal {rather than
sedative, hypnatic, or anxiolytic witherawal) or 292,89 {F15,129) meth-
amphetamine intoxication (rather than stimulant intoxication). Note
that the appropriate ICD-10-CM diagnostic code for intoxication de-
pends on whether there is a comarbid substance use disorder, In this
case, the F15.129 code for methamphetamine indicates the presence of
acomortid mild methamphetamine use disorder., If there had been no
comorbid methamphetamine use disorder, the diagnostic code would
have been Fi5920, ICD-10-CM coding rules require that all with-
drawal eodes imply a comorbid moderale to severe substance use dis-
arder for that substance, In the above case, the code for secobarbital
withdrawal (F13.239) indicates the comorbid presence of a moderate
{o severe secobarbital use disorder, See the coding nole for the sub-
stance-specific intoxication and withdrawal syndromes for the actual
coding options,

For substances that do not fit into any of the classes [, anabolic
sberoids), the appropriate code for “other substance intoxication™
should be used and the specific substance indicated (e.g., 292,89
[F19.929] anabolic steroid intosication). If the substance taken by the
individual is unknown, the code for the class “other (or unknown)”
should be used {e.g., 29289 [F19.929] unknown substance intoxica-
tion), If there are symptoms or problems associated witha particular
substance but criteria are not met for any of the substance-specific
disorders, the unspecified categery can be used (2., 292,9 [F12,99]
unspecified cannahis-related disorder).
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‘Somatic Symptom and

Related Disorders

Somatic Symptom Disorder

300.82 (F45.1)

A, One or more somatic symptoms that sre distressing or rasult in
significant disruption of dally |ifa,

B. Excessiva thoughls, f2elings, ar behaviors related to the somalic
symploms or associated health concems as manifested by al
least ona of tha following:

1. Disproportionate and persistant thaughis about the serious-
ness of one's symploms, )
2. Persistently high lavel of anxiety about health ar symplams.

3. Excessive time and energy devoled o lhese symptoms or
health concems.

C. Although any ane somalle symplom may not be continuously
prasent, the state of being symplomatic Is persistent (typically
maore than 6 months).

Spacily if:
With predominant pain (previously pain disorder): This speciier
is for indhividuals whaose somatic symptoms predominanily Involve
paln,
Spacily i
Persistent: A persistent coursa is characterized by severs symp-
toms, marked impaiment, and long duration (mera fhan & menths).
Spacify current severity;

Mitd: Only one of the symotoms specilad in Criterion B is ful-
filied.

Moderate: Two or more of the symploms spacilled in Criterion 8
are fultiflad,
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Severe: Two or more of the symptoms specified in Criterion B
are fulfilad, plus there are mulliple somatic complaints (or one
very severe somatic symptom).

liness Anxiety Disorder
300.7 (F45.21)

A, Preccoupation with having or acquirng a serious illness.

E. Somatic symptoms are not present or, if present, are only mild in
intensity, If another madical condition is presant or there is & high
rizk for developing a medical condition (a.g., strong family history
is presant), the preoccupation is claarly excessive or dispropar-
tionale.

C. Thereis & high level of anxiely about health, and the individual is
easily alarmed about personal health status.

D, The individual performs excessive haalth-related behaviors (e.q.,
repeatedly checks his or her body for signs of ilness) or exhibits
maladaplive avoidance (e.g., avelds doctor appoiniments and
haspitals).

E. liness precccupation has been present for at least & months, but
the specific liness that is fesred may change over that period of
time,

F. The illness-related prececupation is not better explained by an-
cthar mantal disorder, such as somatic symplom disorder, panic
disarder, generalized anxlaty disorder, body dysmorphic cisor-
der, obeessive-compulsive disorder, or delusional disorder, so-
matiz type.

Specify whethar:
Care-seeking type: Medical care, including physician visits or
undergoing tests and procedures, is frequently used,
Care-avoldant type: Madical care is rarely used.

T

Conversion Disorder 163

Conversion Disorder
{Functional Neurological Symptom Disorder)

A One or more symptoms of allered voluntary motor or sansory
function.

B. Clinlcal indings provide evidence of incompatibility between the
symptom ard recognized neurological or medical conditions,

. The symplom or deficit s not betier explained by another medical
ar mental disorder,

0. The symptom ar deficlt causes clinically significant distress ar im-
pairment in social, cccupational, or other imparlant areas of fune-
tianing or warrants medical evaluation.

