Proposed Changes to Anxiety Disorders from DSM-IV to DSM-V
Definition of a Mental Disorder
A proposed revision for the definition of a mental disorder is being addressed by select members of the Anxiety, Obsessive-Compulsive, Posttraumatic, and Dissociative Disorders Work Group, a member of the Mood Disorders Work Group, and additional individuals.
Features 
A.  A behavioral or psychological syndrome or pattern that occurs in an individual
 
B.  That reflects an underlying psychobiological dysfunction 
 
C.  The consequences of which are clinically significant distress (e.g., a painful symptom) or disability (i.e., impairment in one or more important areas of functioning) 
 
D.  Must not be merely an expectable response to common stressors and losses (for example, the loss of a loved one) or a culturally sanctioned response to a particular event (for example, trance states in religious rituals)
  
E.  That is not primarily a result of social deviance or conflicts with society   
 
Other Considerations
 F.  That has diagnostic validity on the basis of various diagnostic validators (e.g., prognostic significance, psychobiological disruption, response to treatment)
 
G.  That has clinical utility (for example, contributes to better conceptualization of diagnoses, or to better assessment and treatment)
 
 H.  No definition perfectly specifies precise boundaries for the concept of either “medical disorder” or "mental/psychiatric disorder”
 
I.  Diagnostic validators and clinical utility should help differentiate a disorder from diagnostic “nearest neighbors”
 
J.  When considering whether to add a mental/psychiatric condition to the nomenclature, or delete a mental/psychiatric condition from the nomenclature, potential benefits (for example, provide better patient care, stimulate new research) should outweigh potential harms (for example, hurt particular individuals, be subject to misuse)
Rationale 
A. The phrase “clinically significant” is moved to the next criterion, to emphasize that disorders are characterized by clinically significant distress or impairment.
B. The phrase on risk is omitted in order to differentiate more clearly between disorders and risk factors.
C. The phrase on responses to common stressors and losses is added to differentiate more clearly between such responses and psychopathology.
D. The term psychobiological is used to emphasize the inextricable links between the biological and the behavioral/psychological.
E. There is no substantive change here; the proposed version is more succinct.
 Other Considerations:  
F. Diagnostic validity and clinical utility are key constructs in the delineation of disorder.
It may be timely to reconsider the term “mental disorder”, given our growing knowledge of the psychobiology of these disorders. In considering new disorders for DSM-V, we need to consider their relationship with diagnostic “near-neighbors”, and the overall benefits vs harms of an addition. 
DSM-IV-TR Definition of a Mental Disorder
Features
A.  A clinically significant behavioral or psychological syndrome or pattern that occurs in an individual 
  
B.  Is associated with present distress (e.g., a painful symptom) or disability (i.e., impairment in one or more important areas of functioning) or with a significantly increased risk of suffering death, pain, disability, or an important loss of freedom 
  
C.  Must not be merely an expectable and culturally sanctioned response to a particular event, for example, the death of a loved one 
  
D.  A manifestation of a behavioral, psychological, or biological dysfunction in the individual 
  
E.  Neither deviant behavior (e.g., political, religious, or sexual) nor conflicts that are primarily between the individual and society are mental disorders unless the deviance or conflict is a symptom of a dysfunction in the individual
  
Other Considerations 
F.  No definition adequately specifies precise boundaries for the concept of "mental disorder”
 
G.  The concept of mental disorder (like many other concepts in medicine and science) lacks a consistent operational definition that covers all situations


300.29 – Specific Phobia
A. Marked fear or anxiety about a specific object or situation (e.g., flying, heights, animals, receiving an injection, seeing blood). 
B. The phobic object or situation consistently provokes fear or anxiety. Note: In children, the fear or anxiety may be expressed by crying, tantrums, freezing, or clinging.
C. The phobic object or situation is actively avoided or endured with intense fear or anxiety.
D. The  fear or anxiety is out of proportion to the actual danger posed by the specific object or situation. NOTE: Out of proportion refers to the sociocultural context; see text.
E. The duration is at least 6 months.
F. The fear, anxiety or avoidance cause clinically significant distress or impairment in social, occupational, or other important areas of functioning. 
G:  The fear, anxiety and avoidance associated with the specific object or situation are not restricted to the symptoms of another mental disorder, such as Obsessive-Compulsive Disorder (e.g., fear of dirt in someone with an obsession about contamination), Posttraumatic Stress Disorder (e.g., avoidance of stimuli associated with a traumatic event), Separation Anxiety Disorder (e.g., avoidance of school), Social Anxiety Disorder (e.g., avoidance of social situations because of fear of embarrassment), Panic Disorder, or Agoraphobia. 
Specify Type:
Animal type  (e.g., spiders, insects, dogs)
Natural environment type (e.g., heights, storms, water)
Blood-injection-injury type  (e.g.  needles, invasive medical procedures)
Situational type  (e.g., flying, driving, bridges, tunnels, enclosed places)
Other type (e.g., situations that may lead to choking or vomiting;  in children, loud sounds or costumed characters)
Rationale
1. Rewording and reordering of criteria A, B, C, D to increase consistency across anxiety disorders, and improve ease of use and clinical utility. 
2. Criterion A/B: The term ‘marked’ will be operationalized in the text as intense. The phrase‘fear or anxiety’ is used consistently across the criteria within Specific Phobia and across anxiety disorders. The term “consistently provokes” is intended to simplify the criteria in place of “almost invariably provokes an immediate anxiety response” and is consistent with new phrasing for Social Anxiety Disorder and Agoraphobia
3. Criterion C: Added the descriptor “actively avoided” as a means for raising diagnostic threshold on the 
4. Criterion D: Operationalization of what is meant by “excessive or unreasonable” by using the term “out of proportion to danger posed”; to increase ease of use and clinical utility. Also,’self recognition’ is removed since elderly are often underdiagnosed as a result of overattribution of fears to their aging constraints and since there is clinical consensus that a number of adults deny that their fears are out of proportion/excessive. The Note reminds the clinician to take into account the appropriate cultural norms. Further testing is required to assess the impact of this change. 
5. Criterion E: By extending “duration” to adults, the phobic fear, anxiety and avoidance is defined as intense (Criterion A), active (Criterion C) and durable – these descriptors will raise the diagnostic threshold based on symptom severity, and may suffice in place of the impairment/distress criterion. 6 months duration is currently preferred but needs further data analysis
6. Criterion F: By including descriptors of intense (Criterion A), actively avoiding (Criterion C) and durable (Criterion E), may be able to delete the F criterion; this is a topic for further data analysis
7. Criterion G: Change of phrasing (“not restricted to the symptoms of”) to improve clinical utility and increase consistency across the anxiety disorders; although clinical utility testing in the field trial may result in another phrase or even a different strategy for managing exclusionary criteria 
8. Specifiers: Evidence supports retention of types; slight changes to wording for greater ease of use and clinical utility; remove reference to fears of contracting an illness due to high relatedness to OCD and hypochondriasis
Rationale for Severity Measure
Existing Measures are aimed at one particular type of specific phobia (e.g, spider phobia). The exception is the Fear Survey Schedule (Wolpe & Lang, 1969) but that is inadequate for our purposes since it simply provides a sum rating of fears of a large list of objects or situations. Therefore, no scales are recommended.
Criteria
Brief, self-report, diagnostic criteria linked if possible, adequate psychometric properties
Severity
Below are alternative scales that have been developed and are being tested. 
Anxiety Disorder Specific Severity Measure: Specific Phobia
The following questions ask about thoughts, feelings, and behaviors that you may have had in a variety of situations.  Please circle the item below that makes you most anxious.  Choose only one item and make your ratings based on the situations included in that item
a. Driving, flying, tunnels, bridges, or enclosed spaces      
b. Animals or insects                                             
c. Heights, storms, or water                                   
d. Blood, needles, or injections                              
e. Choking or vomiting                  
During the past month, I have ...
	 
