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TABLE 466-6 Diagnostic Criteria for Posttraumatic Stress Disorder

Chapter 466 Mental Disorders

A. Exposure to actual or threatened death, serious injury, or sexual violence in one (or more) of the following ways:
1. Directly experiencing the traumatic 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).
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).
2. Recurrent distressing dreams in which the content and/or affect of the dream are related to the traumatic event(s).
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.)
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 physiologic 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 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 physiologic effects of a substance (e.g., medication, alcohol) or another medical condition.
Source: Diagnostic and Statistical Manual of Mental Disorders, 5th ed. Washington, DC, American Psychiatric Association, 2013.

to help with insomnia (50–150 mg qhs). Carbamazepine, valproic
acid, and alprazolam have also independently produced improvement in uncontrolled trials. Psychotherapeutic strategies for PTSD
help the patient overcome avoidance behaviors and demoralization and master fear of recurrence of the trauma; therapies that
encourage the patient to dismantle avoidance behaviors through
stepwise focusing on the experience of the traumatic event, such
as trauma-focused cognitive-behavioral therapy, exposure therapy,
and eye movement desensitization and reprocessing, are the most
effective.

undertaken to relieve the anxiety triggered by the core fear. Patients
often conceal their symptoms, usually because they are embarrassed by
the content of their thoughts or the nature of their actions. Physicians
must ask specific questions regarding recurrent thoughts and behaviors,
particularly if physical clues such as chafed and reddened hands or
patchy hair loss (from repetitive hair pulling, or trichotillomania) are
present. Comorbid conditions are common, the most frequent being
depression, other anxiety disorders, eating disorders, and tics. OCD
has a lifetime prevalence of 2–3% worldwide. Onset is usually gradual,
beginning in early adulthood, but childhood onset is not rare. The
disorder usually has a waxing and waning course, but some cases may
show a steady deterioration in psychosocial functioning.

OBSESSIVE-COMPULSIVE DISORDER
Clinical Manifestations Obsessive-compulsive disorder (OCD) is characterized by obsessive thoughts and compulsive behaviors that impair
everyday functioning. Fears of contamination and germs are common, as are handwashing, counting behaviors, and having to check
and recheck such actions as whether a door is locked. The degree to
which the disorder is disruptive for the individual varies, but in all
cases, obsessive-compulsive activities take up >1 h per day and are

Etiology and Pathophysiology A genetic contribution to OCD is suggested by twin studies, but no susceptibility gene for OCD has been
identified to date. Family studies show an aggregation of OCD with
Tourette’s disorder, and both are more common in males and in firstborn children.
The anatomy of obsessive-compulsive behavior is thought to
include the orbital frontal cortex, caudate nucleus, and globus pallidus. The caudate nucleus appears to be involved in the acquisition
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