Coding note: The IC0-9-CM code for convarsion disorder is 300,11,
which is assigned regardless of the symptom type. The ICD-10-CM
code depends on the symptom type (see balow),
Specily symplom lypea:
(Fd4.4) With weakness or paralysis
(F44.4) With abnormal movement (g.q., framaor, dysloniz move-
mant, myoclonus, gait disorder)
{F44.4) With swallowing symptoms
{F44.4) With speech symptom (a.g., dysphonia, slurred speech})
(F44.5) With allacks or sefzures
(Fa4.6) With anesthesia or sensory loss

(Fa4.6) With special sensory symptom (e.g., visual, oflaciory,
or hearing disturbance)

(F44.7) With mixed symptoms
Specify il
Acute episode: Symploms presant for less than 6 months,
Persistent: Symptoms ocourring for @ months or mare.
Specify if:
With psychological stressor (specily stressor)
Without psychologleal stressor
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Psychological Factors Affecting
Other Medical Conditions

316 (F54)

A, Amedical symptom or condition {othear than & mental disorder) |5
prasant,

B. Psychologlcal or behavioral factors advarsely affect the medical
candition In ane of the tollowing ways:

1. The factors have influenced the course of the medical condi-
Von as shown by a close temporal association between tha
psychological factors and the development or exgcerbation
of, or delayed recovery trom, the medical condition.

2. The factors interlere with the treatment of the medical condi-
tlan {e.9., poar adherence).

3. The facters constilute additional well-established health risks
far the individual,

4. The factors influence the underlying pathophysiology. pre-
cipilating or exacerbating symptoms or necessitating med:-
cal attantion.

. The peychological and behavioral factors in Criterion B ara not
bettar explained by anothar mental disorder (.., panic disorder,
major depressive disordar, postiraumatic stress disorder).

Specify curmant severity:

Mild: Increasas medical risk (2.g.. inconsistent adherence with
antihypartension treatment).

Moderate: Aggravates undarying medical condition (e.g., anxi-
aly aggravating asthma).

Severe: Hesults in mecical hospitalization or emergency room
wisit,

Extreme: Resulls in severs, life-threataning risk (e.g., ignoring
heart attack symptoms).

N
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Factitious Disorder

300.19 (F68.10)

Factitious Disorder Imposed on Self

A, Falsificalion of physical or psychalogical signs or symptoms, or
induction of injury or disease, associated with identified decep-
tion,

B. The indiwidual presents himsal! or hersell to others as i, im-
pairad, or injured.

C. The deceptive behaviar is evident even in the absence of obvi-
ous external rewards.

C. The behavior is net betler explained by anclher mental disardar,
such as delusional disorder or another psychatic disordar,

Speaily:
Single episode
Recurrent eplsodes (two or more evenls of falsificaton of ill-
ness andfor induction of injury)

Factitious Disorder Imposed on Another

(Previously Factitious Disorder by Proxy)

A, Falslfication of physical or psychologlical signs er symptoms, of
induction of injury or disease, In ancther, associated with idant-
fied daception.

E. The indhidual presents anaother individual (victim} to athers as i,
Impaired, or injured.

. The decaplive behavior is evident even in the absance of abvi-
ous extarnal rewards,

D. The behavior Is not better explained by ancther manial disorder,
sueh as delusional disordar or angther psychotic disorder.

Mote: The perpelrator, not the victim, receives this diagnosls.
Spacify:
Single episode

Recurrent eplscdes {iwo or more events of falsification of ill-
riass andéor induction of infury)
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Recording Proceduras

When an individual falsifies illness in another (e.g., children, adults,
pets), the diagnosis is factitious disorder imposed on another. The
perpetrator, nol the victim, is given the diagnosis. The victim may be
given an abuse diagnosis (e.g., 99554 [T7412X); see the chapter
“Orther Conditions That May Be a Focus of Clineal Attention™).

Other Specified Somatic Symptom and
Related Disorder

300.89 (F45.8)

Thiz category applies to presentations in which symploms character-
iztic of & somalic symptom and ralaled cisorder that causa clinlcally
significant distress or impalment In soclal, cceupalional, or olher im-
portant areas of functoning predominate but do not mest the full cri-
teria for any of the disorders in the somatic symplom and relaled
disorders diagnostic class.
Examples of presentations that can be specified using Lthe “ather
specified” designation include the following:
1. Brief somatic symptom disorder; Duration of symploms 15 less
than & months.
2. Brief lliness anxlety disorder: Durallon of symploms is less
than & months.
3. liiness anxiety disorder without excessive health-related be-
haviors: Critarion D for liness anslety disorder is not mal,
4. Pseudocyesis: A falze beliel of being pregnant that is associ-
aled with objective signs and reparad symploms of pregnancy.

Lnspeciied Somatic Symptom and Ralated Disordar 167

Unspecified Somatic Symptom and

300.82 (F45.9)

This category applias lo prasentations in which symploms character-
istic of a somatic symptom and related disorder thal cause cinically
significant distress or impaliment in social, ocoupational, or other im-
portant areas of functioning predominats but do not meet tha full crileda
far any of the disarders in the somatle symptom and re'ated diserders
diagnostic elass, The unspecified somatic symplom ard related disor-
der catagory should not be used unlass there are dacidedly unusual
situations where Inere s insufficient infarmation ta make a more spe-
cific diagnosis.
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