	 
	Never
	Occasionally
	Half of the Time
	Most of the Time
	All of the Time

	1
	felt moments of sudden terror, fear or fright in these situations
	0
	1
	2
	3
	4

	2
	felt anxious, worried, or nervous about these situations
	0
	1
	2
	3
	4

	3
	had thoughts of being injured, overcome with fear, or other bad things happening in these situations
	0
	1
	2
	3
	4

	4
	felt a racing heart, sweaty, trouble breathing, faint, or shaky in these situations
	0
	1
	2
	3
	4

	5
	felt tense muscles, on edge or restless, or trouble relaxing in these situations
	0
	1
	2
	3
	4

	6
	avoided, or did not approach or enter, these situations
	0
	1
	2
	3
	4

	7
	moved away from these situations or left them early
	0
	1
	2
	3
	4

	8
	spent a lot of time preparing for, or procrastinating about (putting off), these situations
	0
	1
	2
	3
	4

	9
	distracted myself to avoid thinking about these situations
	0
	1
	2
	3
	4

	10
	needed help to cope with these situations (e.g., alcohol or medications, superstitious objects, other people)
	0
	1
	2
	3
	4


 
 
DSM-IV Criteria
Specific Phobia (formerly Simple Phobia)
A. Marked and persistent fear that is excessive or unreasonable, cued by the presence or anticipation of a specific object or situation(e.g., flying, heights, animals, receiving an injection, seeing blood).
B. Exposure to the phobic stimulus almost invariably provokes an immediate anxiety response, which may take the form of a situationally bound or situationally predisposed Panic Attack.
Note: In children, the anxiety may be expressed by crying, tantrums, freezing, or clinging.
C. The person recognizes that the fear is excessive or unreasonable. Note: In children, this feature may be absent.
D. The phobic situation(s) is avoided or else is endured with intense anxiety or distress.
E. The avoidance, anxious anticipation, or distress in the feared situation(s) interferes significantly with the person's normal routine, occupational (or academic) functioning, or social activities or relationships, or there is marked distress about having the phobia.
F. In individuals under age 18 years, the duration is at least 6 months.
G. The anxiety, Panic Attacks, or phobic avoidance associated with the specific object or situation are not better accounted for by another mental disorder, such as Obsessive-Compulsive Disorder (e.g., fear of dirt in someone with an obsession about contamination), Posttraumatic Stress Disorder (e.g., avoidance of stimuli associated with a severe stressor), Separation Anxiety Disorder (e.g., avoidance of school), Social Phobia (e.g., avoidance of social situations because of fear of embarrassment), Panic Disorder With Agoraphobia, or Agoraphobia Without History of Panic Disorder.
Specify type:
Animal Type: if the fear is cued by animals or insects. This subtype generally has a childhood onset.
Natural Environment Type: if the fear is cued by objects in the natural environment, such as storms, heights, or water. This subtype generally has a childhood onset.
Blood-Injection-Injury Type: if the fear is cued by seeing blood or an injury or by receiving an injection or other invasive medical procedure. This subtype is highly familial and is often characterized by a strong vasovagal response.
Situational Type: if the fear is cued by a specific situation such as public transportation, tunnels, bridges, elevators, flying, driving, or enclosed places. This subtype has a bimodal age-at-onset distribution, with one peak in childhood and another peak in the mid-20s. This subtype appears to be similar to Panic Disorder With Agoraphobia in its characteristic sex ratios, familial aggregation pattern, and age at onset.
Other Type: if the fear is cued by other stimuli. These stimuli might include the fear of choking, vomiting, or contracting an illness; “space” phobia (i.e., the individual is afraid of falling down if away from walls or other means of physical support); and children’s fears of loud sounds or costumed characters.


300.23 - Social Anxiety Disorder (Social Phobia) 
A. Marked fear or anxiety about one or more social situations in which the person is exposed to possible scrutiny by others. Examples include social interactions (e.g., having a conversation), being observed (e.g., eating or drinking), or performing in front of others (e.g., giving a speech). 
B. The individual fears that he or she will act in a way, or show anxiety symptoms, that will be negatively evaluated (i.e., be humiliating, embarrassing, lead to rejection, or offend others).
C. The social situations consistently provoke fear or anxiety. Note: in children, the fear or anxiety may be expressed by crying, tantrums, freezing, clinging, shrinking or refusal to speak in social situations.
D. The social situations are avoided or endured with intense fear or anxiety.
E. The fear or anxiety is out of proportion to the actual danger posed by the social situation.  NOTE: Out of proportion refers to the sociocultural context; see text.
F. The duration is at least 6 months. 
G. The fear, anxiety, and avoidance cause clinically significant distress or impairment in social, occupational, or other important areas of functioning.
H. The fear, anxiety, and avoidance are not due to the direct physiological effects of a substance (e.g., a drug of abuse, a medication) or a general medical condition.
I. The fear, anxiety, and avoidance are not restricted to the symptoms of another mental disorder, such as Panic Disorder (e.g., anxiety about having a panic attack), Agoraphobia (e.g, avoidance of situations in which the individual may become incapacitated), Separation Anxiety Disorder (e.g., fear of being away from home or close relative), Body Dysmorphic Disorder (e.g., fear of public exposure of perceived physical flaws), or Autism Spectrum Disorder 
J. If a general medical condition (e.g., stuttering, Parkinson’s disease, obesity, disfigurement from burns or injury) is present, the fear, anxiety, or avoidance is clearly unrelated to it or is excessive. 
Specify if: 
Performance only: If the fear is restricted to speaking or performing in public   
Generalized: If the fear is of most social situations (and is not restricted to performance situations)
 Selective Mutism: Consistent failure to speak in specific social situations (in which there is an expectation for speaking, e.g., at school) despite speaking in other situations 
Rationale
1. Title change 
2. Criterion A. The term ‘marked’ will be operationalized in the text as intense. The phrase‘fear or anxiety’ is used consistently across the criteria within Social Anxiety Disorder and across anxiety disorders. ‘Observation’ and ‘interaction’ have been added as factor analytic research shows that there are three types of social situations: interaction, observation, and performance (see review Bögels et al under subtypes). In the text, definitions and further examples of the three types will be added. 
3. Criterion B. The brackets around “show anxiety symptoms” are removed, as showing anxiety symptoms is a key fear of Social Anxiety Disorder (see review Bögels et al under fear of showing anxiety symptoms).
4. Humiliation and embarrassment have been brought under the broader term “cause negative evaluation”, as this is the core fear in Social Anxiety Disorder. Offending others is added to increase cultural sensitivity. 
5. The Note regarding: children is moved to text as “ Cautionary.” The text will further note that there must be evidence for the capacity of age-appropriate relationships in adults as well. 
6. Criterion C. The wording has been made consistent with Specific Phobia and Agoraphobia criteria.  In the child note “with unfamiliar people” is removed as children can experience anxiety with  familiar people. Refusal to speak is added as this is familiar avoidance behavior in young children (see review Bögels et al under SM)
7. Criterion D. Use of phrase "fear or anxiety” for consistency purposes 
8. Criterion E. Patients with Social Anxiety Disorder have difficulty recognizing their fear is excessive, but are not delusional. Therefore the clinician may be in a better position to judge this (see Bögels et al. under recognition of irrationality). Use of the phrase “out of proportion to the danger posed” is intended to operationalize what is meant by “excessive or unreasonable”. The Note reminds the clinician to take into account the appropriate cultural norms of social interaction. 
9. Criterion F. Duration of 6 months is proposed for adults as well as youths in order to heighten symptom severity threshold for SAD. Temporary social fears that are overcome within 6 months should not classify for a disorder. Need for secondary data analysis for number of months but 6 months is currently preferred
10. Criterion G. The addition of a duration criterion F may reduce the need for impairment/distress criterion G to establish diagnostic threshold (see Bögels et al under duration).
11. Criterion J. DSM-IV criteria excluded social fears/avoidance associated with medical conditions. However, studies have shown that certain individuals experience excessive social anxiety about their medical symptoms, and disability due to their social anxiety. In addition, such social anxiety can be treated. (see review Bögels et al. under comorbid conditions).  
12. Specifier: Although there is some evidence to support the performance only specifier, there is no evidence that it is preferable to the alternatives; the specifer “generalized” continues to be clinically useful, although operationalization of this specifier remains problematic (i.e., what is the cut off for “most”). 
Rationale for Severity Measures
Social Phobia Inventory (Connor, Davidson, Churchill et al., 2000)
Seventeen social phobia symptoms, with three subscales (fear, avoidance and physiological arousal). Each item is rated on 0 to 4 point severity scale of how much the respondent was bothered by the symptom during the prior week.
This scale does not specifically assess diagnostic criteria.
OR
Mini-Social Phobia Inventory (Connor, Kobak, Churchill et al., 2001)
3 items from Social Phobia Inventory, 0-4 point severity scale, regarding fear of embarrassment causing avoidance, avoidance of being the center of attention, and being embarrassed or looking stupid as worst fears. 
This scale does not specifically assess diagnostic criteria.
Criteria
Brief, self-report, diagnostic criteria linked if possible, adequate psychometric properties

Severity
Social Phobia Inventory (Connor, Davidson, Churchill et al., 2000)
OR 
Mini-Social Phobia Inventory (Connor, Kobak, Churchill et al., 2001)
 Below are alternative scales that have been developed and are being tested.
Anxiety Disorder Specific Severity Measure: Social Anxiety Disorder
The following questions ask about thoughts, feelings, and behaviors that you may have had about social situations. Usual social situations include:  public speaking, speaking in meetings, attending social events or parties, introducing yourself to others, having conversations, giving and receiving compliments, making requests of others, and eating and writing in public.  Please rate how often the following statements are true for you:    
During the past month, I have… 
	 
	 
	Never
	Occasionally
	Half of the Time
	Most of the Time
	All of the Time

	1
	felt moments of sudden terror, fear or fright in social situations 
	0
	1
	2
	3
	4

	2
	felt anxious, worried, or nervous about social situations
	0
	1
	2
	3
	4

	3
	had thoughts of being rejected, humiliated, embarrassed, ridiculed or offending others
	0
	1
	2
	3
	4

	4
	felt a racing heart, sweaty, trouble breathing, faint, or shaky in social situations
	0
	1
	2
	3
	4

	5
	felt tense muscles, on edge or restless, or trouble relaxing in social situations
	0
	1
	2
	3
	4

	6
	avoided, or did not approach or enter, social situations
	0
	1
	2
	3
	4

	7
	left social situations early or participated only minimally (e.g., said little, avoided eye contact)
	0
	1
	2
	3
	4

	8
	spent a lot of time preparing what to say or how to act in social situations
	0
	1
	2
	3
	4

	9
	distracted myself to avoid thinking about social situations
	0
	1
	2
	3
	4

	10
	needed help to cope with social situations (e.g., alcohol or medications, superstitious objects)
	0
	1
	2
	3
	4

	8
	spent a lot of time preparing for, or procrastinating about (putting off), things because of anxiety
	0
	1
	2
	3
	4

	9
	distracted myself to avoid thinking about things that made me anxious
	0
	1
	2
	3
	4

	10
	needed help to cope with anxiety (e.g., alcohol or medications, superstitious objects, other people)
	0
	1
	2
	3
	4


 DSM-IV Criteria
Social Phobia (Social Anxiety Disorder)
A. A marked and persistent fear of one or more social or performance situations in which the person is exposed to unfamiliar people or to possible scrutiny by others. The individual fears that he or she will act in a way (or show anxiety symptoms) that will be humiliating or embarrassing. Note: In children, there must be evidence of the capacity for age-appropriate social relationships with familiar people and the anxiety must occur in peer settings, not just in interactions with adults.
B. Exposure to the feared social situation almost invariably provokes anxiety, which may take the form of a situationally bound or situationally predisposed Panic Attack. Note: In children, the anxiety may be expressed by crying, tantrums, freezing, or shrinking from social situations with unfamiliar people.
C. The person recognizes that the fear is excessive or unreasonable. Note: In children, this feature may be absent.
D. The feared social or performance situations are avoided or else are endured with intense anxiety or distress.
E. The avoidance, anxious anticipation, or distress in the feared social or performance situation(s) interferes significantly with the person's normal routine, occupational (academic) functioning, or social activities or relationships, or there is marked distress about having the phobia.
F. In individuals under age 18 years, the duration is at least 6 months.
G. The fear or avoidance is not due to the direct physiological effects of a substance (e.g., a drug of abuse, a medication) or a general medical condition and is not better accounted for by another mental disorder (e.g., Panic Disorder With or Without Agoraphobia, Separation Anxiety Disorder, Body Dysmorphic Disorder, a Pervasive Developmental Disorder, or Schizoid Personality Disorder).
H. If a general medical condition or another mental disorder is present, the fear in Criterion A is unrelated to it, e.g., the fear is not of Stuttering, trembling in Parkinson’s disease, or exhibiting abnormal eating behavior in Anorexia Nervosa or Bulimia Nervosa.
Specify if:
Generalized: if the fears include most social situations (e.g., initiating or maintaining conversations, participating in small groups, dating, speaking to authority figures, attending parties). Note: Also consider the additional diagnosis of Avoidant Personality Disorder.


300.3 - Obsessive-Compulsive Disorder
Proposed Revision
The work group is recommending that this disorder be included under a grouping of Anxiety and Obsessive-Compulsive Spectrum Disorders 
 A. Either obsessions or compulsions: 
Obsessions as 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 person attempts to ignore or suppress such thoughts, urges, or images, or to neutralize them with some other thought or action (i.e., by performing a compulsion) **
Compulsions as defined by (1) and (2): 
1.   Repetitive behaviors (e.g., hand washing, ordering, checking) or mental acts (e.g., praying, counting, repeating words silently) that the person feels driven to perform in response to an obsession, or according to rules that must be applied rigidly 
2.   The behaviors or mental acts are aimed at preventing or reducing anxiety or distress, or preventing some dreaded event or situation; however, these behaviors or mental acts either are not connected in a realistic way with what they are designed to neutralize or prevent, or are clearly excessive
B. The obsessions or compulsions are time consuming (for example, take more than 1 hour a day), or cause clinically significant distress or impairment in social, occupational, or other important areas of functioning. ***
C.   (formerly Criterion E.). The obsessive-compulsive symptoms are not due to the direct physiological effects of a substance (e.g., a drug of abuse, a medication) or a general medical condition.
D.   The content of the obsessions or compulsions is not restricted to the symptoms of another mental disorder (e.g., excessive worries about real life problems in Generalized Anxiety Disorder; preoccupation with food or ritualized eating behavior in an Eating Disorder; hair pulling in Hair Pulling Disorder(Trichotillomania); stereotypies in Stereotypic Movement Disorder; preoccupation with appearance in Body Dysmorphic Disorder; preoccupation with drugs in a Substance Use Disorder; preoccupation with having a serious illness in Hypochondriasis; preoccupation with sexual urges or fantasies in a Paraphilia or Hypersexual Disorder; preoccupation with gambling or other behaviors in behavioral addictions or impulse control disorders;  guilty ruminations in Major Depressive Disorder; paranoia or thought insertion in a Psychotic Disorder; or repetitive patterns of behavior in Autism Spectrum Disorder). **** 
Specify whether OCD beliefs are currently characterized by: 
Good or fair insight: Recognizes that OCD beliefs are definitely or probably not true, or that they may or may not be true
Poor insight: Thinks OCD beliefs are probably true
Absent insight: Completely convinced OCD beliefs are true
  Specify if: 
Tic-related OCD: The individual has a lifetime history of a chronic tic disorder
___________________________________________________________________________
* The work group is further considering wording of the phrase “that usually cause marked anxiety or distress” in Criterion A1.  
** The Work Group is considering adding the concept of avoidance to define obsessions. 
***  The Work Group is further considering the wording of this criterion. 
**** If Hoarding Disorder or Skin-Picking Disorder are added to DSM-5, they will also need to be mentioned in Criterion D. 
Rationale
1. Modification of item (1), Replace the term “impulse” with the word “urge:” Both “impulse” and “urge” capture the involuntary (losing control) nature of some obsessions. However, the concept “impulse” indirectly refers to the notion of impulse control disorders, which may complicate differential diagnosis. 
2. Modification of item (1): Replace the term “inappropriate” with the word “unwanted:” Operationalizing the concept of ego-dystonicity of obsessions is difficult. Given that different cultures, genders, and ages have different definitions of what is appropriate and what is inappropriate, one option is to replace “inappropriate” with “unwanted.”
3. Modification of item (1): Add the word “usually:” Data from several large studies in both children and adults with OCD demonstrate that the vast majority of people with OCD experience at least moderate and anxiety or distress from their obsessions. At the same time, data from these studies also demonstrate that not all obsessions generate marked anxiety or distress.  Taken together, these data support the notion that obsessions usually cause anxiety or distress, but not in all people.
4. Deletion of items 2 and 4: There is no clear advantage for the definition of obsessions to include information about the differential diagnosis between OCD, GAD, and psychotic disorders.  We recommend moving these components of Criterion A to Criterion C. This move will simplify the definition of an obsession and place all diagnostic hierarchy issues in one criterion. 
5. Delete DSM-IV Criterion B: Since neither “excessive” nor “unreasonable” are defined or operationalized, it is unclear how clinicians and researchers interpret them. They can have different meanings. Given that insight varies in OCD patients, and can include delusional OCD beliefs, we recommend that OCD’s delusional variant be eliminated from the psychosis section of DSM, and that OCD’s poor insight specifier be expanded to include not only poor insight but a broader range of insight options, such as good insight, poor insight, and delusional OCD beliefs (see insight specifier below). 
6. Criterion B: The time threshold is not based in evidence, but is rather a rough guide.  We have added “e.g.” to emphasize this.  The language of the clinical criterion has been changed to be consistent with that used with many other disorders.
7. Criterion C has been expanded to include additional diagnoses that need to be distinguished from OCD. These include Major Depressive Disorder, Generalized Anxiety Disorder, Hypochondriasis, Paraphilia or other impulse control disorders. Finally, if compulsive Hoarding Disorder or Skin Picking Disorder are added to DSM-V, they will also need to be included in this list.
8. Modification of Insight specificer: The current wording of this specifier is problematic, as it uses the same unclear terminology as in criterion B, e.g., “excessive” and “unreasonable. In addition, it focuses on the “current episode,” even though OCD is not typically an episodic illness. The poor insight specifier also does not reflect that insight varies along a continuum in OCD, from good to absent. Finally, this specifier does not resolve the question of whether an OCD patient who completely lacks insight should be diagnosed with a psychotic disorder instead of OCD. There is an evidence-base on the validity and utility of more fine-grained assessment of insight in OCD. We recommend that OCD’s poor insight specifier be expanded to include not only poor insight but a broader range of insight options, such as: a) good or fair insight, b) poor insight, or c) delusional OCD beliefs. These options are similar to those used in OCD scales. Such specifiers have the potential advantage of conveying the broad range of insight that can characterize OCD beliefs, including delusional beliefs.
9. Addition of Tic-related specifier: The available scientific evidence provides ample empirical support for the inclusion of a tic-related specifier. This OCD variant is a highly familial condition with specific clinical characteristics (early onset, male predominance) and a high rate of obsessions of symmetry and exactness and ordering and arranging compulsions as well as sensory phenomena. While the data are not conclusive, individuals characterized by this specifier also appear to benefit differentially to neuroleptic augmentation if treatment with a SSRI does not result in a sufficient reduction in symptoms.
Reference: Leckman JF et al: Obsessive-Compulsive Disorder: A Review of the Diagnostic Criteria and Possible Subtype and Dimensional Specifiers for DSM-V. Depression & Anxiety, 2010; 27: 507-527 
Severity
Options are the Yale-Brown Obsessive-Compulsive Scale (Y-BOCS) (Goodman et al., 1989) and the Florida Obsessive-Compulsive Inventory (FOCI) (Storch et al., 2007) 
Insight dimensions (proposed for OCD, BDD, ORS, Hoarding Disorder): Brown Assessment of Beliefs Scale (BABS) (Eisen et al., 1998)
Below is an alternative scale that has been developed and is being tested. 
Obsessive-Compulsive Disorder 
Based on your evaluation, you have symptoms of obsessive-compulsive disorder.  We would like to better understand how much of a problem these symptoms are.  Please answer the following five questions for the following symptoms over the past 7 days:  
1) Obsessions (unwanted thoughts, urges, or images that repeatedly enter your mind (for example, concerns with contamination, with terrible things happening, with keeping objects in perfect order or arranged exactly, or personally unacceptable religious or sexual thoughts) 
AND
2) Compulsions (feeling driven to perform certain behaviors or mental acts over and over again (for example,  excessive or ritualized washing or cleaning; repeatedly checking or asking for reassurance; counting, arranging, or making things even or right)  
	On average how much time is occupied by these symptoms?
	0
None
 
	1
Mild (less than an hour a day)
	2
Moderate (1 to 3 hours a day)
	3
Severe (3 to 8 hours a day)
	4
Extreme (more than 8 hours a day)

	How much distress do these symptoms cause you?
	0
None
	1
Mild
	2
Moderate
	3
Severe
	4
Extreme (disabling)

	How hard is it for you to control  these symptoms?
	0
Complete control
	1
Much control
	2
Moderate control
	3
Little control
	4
No control

	How much do these symptoms cause you to avoid  doing anything, going anyplace, or being with anyone?
	0
No avoidance
	1
Occasional avoidance
	2
Moderate avoidance
	3
Frequent and extensive avoidance
	4
Extreme avoidance (housebound)

	How much do these symptoms interfere with school, work or your social or family life?
	0
None
	1
Slight Interference
	2
Moderate; definitely interferes with functioning
	3
Much interference
	4
Extreme interference (disabling)


 
 DSM-IV Criteria
Obsessive-Compulsive Disorder 
A. Either obsessions or compulsions:
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 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 neutralize them with some other thought or action
4. The person recognizes that the obsessional 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 behaviors (e.g., hand washing, ordering, checking) or mental acts (e.g., praying, counting, repeating words silently) that the person feels driven to perform in response to an obsession, or according to rules that must be applied rigidly
2. The behaviors or mental acts are aimed at preventing or reducing distress or preventing some dreaded event or situation; however, these behaviors or mental acts either are not connected in a realistic way with what they are designed to neutralize or prevent or are clearly excessive
B. At some point during the course of the disorder, the person has recognized that the obsessions 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 1 hour a day), or significantly interfere with the person's normal routine, occupational (or academic) functioning, or usual social activities or relationships.
D. 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; concern with appearance in the presence of Body Dysmorphic Disorder; preoccupation with drugs in the presence of a Substance Use Disorder; preoccupation with having a serious illness in the presence of Hypochondriasis; preoccupation with sexual urges or fantasies in the presence of a Paraphilia; or guilty ruminations in the presence of Major Depressive Disorder).
E. 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.
Specify if:
With Poor Insight: if, for most of the time during the current episode, the person does not recognize that the obsessions and compulsions are excessive or unreasonable



309.81 Posttraumatic Stress Disorder *   
A. The person was exposed to one or more of the following event(s): death or threatened death, actual or threatened serious injury, or actual or threatened sexual violation, in one or more of the following ways: **
1. Experiencing the event(s) him/herself
2. Witnessing, in person, the event(s) as they occurred to others
3. Learning that the event(s) occurred to a close relative or close friend; in such cases, the actual or threatened death must have been violent or accidental
4. Experiencing repeated or extreme exposure to aversive details of the event(s) (e.g., first responders collecting body parts; police officers repeatedly exposed to details of child abuse); this does not apply to exposure through electronic media, television, movies, or pictures, unless this exposure is work related.
B. Intrusion symptoms that are associated with the traumatic event(s) (that began after the traumatic event(s)), as evidenced by 1 or more of the following: 
1. Spontaneous or cued recurrent, involuntary, and intrusive distressing memories of the traumatic 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 is 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 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. Persistent avoidance of stimuli associated with the traumatic event(s) (that began after the traumatic event(s)), as evidenced by efforts to avoid 1 or more of the following:   
1. Avoids internal reminders (thoughts, feelings, or physical sensations) that arouse recollections of the traumatic event(s)
2. Avoids external reminders (people, places, conversations, activities, objects, situations) that arouse recollections of the traumatic event(s).
D. Negative alterations in cognitions and mood that are associated with the traumatic event(s) (that began or worsened after the traumatic event(s)), as evidenced by 3 or more of the following: Note: In children, as evidenced by 2 or more of the following:**** 
1. Inability to remember an important aspect of the traumatic event(s) (typically dissociative amnesia; not due to head injury, alcohol, or drugs). 
2. Persistent and exaggerated negative expectations about one’s self, others, or the world (e.g., “I am bad,” “no one can be trusted,” “I’ve lost my soul forever,” “my whole nervous system is permanently ruined,”  "the world is completely dangerous").
3. Persistent distorted blame of self or others about the cause or consequences of the traumatic event(s)
4. Pervasive negative emotional state -- for example: fear, horror, anger, guilt, or shame           
5. Markedly diminished interest or participation in significant activities.
6. Feeling of detachment or estrangement from others.
7. Persistent inability to experience positive emotions (e.g., unable to have loving feelings, psychic numbing) 
E. Alterations in arousal and reactivity that are associated with the traumatic event(s) (that began or worsened after the traumatic event(s)), as evidenced by 3 or more of the following: Note: In children, as evidenced by 2 or more of the following:****
1. Irritable or aggressive behavior
2. Reckless or self-destructive behavior    
3. Hypervigilance
4. Exaggerated startle response
5. Problems with concentration
6. Sleep disturbance -- for example, difficulty falling or staying asleep, or restless sleep.
F. Duration of the disturbance (symptoms in Criteria B, C, D and E) is more than one month.
G. The disturbance causes clinically significant distress or impairment in social, occupational, or other important areas of functioning.  
H. The disturbance is not due to the direct physiological effects of a substance (e.g., medication or alcohol) or a general medical condition (e.g., traumatic brain injury, coma). 
 Specify if:
With Delayed Onset: if diagnostic threshold is not exceeded until 6 months or more after the  event(s) (although onset of some symptoms may occur sooner than this).     
 * Developmental manifestions of PTSD are still being developed. The term 'developmental manifestation' in DSM-V refers to age-specific expressions of one or another criteria that is used to make a diagnosis across age groups.
** For children, inclusion of loss of a parent or other attachment figure is being considered.
*** An alternative is to retain the DSM-IV criterion
**** The optimal number of required symptoms for both adults and children will be further examined with empirical data
Rationale
Both the Posttraumatic Stress Disorder and Dissociative Disorders Sub-Work Group and the Childhood and Adolescent Disorders Work Group devoted considerable time to discussions of trauma as it impacts on expressions of psychopathology in children and adolescents.  These discussions focused on three main themes. First, summary of discussions and proposed changes to DSM-5 pertinent to trauma and expressions of psychopathology in preschoolers can be found on the Disorders Usually First Diagnosed in Infancy, Childhood, or Adolescence section of the website. Second, summary of discussions pertinent to trauma and expressions of psychopathology in school-aged children and adolescents can be found in the reference from Scheeringa and colleagues (Depression & Anxiety; 2010; in press). These discussions also impacted the addition of notes to the PTSD diagnosis.  These notes are contained in the proposed DSM-5 PTSD diagnosis, where they refer to expressions of PTSD-related symptoms in school-aged children and adolescents.  Third, considerable discussion focused on the merits of a proposal for adding a new syndrome, Developmental Trauma Disorder to DSM-5.
 1. Criterion A. DSM-IV A1 Criterion criticized about definition of traumatic;  The new definition tightens up the A1 criterion to make a better distinction between “traumatic” and events that are distressing but which do not exceed the “traumatic” threshold
2. DSM-IV A2 Criterion has no utility       
3. Criterion B1 now distinguishes PTSD spontaneous or triggered recurrent, involuntary, distressing memories from depressive ruminations   
4. Criterion B2. Slight changes make the criterion more applicable across cultures
5. Criterion B3. Clarifies that flashbacks are dissociative experiences
6. Criterion B4. Unchanged
7. Criterion B5. Minor changes
8. Criterion C1. Mostly unchanged.  Exclusive focus on avoidance of subjective reactions
9. Criterion C2. Mostly unchanged
10. Exclusive focus on avoidance of behaviors or physical or temporal reminders
11. Criterion C3. Mostly an extrapolation from C1 & C2 that focuses on avoidance of interpersonal reminders
12. Criterion D. New Diagnostic cluster dividing C criterion based on confirmatory factor analytic studies
13. Criterion D1. very minor change-more specific formulation of psychogenic amnesia
14. Criterion D2. expanded reformulation of fore-shortened future as negative expectations about one’s self, others and one’s future. Additions pertaining to the nervous system and soul makes the criterion more applicable across cultures
15. Criterion D3. New criterion-Emphasizes self-blame regarding traumatic event
16. Criterion D4. New criterion-Emphasizes wide variety of negative emotional states besides fear, helplessness 7 horror
17. Criterion D5. Unchanged 
18. Criterion D6. Unchanged
19. Criterion D7. Unchanged
20. Criterion E1. changes the focus from angry feelings (retained in D4) to aggressive behavior
21. Criterion E2. New criterion-Focus on reckless and self-destructive behavior
22. Criterion E3. Unchanged
23. Criterion E4. Unchanged
24. Criterion E5. Unchanged
25. Criterion E6. Unchanged
26. Criterion F. Unchanged
27. Criterion G. Unchanged
28. Acute vs Chronic deleted because of lack of evidence supporting such distinctions
29. Delayed onset  clarified
Severity
National Stressful Events Survey PTSD Short Scale (NSESSS)
People sometimes have problems after extremely stressful events or experiences.  How much have you been bothered during the PAST 7 DAYS by each of the following problems that occurred or became worse after an extremely stressful event/experience? 
	 
	Not at all
	A little bit
	Moderately
	Quite a bit
	Extremely

	1.  Having “flashbacks”, that is, you suddenly acted or felt as if a stressful experience from the past was happening all over again (for example, you  re-experienced parts of a stressful experience by seeing, hearing, smelling, or physically feeling parts of the experience)
	0
	1
	2
	3
	4

	2.  Feeling very emotionally upset when something reminded you of a stressful experience
	0
	1
	2
	3
	4

	3.  Trying to avoid thoughts, feelings, or physical sensations that reminded you of a stressful experience
	0
	1
	2
	3
	4

	 
4.  Thinking that a stressful event happened because you or someone else (who didn’t directly harm you) did something wrong  or didn’t do everything possible to prevent it, or because of something about you
	0
	1
	2
	3
	4

	 
5.  Having a very negative emotional state (for example, you were experiencing lots of fear, anger, guilt, shame, or horror) after a stressful experience
	0
	1
	2
	3
	4

	 
6.  Losing interest in activities you used to enjoy before having a stressful experience
	0
	1
	2
	3
	4

	7.  Being “super alert”, on guard, or constantly on the lookout for danger
	0
	1
	2
	3
	4

	8.  Feeling jumpy or easily startled when you hear an unexpected noise 
	0
	1
	2
	3
	4

	 
9.  Being extremely irritable or angry to the point where you yelled at other people, got into fights, or destroyed things
 
	0
	1
	2
	3
	4


 DSM-IV Criteria
Posttraumatic Stress Disorder
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. 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. Enability 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
With Delayed Onset: if onset of symptoms is at least 6 months after the stressor


300.02 Generalized Anxiety Disorder 
A. Excessive anxiety and worry (apprehensive expectation) about two (or more) domains of activities or events (for example, domains like family, health, finances, and school/work difficulties)
B. The excessive anxiety and worry occur on more days than not for three months or more
C. The anxiety and worry are associated with one or more of the following symptoms: 
1. Restlessness or feeling keyed up or on edge
2. Being easily fatigued
3. Difficulty concentrating or mind going blank
4. Irritability
5. Muscle tension 
6. Sleep disturbance (difficulty falling or staying asleep, or restless unsatisfying sleep)
D. The anxiety and worry are associated with one (or more) of the following behaviors: 
a. Marked avoidance of situations in which a negative outcome could occur
b. Marked time and effort preparing for situations in which a negative outcome could occur
c. Marked procrastination in behavior or decision-making due to worries
d. Repeatedly seeking reassurance due to worries
E. The focus of the anxiety and worry are not restricted to symptoms of another disorder, such as Panic Disorder (e.g., anxiety about having a panic attack), Social Anxiety Disorder (e.g., being embarrassed in public), Obsessive-Compulsive Disorder (e.g, anxiety about being contaminated), Separation Anxiety Disorder (e.g., anxiety about being away from home or close relatives), Anorexia Nervosa (e.g., fear of gaining weight), Somatization Disorder (e.g., anxiety about multiple physical complaints), Body Dysmorphic Disorder (e.g., worry about perceived appearance flaws), Illness Anxiety Disorder (e.g., belief about having a serious illness), and the anxiety and worry do not occur exclusively during Posttraumatic Stress Disorder. 
F. The anxiety, worry, or physical symptoms cause clinically significant distress or impairment in social, occupational, or other important areas of functioning. 
G. 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 (e.g., hyperthyroidism) and does not occur exclusively during a Mood Disorder, a Psychotic Disorder, or an Autism Spectrum Disorder. 
Rationale
Title change: to reflect the predominant feature of the disorder 
A. Reference to most common domains of worry
B. Deleting DSM-IV criterion B has little effect on identified cases. There is also a conceptual overlap with the “excessive” criterion.
B. Reducing the threshold to 3 momths identifies clinically significant cases who have similar correlates to DSM-IV syndromal cases. The proposal may also increase the reliability of the classification, although will increase prevalence 
C. There is limited evidence for the DSM-IV threshold of 3 or more symptoms. The cross-cultural and developmental age effects of number of symptoms need further investigation (e.g, test using data from nationally representative databases - NESARC, CPES, NCS-R).
D. Introduction of avoidant criteria is consistent with the avoidant criteria for other anxiety disorder classifications. Clinical opinion and cognitive models support the choice of the particular criteria
E. Change of phrasing from “features” to “symptoms”. This criterion was introduced in DSM-III-R as a clinical decision making tool but there has been little investigation of its utility. Further testing is needed.
F: The DSM-V Impairment workgroup is considering the effect of removing this criterion. Further testing is needed. Initial analysis of the newly proposed criteria raises the possibility of deleting the “impairment/distress” criterion; further testing is needed.
F: Further testing is needed of this exclusion criterion in the context of the newly proposed criteria A-D 
Rationale for Severity Measure
GAD-7 (Spitzer, Kroenke, Williams & Lowe, 2006)
Seven items, each rated on a 0-3 point frequency scale, to assess anxiety, worry, difficulty relaxing, restlessness, irritability and feeling afraid that something awful might happen. 
This scale partially assesses diagnostic criteria.
Criteria
Brief, self-report, diagnostic criteria linked if possible, adequate psychometric properties
Severity
GAD-7 (Spitzer, Kroenke, Williams & Lowe, 2006)  
  
Below are alternative scales that have been developed and are being tested. 
Anxiety Disorder Specific Severity Measure: Generalized Anxiety Disorder
The following questions ask about thoughts, feelings, and behaviors, often tied to concerns about family, health, finances, school, and work.   
During the past month, I have… 
  
	 
	 
	Never
	Occasionally
	Half of the Time
	Most of the Time
	All of the Time

	1
	felt moments of sudden terror, fear or fright
	0
	1
	2
	3
	4

	2
	felt anxious, worried, or nervous
	0
	1
	2
	3
	4

	3
	had thoughts of bad things happening, such as family tragedy, ill-health, loss of a job or accidents
	0
	1
	2
	3
	4

	4
	felt a racing heart, sweaty, trouble breathing, faint, or shaky
	0
	1
	2
	3
	4

	5
	felt tense muscles, on edge or restless, or had trouble relaxing or trouble sleeping
	0
	1
	2
	3
	4

	6
	avoided, or did not approach or enter, situations about which I worry
	0
	1
	2
	3
	4

	7
	left situations early or participated only minimally due to worries
	0
	1
	2
	3
	4

	8
	spent a lot of time making decisions, procrastinating (putting off), or preparing for situations, due to worries
	0
	1
	2
	3
	4

	9
	sought reassurance from others due to worries
	0
	1
	2
	3
	4

	10
	needed help to cope with anxiety (e.g., alcohol or medications, superstitious objects, other people)
	0
	1
	2
	3
	4


DSM-IV Criteria
Generalized Anxiety Disorder (Includes Overanxious Disorder of Childhood) 
A. Excessive anxiety and worry (apprehensive expectation), occurring more days than not for at least 6 months, about a number of events or activities (such as work or school performance).
B. The person finds it difficult to control the worry.
C. The anxiety and worry are associated with three (or more) of the following six symptoms (with at least some symptoms present for more days than not for the past 6 months). Note: Only one item is required in children.
1. Restlessness or feeling keyed up or on edge
2. Being easily fatigued
3. Difficulty concentrating or mind going blank
4. Irritability
5. Muscle tension 
6. Sleep disturbance (difficulty falling or staying asleep, or restless unsatisfying sleep)
D. The focus of the anxiety and worry is not confined to features of an Axis I disorder, e.g., the anxiety or worry is not about having a Panic Attack (as in Panic Disorder), being embarrassed in public (as in Social Phobia), being contaminated (as in Obsessive-Compulsive Disorder), being away from home or close relatives (as in Separation Anxiety Disorder), gaining weight (as in Anorexia Nervosa), having multiple physical complaints (as in Somatization Disorder), or having a serious illness (as in Hypochondriasis), and the anxiety and worry do not occur exclusively during Posttraumatic Stress Disorder.
E. The anxiety, worry, or physical symptoms cause clinically significant distress or impairment in social, occupational, or other important areas of functioning.
F. 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 (e.g., hyperthyroidism) and does not occur exclusively during a Mood Disorder, a Psychotic Disorder, or a Pervasive Developmental Disorder.


Panic Disorder (includes previous diagnoses of Panic Disorder with Agoraphobia and Panic Disorder without Agoraphobia)
A. Recurrent unexpected panic attacks 

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. Significant maladaptive change in behavior related to the attacks (e.g., behaviors designed to avoid having panic attacks, such as avoidance of exercise or unfamiliar situations).
C. The Panic Attacks are not restricted to the direct physiological effects of a substance (e.g., a drug of abuse, a medication) or a general medical condition (e.g., hyperthyroidism, cardiopulmonary disorders). 

D. The Panic Attacks are not restricted to the symptoms of another mental disorder, such as Social Anxiety Disorder (e.g., in response to feared social situations), Specific Phobia (e.g., in response to a circumscribed phobic object or situation), Obsessive-Compulsive Disorder (e.g., in response to dirt in someone with an obsession about contamination), Posttraumatic Stress Disorder (e.g., in response to stimuli associated with a traumatic event), or Separation Anxiety Disorder (e.g., in response to being away from home or close relatives). 
Rationale
1. Title change; since Agoraphobia is proposed to be a codable disorder in DSM-5 
2. Criteria A/B. Restructure DSM-IV Criterion A into Criteria A and B; within new Criterion B, collapse three options into two options, given high rates of joint endorsement and conceptual overlap; to increase ease of use and clinical utility 
3. Operationalize ‘change in behavior’; to increase ease of use and clinical utility and validity [text will refer to agoraphobia as an example of behavior change, and conditions under which a comorbid diagnosis of Agoraphobia would be assigned]
4. DSM-IV  Criterion B deleted as Agoraphobia is proposed to be a codable disorder in DSM-5
5. Criterion C. Addition of common medical conditions with important differential diagnostic consequences 
6. Criterion D. Change in phrasing to improve clinical utility (i.e., “not restricted to the symptoms of”)
Rationale for Severity Measure
Panic Disorder Severity Scale-Self Report (Houck et al., 2002).
Seven items rated on 0-4 severity scales: panic attack frequency, panic attack distress, anticipatory anxiety, agoraphobic avoidance, interoceptive avoidance, work/home impairment, and social impairment
This scale does not specifically assess diagnostic criteria. It includes a definition of panic attacks.
Criteria 
Brief, self-report, diagnostic criteria linked if possible, adequate psychometric properties
Severity
Panic Disorder Severity Scale-Self Report (Houck et al., 2002). 
 Below are alternative scales that have been developed and are being tested. 
Anxiety Disorder Specific Severity Measure: Panic Disorder
The following questions ask about thoughts, feelings, and behaviors about panic attacks.  A panic attack is an episode of intense fear that sometimes comes out of the blue (for no apparent reason).  The symptoms of a panic attack include: a racing heart, shortness of breath, dizziness, sweating, and fear of losing control or dying. 
During the past month, I have…
  
	 
	 
	Never
	Occasionally
	Half of the Time
	Most of the Time
	All of the Time

	1
	felt moments of sudden terror, fear or fright, sometimes out of the blue (i.e., panic attack)
	0
	1
	2
	3
	4

	2
	felt anxious, worried, or nervous about having more panic attacks
	0
	1
	2
	3
	4

	3
	had thoughts of losing control, dying, going, crazy or other bad things happening because of panic attacks
	0
	1
	2
	3
	4

	4
	felt a racing heart, sweaty, trouble breathing, faint, or shaky
	0
	1
	2
	3
	4

	5
	felt tense muscles, on edge or restless, or trouble relaxing or trouble sleeping
	0
	1
	2
	3
	4

	6
	avoided, or did not approach or enter, situations in which panic attacks might occur
	0
	1
	2
	3
	4

	7
	left situations early, or participated only minimally because of panic attacks
	0
	1
	2
	3
	4

	8
	spent a lot of time preparing for, or procrastinating about (putting off), situations in which panic attacks might occur
	0
	1
	2
	3
	4

	9
	distracted myself to avoid thinking about panic attacks
	0
	1
	2
	3
	4

	10
	needed help to cope with panic attacks (e.g., alcohol or medications, superstitious objects, other people)
	0
	1
	2
	3
	4


DSM-IV Criteria
This disorder is not listed in DSM-IV; therefore, DSM-IV criteria for this disorder do not exist. The proposed draft criteria for Panic Disorder includes previous diagnoses of Panic Disorder with Agoraphobia and Panic Disorder without Agoraphobia.
Panic Disorder With/Without Agoraphobia (these are two separate disorders in DSM-IV)
A. Both (1) and (2):
1. Recurrent unexpected Panic Attacks 
2. At least one of the attacks has been followed by 1 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 behavior related to the attacks
B. The presence (or absence) of Agoraphobia 
C. The Panic Attacks are not due to the direct physiological effects of a substance (e.g., a drug of abuse, a medication) or a general medical condition (e.g., hyperthyroidism).
D. The Panic Attacks are not better accounted for by another mental disorder, such as Social Phobia (e.g., occurring on exposure to feared social situations), Specific Phobia (e.g., on exposure to a specific phobic situation), Obsessive-Compulsive Disorder (e.g., on exposure to dirt in someone with an obsession about contamination), Posttraumatic Stress Disorder (e.g., in response to stimuli associated with a severe stressor), or Separation Anxiety Disorder (e.g., in response to being away from home or close relatives).



Panic Attack
Note: A Panic Attack is not a codable disorder. List Panic Attack as a specifier (categorical or dimensional) for all DSM disorders to which it may apply.
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. Paresthesias (numbness or tingling sensations)
11. Derealization (feelings of unreality) or depersonalization (being detached from oneself)
12. Fear of losing control or going crazy
13. Fear of dying
NOTE: Culture-specific symptoms (e.g., tinnitus, neck soreness, headache, and uncontrollable screaming or crying) may be seen. Such symptoms should not count as one of the four required symptoms.
Rationale
1. NOTE: Panic attacks predict onset and severity of psychopathology  beyond anxiety disorders
2. Changes to the definition of Panic Attack are designed to facilitate separation of panic attacks from surrounding anxiety; increase reliability/validity
3. List of symptoms is reordered; increase ease of use and clinical utility  
4. Term “hot flushes” is replaced with “heat sensations” and reference to other culture based symptoms is made in the Note attached to the diagnostic criteria in order to increase cultural sensitivity. The note is to reference symptoms that may be seen in different cultures, but four or more symptoms are required from the original list of 13 symptoms to define a full panic attack
DSM-IV Criteria
Panic Attack 
Note: A Panic Attack is not a codable disorder. Code the specific diagnosis in which the Panic Attack occurs (e.g., 300.21 Panic Disorder With Agoraphobia).
A discrete period of intense fear 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 accelerated heart rate
2. Sweating
3. Trembling or shaking
4. Sensations of shortness of breath or smothering
5. Feeling of choking
6. Chest pain or discomfort
7. Nausea or abdominal distress
8. Feeling dizzy, unsteady, lightheaded, or faint
9. Derealization (feelings of unreality) or depersonalization (being detached from oneself)
10. Fear of losing control or going crazy
11. Fear of dying
12. Paresthesias (numbness or tingling sensations)
13. Chills or hot flushes



Agoraphobia
Note: Agoraphobia is a codable disorder
A.  Marked fear or anxiety about at least two agoraphobic situations, such as the following (see text for more examples): 1) being outside of the home alone; 2) public transportation (for example, traveling in buses, trains, ships, planes); 3) open spaces (for example, parking lots, marketplace); 4) being in shops, theaters, or cinemas; or 5) standing in line or being in a crowd.
B. The individual fears and/or avoids these situations because escape might be difficult or help might not be available in the event of incapacitation or panic-like symptoms
C. The agoraphobic situations consistently provoke fear or anxiety 
D. The agoraphobic situations are 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. NOTE: Out of proportion refers to the sociocultural context; see text.
F. The duration is at least 6 months.
G. The fear, anxiety, and avoidance cause clinically significant distress or impairment in social, occupational, or other important areas of functioning.
H. The fear, anxiety, and avoidance are not restricted to the direct physiological effects of a substance (e.g., a drug of abuse, a medication) or a general medical condition (e.g., cardiopulmonary disorders).
I. The  fear, anxiety, and avoidance are not restricted to the symptoms of another mental disorder, such as Specific Phobia (e.g., if limited to one or a few circumscribed phobic objects or situations), Social Anxiety Disorde (e.g., in response to feared social situations), Obsessive-Compulsive Disorder (e.g., in response to dirt in someone with an obsession about contamination), Posttraumatic Stress Disorder (e.g., in response to stimuli associated with a traumatic event), or Separation Anxiety Disorder (e.g., if limited to being away from home or close relatives).
Rationale
There are two types of changes: 
1. The first type is meant to simplify the classificatory structure in two ways: a) by making Agoraphobia a codable disorder (deleting the syndrome). (b) by deleting the separate diagnosis of Panic Disorder with Agoraphobia. Instead it is suggested to classify Agoraphobia as a separate condition that may or may not be comorbid with Panic Disorder. 
This suggestion is supported by:
- Family genetic data 
- Prior psychiatric history 
- Patterns of comorbidity
- Course of illness
- Resonse to treatment 
- Reliability 
The second type of change relates to specifying the criteria and wording for Agoraphobia 
2. Criterion A: 
a) Consistent with Social Anxiety Disorder and Specific Phobia criteria, the word “marked” was added; this term will be operationalized as “intense” in the text. 
b) Term “fear or anxiety’ is used consistently across criteria within Agoraphobia and across anxiety disorders
c) The fear/anxiety is related exclusively to the situations.
d) The cognitive ideational component is moved to the new criterion B. 
These changes are meant to increase reliability, allowing the separation of Agoraphobia from Panic Disorder, and improve consistency across anxiety disorders. 
3. The DSM-IV criterion B is  now placed in the differential diagnostic criterion (new I)
4. Criterion C: Consistent with the proposed criteria for Social Anxiety Disorder and Specific Phobia, and thus provides consistency
5. Criterion D: wording is relatively consistent with the criteria for Social Anxiety Disorder and Specific Phobia, and thus provides consistency
6. Criterion E: Criterion is proposed to increase reliability and separation from normal fears. As with Social Anxiety Disorder and Specific phobias, the criterion evokes clinician judgment (versus self recognition), although this issue is in need of field testing. Use of the term “out of proportion to the actual danger posed” is intended to operationalize what is meant by “excessive or unreasonable” 
7. Criterion F. It is favored to use a 6 months criterion (because data are available), but the number of months awaits further data analysis
8. Criterion G: Criterion added to increase consistency, reliability and separation from non clinical conditions; however, the value of  an “impairment/distress” criterion awaits further data analysis
9. Criterion H: The value of this criterion is unclear – need for field testing
10. Criterion I: Change in phrasing to improve clinical utility (i.e., “not restricted to the symptoms of”) although clinical utility testing in the field trial may result in another phrase, or even a different strategy for managing exclusionary criteria 
Rationale for Severity Measure
Fear Questionnaire-Agoraphobia Subscale (Marks & Mathews, 1979).
Five items, each a situation that is rated for level of avoidance (0-8)
This scale does not specifically assess diagnostic criteria.
Criteria
Brief, self-report, diagnostic criteria linked if possible, adequate psychometric properties
Severity
Fear Questionnaire-Agoraphobia Subscale (Marks & Mathews, 1979).
 Below are alternative scales that have been developed and are being tested.
Anxiety Disorder Specific Severity Measure: Agoraphobia
The following questions ask about thoughts, feelings, and behaviors that you may have had in the following situations: crowds, public places, using transportation (e.g., buses, planes, trains), traveling alone or away from home.
During the past month, I have …
  
	 
	 
	Never
	Occasionally
	Half of the Time
	Most of the Time
	All of the Time

	1
	felt moments of sudden terror, fear or fright in these situations
	0
	1
	2
	3
	4

	2
	felt anxious, worried, or nervous about these situations
	0
	1
	2
	3
	4

	3
	had thoughts about panic attacks, uncomfortable physical sensations, getting lost, or being overcome with fear in these situations
	0
	1
	2
	3
	4

	4
	felt a racing heart, sweaty, trouble breathing, faint, or shaky in these situations
	0
	1
	2
	3
	4

	5
	felt tense muscles, on edge or restless, or trouble relaxing in these situations
	0
	1
	2
	3
	4

	6
	avoided, or did not approach or enter, these situations
	0
	1
	2
	3
	4

	7
	moved away from these situations, left them early, or remained close to the exits
	0
	1
	2
	3
	4

	8
	spent a lot of time preparing for, or procrastinating about (putting off), these situations
	0
	1
	2
	3
	4

	9
	distracted myself to avoid thinking about these situations
	0
	1
	2
	3
	4

	10
	needed help to cope with these situations (e.g., alcohol or medications, superstitious objects, other people)
	0
	1
	2
	3
	4


  
DSM-IV Criteria
Agoraphobia
Note: Agoraphobia is not a codable disorder. Code the specific disorder in which the Agoraphobia occurs (e.g., 300.21 Panic Disorder With Agoraphobia or 300.22 Agoraphobia Without History of Panic Disorder). 
A. Anxiety about being in places or situations from which escape might be difficult (or embarrassing) or in which help may not be available in the event of having an 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 traveling in a bus, train, or automobile.
B. Note: Consider the diagnosis of Specific Phobia if the avoidance is limited to one or only a few specific situations, or Social Phobia if the avoidance is limited to social situations. 
C. 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. 
D. 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), Posttraumatic Stress Disorder (e.g., avoidance of stimuli associated with a severe stressor), or Separation Anxiety Disorder (e.g., avoidance of leaving home or relatives).


Hoarding Disorder 
The work group is recommending that this be included in DSM-5 but is still examining the evidence as to whether inclusion is merited in the main manual or in an Appendix for Further Research.
 A. Persistent difficulty discarding or parting with possessions, regardless of the value others may attribute to these possessions. * 
B. This difficulty is due to strong urges to save items and/or distress associated with discarding
C. The symptoms result in the accumulation of a large number of possessions that fill up and clutter active living areas of the home or workplace to the extent that their intended use is no longer possible. If all living areas are uncluttered, it is only because of the interventions of third parties (e.g., family members, cleaners, authorities). 
D. The symptoms cause clinically significant distress or impairment in social, occupational, or other important areas of functioning (including maintaining a safe environment for self and others).
E. The hoarding symptoms are not due to a general medical condition (e.g., brain injury, cerebrovascular disease).
F. The hoarding symptoms are not restricted to the symptoms of another mental disorder (e.g., hoarding due to obsessions in Obsessive-Compulsive Disorder, decreased energy in Major Depressive Disorder, delusions in Schizophrenia or another Psychotic Disorder, cognitive deficits in Dementia, restricted interests in Autism Spectrum Disorder, food storing in Prader-Willi Syndrome). 
Specify if: 
With Excessive Acquisition: If symptoms are accompanied by excessive collecting or buying or stealing of items that are not needed or for which there is no available space.
 Specify whether hoarding beliefs and behaviors are currently characterized by: 
Good or fair insight: Recognizes that hoarding-related beliefs and behaviors (pertaining to difficulty discarding items, clutter, or excessive acquisition) are problematic.
Poor insight: Mostly convinced that hoarding-related beliefs and behaviors (pertaining to difficulty discarding items, clutter, or excessive acquisition) are not problematic despite evidence to the contrary. 
Absent insight: Completely convinced that hoarding-related beliefs and behaviors (pertaining to difficulty discarding items, clutter, or excessive acquisition) are not problematic despite evidence to the contrary.  
  * The Work Group is considering alternative wording: “Persistent difficulty discarding or parting with possessions, regardless of their actual value.”
Rationale
[bookmark: OLE_LINK3]1. Epidemiological studies suggest that hoarding occurs in 2-5% of the population and can lead to substantial distress and disability, as well as serious public health consequences that warrant consideration as a mental disorder. Most cases do not meet criteria for OCD or OCPD. Accumulating data challenge the current view of a specific relationship between hoarding and  OCD/OCPD, and whether these diagnoses cover all the severe hoarding cases. 
2. The creation of a new diagnosis in DSM-5 would likely increase public awareness, improve identification of cases, and stimulate both research and the development of specific treatments for Hoarding Disorder. 
3. Criteria A-E:  The proposed criteria are very similar to previously published criteria, which were based on research and clinical experience and that have been widely adopted by the field since 1996. 
4. Specifiers: 
a. The majority of people with hoarding disorder excessively acquire things either through buying or obtaining free things. However, not everyone with hoarding problems reports excessive acquisition, so including it as a diagnostic criterion would exclude people with true hoarding problems. Since recognition of and intervention for excessive acquisition is crucial for successful treatment of hoarding disorder, it is included as a specifier.
b. Available data suggest that a range of insight can characterize hoarding disorder. The proposed specifiers are similar to those proposed for other disorders, and they appear applicable to hoarding disorder. 
Severity
Hoarding Scale Self-Report (HRS-SR) (Tolin et al., 2008)
Insight dimensions (proposed for OCD, BDD, ORS, Hoarding Disorder): Brown Assessment of Beliefs Scale (BABS) (Eisen et al., 1998)
Below is an alternative scale that has been developed and is being tested. 
Hoarding Disorder
Based on your evaluation, you have symptoms of hoarding disorder.  We would like to better understand how much of a problem these symptoms are.  Please answer the following five questions for the following symptoms over the past 7 days:  
1) The accumulation of items that other people think are excessive
AND 
2) Difficulty discarding items.  
	To what extent do you have difficulty discarding (or recycling, selling, giving away) ordinary things that other people would get rid of?
	0
None
 
	1
Mild
	2
Moderate
	3
Severe
	4
Extreme

	How much distress do these symptoms cause you?
	0
None
	1
Mild
	2
Moderate
	3
Severe
	4
Extreme (disabling)

	Because of the clutter or number of possessions, how difficult is it for you to use the rooms in your home?
	0
Not at all difficult
	1
Mild
	2
Moderate
	3
Severe
	4
Extremely difficult

	How much do these symptoms cause you to avoid  doing anything, going anyplace, or being with anyone?
	0
No avoidance
	1
Occasional avoidance
	2
Moderate avoidance
	3
Frequent and extensive avoidance
	4
Extreme avoidance (housebound)

	How much do these symptoms interfere with school, work or your social or family life?
	0
None
	1
Slight Interference
	2
Moderate; definitely interferes with functioning
	3
Much interference
	4
Extreme interference (disabling)


 
DSM-IV Criteria
This disorder is not listed in DSM-IV; therefore, DSM-IV criteria for this disorder do not exist.
In DSM-IV, ‘the inability to discard worn-out or worthless objects even when they have no sentimental value’ is one of the 8 criteria for Obsessive-Compulsive Personality Disorder (OCPD)
In the text accompanying the OCPD criteria, DSM-IV states: 
“Despite the similarity in names, OCD is usually easily distinguished from OCPD by the presence of true obsessions and compulsions. A diagnosis of OCD should be considered especially when hoarding is extreme (e.g. accumulated stacks of worthless objects present a fire hazard and make it difficult for others to walk through the house). When criteria for both disorders are met, both diagnoses should be recorded” (p. 728)
